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Tablets 

PERCOCET^S  (N 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET"-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Sate  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET“-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIDNS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCOCET  “ -5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERCOCET" -5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  m cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERCOCET ’ -5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERC0CET"-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS  6085  BS 
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* Each  tablet  contains  5 mg  oxycodoneJHCI  (W^iKfJING:  May  be  habit  fqfmthg) 
^ ..  ^niJ  325nmg acetaminophen  (APAP) 

- <fS-  -n.  ^ 


□ indicated  for  moderate  to  moderately  severe  p^m 

□ contains  well-tolerated  acetaminophen  ''  ^ 

□ provides  the  effective  analgesia  of  oxycodone  “ 

□ scored  tablet  permits  finer  titration  ^ ' 

; □ convenient,  economical  q6h  dosage 
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Please  see  opposite  page  for  brief  sammary  of  prescVibm'g  information. 


4. 


V 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Sdivley 


MEDICAL 


SIPPLY  COMPAIVY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
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American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 
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Donald  W.  Fisher,  Ph.D.,  Executive  Director 
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Mr.  Arthur  E.  Auer,  Executive  Director, 
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Warren  H.  Pearse,  M.D.,  Executive  Director 
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American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 
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American  College  of  Surgeons 
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55  East  Erie  St.,  Chicago,  Illinois  60611 
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John  L.  Dugan,  Jr.,  Exec.  Vice  President 
One  West  48th  St.,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
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Cimetidine  for  Recurrent  Ulcer  After 
Vagotomy  or  Gastrectomy  — T.  Kennedy 
and  A.  Spencer  (Royal  Victoria  Hosp, 
Belfast,  Ireland)  Br  Med  J 1:1242-1243 
(May  13)  1978. 

Twenty-four  patients  with  endoscopically 
proven  recurrent  ulcers  after  vagotomy  and 
gastrectomy  entered  a blind  randomized 
controlled  trial.  Twelve  received  cimetidine  1 
g daily  for  six  weeks  and  12  received 
placebo.  Endoscopy  was  repeated  within  two 
days  after  completion  of  the  trial.  In  the 
cimetidine  group  seven  ulcers  healed,  three 
were  smaller,  and  two  unchanged.  In  the 
control  group  five  ulcers  healed,  one  was 
smaller,  and  four  were  unchanged.  Two 
patients  withdrew  and  were  treated  surgi- 
cally for  intolerable  pain.  The  consumption  of 
antacid  tablets  and  episodes  of  pain  were 
greater  in  the  control  group.  None  of  the 
differences  were  statistically  significant. 
When  cimetidine  is  to  be  used  for  recurrent 
ulcers,  the  dosage  and  duration  of  treatment 
probably  should  be  increased. 
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Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

G.  J.  Theobald,  Jr.,  Executive  Director 
25  West  39lh  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry.  Exec.  Dir. 

205  East  42nd  .St.,  New  York.  N.Y.  10017 
National  Rehabilitation  As.sociation 
1522  "K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Henry  P.  Pendergrass,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook.  Illinois  60521 
Southwestern  Surgical  (k)ngress 
.lames  II.  Hickman.  M l).,  Councilor 
626  Sharp  Bldg.,  Lincoln,  Nebraska  68.508 


In  pharyngitis  and  tonsillitis 


..prompt  temporary  relief 
of  pain  even  before 
patients  leave 
your  office. 


CEPASTAT 

mouthwash/gargle/sore 
throat  lozenges 


erre 


tven  Anesthetic 
sctiveness 

ying  the  throat  with  CEPASTAT 
)S  soothing  relief  within  minutes, 
patients  will  appreciate  this  relief 
j waiting  for  therapeutic  measures 
<e  hold.  The  well-established 
thetic  effects  of  CEPASTAT  pro- 
soothing  temporary  anesthesia  to 
rritated  or  inflamed  oropharyngeal 
3sa. 

PASTAT  in  your 
3tment  room  . . . 

I as  a spray,  CEPASTAT  is  more 
I to  deliver  the  most  relief  to  the 
ul  area  of  the  throat. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL  NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati  Ohio  45215 


relief  of  minor 
sore  throat  when 
^ patients  want  it . . 
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Before  prescribing,  please  consuK  complet 
uct  information,  a summary  of  which  follow 
Indications:  In  adults,  urinary  tract  infectio 
complicated  by  pain  (primarily  pyelonephn 
pyelitis  and  cystitis)  due  to  susceptible  org; 
(usually  E.  coli,  Klebsiella-Aerobacter,  Stai 
coccus  aureus,  Proteus  mirabihs,  and,  less 
quently,  Proteus  vulgaris)  in  the  absence  o1 
obstructive  uropathy  or  foreign  bodies.  Noti 
fully  coordinate//)  vitro  sulfonamide  sensiti 
tests  with  bacteriologic  and  clinical  respon: 
aminobenzoic  acid  to  follow-up  culture  met 
increasing  frequency  of  resistant  organisms 
the  usefulness  of  antibacterials  including  s 
fonamides.  Measure  sulfonamide  blood  lev 
variations  may  occur;  20  mg/100  ml  shoulc 
maximum  total  level. 

Contraindications:  Children  below  age  12; 
fonamide  hypersensitivity;  pregnancy  at  ter 
during  nursing  period;  because  Azo  Gantar 
tains  phenazopyridine  hydrochloride  it  is  C( 
dicated  in  glomerulonephritis,  severe  hepa 
uremia,  and  pyelonephritis  of  pregnancy  w 
disturbances. 

Warnings:  Safety  during  pregnancy  not  estc 
Deaths  from  hypersensitivity  reactions,  agr; 
tosis.  aplastic  anemia  and  other  blood  dysc 
have  been  reported  and  early  clinical  signs 
throat,  fever,  pallor,  purpura  or  jaundice)  rr 
dicate  serious  blood  disorders  Frequent  CE 
urinalysis  with  microscopic  examination  art 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  witi 
paired  renal  or  hepatic  function,  severe  alli 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whc 
dose-related  hemolysis  may  occur.  Mainta'i 
adequate  fluid  intake  to  prevent  crystallurij 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agrar 
ulocytosis,  aplastic  anemia,  thrombocytop« 
leukopenia,  hemolytic  anemia,  purpura,  hy 
thrombinemia  and  methemoglobinemia);  a 
reactions  (erythema  multiforme,  skin  erupt 
Stevens-Johnson  syndrome,  epidermal  nec 
urticaria,  serum  sickness,  pruritus,  exfoliat 
dermatitis,  anaphylactoid  reactions,  penorl 
edema,  conjunctival  and  scleral  injection,  i 
sensitization,  arthralgia  and  allergic  myoca 
G.l.  reactions  (nausea,  emesis,  abdominal 
hepatitis,  diarrhea,  anorexia,  pancreatitis  a 
stomatitis);  C/VS  reactions  (headache,  per 
neuritis,  mental  depression,  convulsions,  ? 
hallucinations,  tinnitus,  vertigo  and  insom 
miscellaneous  reactions  (drug  fever,  chills. | 
nephrosis  with  oliguria  and  anuria,  periartd 
nodosa  and  L.  E.  phenomenon).  Due  to  cel 
chemical  similarities  with  some  goitrogens 
uretics  (acetazolamide,  thiazides)  and  oraij 
glycemic  agents,  sulfonamides  have  caus- 
instances  of  goiter  production,  diuresis  ar  - 
glycemia.  Cross-sensitivity  with  these  ageri 
exist.  . 

Dosage:  Azo  Gantanol  is  intended  for  the  , 
painful  phase  of  urinary  tract  infections.  Cd 
adult  dosage:  2 Gm  (4  tabs)  initially,  then.’ 
(2  tabs)  B.I  .O.  for  up  to  3 days.  If  pain  pe., 
causes  other  than  infection  should  b^  sou| 
After  relief  of  pain  has  been  obtained,  cc? 
treatment  with  Gantanol  (sulfamethoxazole 
be  considered.  I 

NOTE:  Patients  should  be  told  that  the  or 
dye  (phenazopyridine  HCI)  will  color  the  u 
Suppliad:  Tablets,  red,  film-coated,  each 
ing  0.5  Gm  sulfamethoxazole  and  100  m; 
phenazopyridine  HCI— bottles  of  100  and 


Impoptant  data  on  the  pain  of  acute  ajstitls 


In  87%  pf  patients 
studied  [3Q3  of  349], 
Hzo  Gantanpr  reduced 
pain  andPr  burning 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in  _||||||||||^^ 

100,000 
per  a sulfonamide- 
sensitive  organism,  usually  E.  coli. 

In  87%  of  patients  with  initial  - fa 

symptoms  rated  “moderate  to 

severe,"  Azo  Gantanol  therapy  re-  ^ i .;j 

suited  in  improvement  within  24 

hours.  '^IPi 


Roche  Laboratories 
Division  of  Hoffmann- La  R 
N Utley,  New  Jersey  071 10 


Gantanor 


Each  tablet  contains  0, 5 Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI 


the  pain  the  pathogens 


Data  on  file.  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110, 


Accept 
no  substitute 
for  your  professional 
judgment 


As  a physician,  you  have  the  rightto 
Drescribe  the  drug  which  you  believe 
/vill  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
:ult  to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
nay  be  required  by  law  to  substitute 
mother  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours;  its 
source  is  left  to  the  pharmacist’s  dis- 
cretion. You  will  have  forfeited  your 
ight  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
iccept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

• You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

• You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative 


1978  Pfizer  Inc 


PHARMACEUTICALS 


ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Beverly  F.  DiMauro,  Executive  Director 
819  Dorcas,  Room  915,  Omaha  68108 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  "E”  St.,  Lincoln  68501 

The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Phyllis  L.  Miller,  Executive  Director 
120  No.  69th  St..  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
72nd  and  Mercy  Road.  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Karen  Mundy,  Associate  Director 
8401  West  Dodge  Road  Suit«  17.  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Ne. 

State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams.  Ph.D.,  Executive  Director, 

8707  West  Center  Road.  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association,  Inc. 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes] 

1620  "M"  St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Director 
215  Centennial  Mall  So.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker,  Jr.,  M.D.,  Secretary-Treasurer 
225  No.  Cotncr  - E Bldg.,  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  C.  Fiikins,  M.D.,  President 
434  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco,  M.D.,  President 
8601  Dodge  Rd.,  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician's  Assistants 
Lynn  E.  Caton,  PA,  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Allen  D.  Dvorak,  M.D.,  President 
Dept,  of  Radiology,  Creighton  Health  Ctr., 

601  No.  30th  St..  Omaha  68131 
Nebraska  Association  of  Pathologists 

James  R.  Newland,  M.D.,  Sec’y.-Treas.,  Dept,  of  Pathology, 
University  of  Nebraska  College  of  Medicine. 

42nd  & Dewey  Avenue,  Omaha  68105 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
P.O.  Box  14273,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntiro,  M.D.,  Sec’y-Treas. 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Radiology 
Allen  D.  Dvorak,  M.D.,  Secretary- Treasurer 
Dept,  of  Radiology,  Creighton  Health  Ctr., 

601  No.  30th  St..  Omaha  68131 
Nebraska  (chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.I).,  Secretary-Treasurer 
8300  Dodge  St.,  (fl24.  Omaha  68114 
Nebrasko  Chapter  of  Myasthenia  (iravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

I).  W.  Edwards.  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68608 
Nebraska  Dietetic  Association 

Ann  C.  (irandjean,  K.D..  M.S..  Pre.sidenl 
8401  West  Dodge  Rond,  Hoorn  101,  Omahn  68114 
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Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station. 

12177  Pacific  St..  Omaha  68114 

Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown,  Executive  Director 
Box  30247,  3KK)  "O”  Street,  Suite  7.  Lincoln  68503 
Nebraska  Heart  Association 

Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 

Stueirt  Mount,  Executive  Director 
Box  94833,  1335  “L”  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks,  President 

Nebraska  Methodist  Hospital,  8303  Dodge  St..  Omaha  68114 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 

Mr.  Tom  L.  Broad,  President.  Community  Health  Education. 
St.  Dept,  of  Health.  305  Centennial  Mall  So.,  Lincoln  68509 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D.,  F.A.C.P.,  Governor  for  Nebr. 

Univ.  of  Nebr.  Medical  Ctr.,  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver.  M.D.,  President 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher.  M.D.,  President 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP),  President 
920  No.  Ash.  Gordon  69343 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness,  Inc..  4600  Valley  Road.  Room  203,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M I)..  President 
Suite  255  - Second  Floor  North,  450  East  23rd, 

Memorial  Hospital.  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 

Robert  Barney,  B.S.,  R.T.,  President.  Dept,  of  Radiology 
Creighton  Memorial  St.  Joseph  Hospital. 

601  No.  30th  St.,  Omaha  68131 
Nebraska-South  Dakota.  District  Branch  of  the  American 
Psychiatric  Association  (Sioux  Psychiatric  Society) 

Norman  D.  West,  M.D.,  President 
Community  Mental  Health  Center 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  State  Department  of  Health 

Henry  I).  Smith.  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass.  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Patricia  Whyman,  CMA-AC,  President 
7300  So.  St..  #2.  Lincoln  68506 
Nebraska  Urological  Association 

Cecil  T.  Bromfield.  M.D.,  President 
4740  "A’'  St..  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
liob  Garey.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omoha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
540  Medical  Arts  Building,  Omaha  68102 
United  Cerebral  Palsy  of  Nebrasko 

Mrs.  Deanna  Coalson,  Executive  Director 
1600  No.  56th  St,.  Lincoln  68505 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow.  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68106 


NORTH  CENTRAL  MEDICAL  CONFERENCE 


Egypt  Adventure 


l> 

|Eight-Day  Holiday  to  The  Land 
I Pharaohs  Via  Chartered 
I'ld  Airways  Jet 

I'arting  Minneapolis-St.  Paul 
March  26,  1979 

h 

i 

Dlace  on  earth  holds  a 
fascinating  or  powerful 
i than  timeless  Egypt, 
tpy  one  of  the  world's 
sought  after  and 
(arding  travel 
linations. 


of 


Ride  a camel  to  the  Pyramids  and  the  silent 
Sphinx.  See  the  Temples  of  Karnak  at 
Luxor  and  the  beauty  of  the  Nile. 
Explore  the  renowned  Egyptian 
Museum,  bursting  with  endless 
riches.  Bargain  in  Khan  El 
Khalili  Bazaar  for  copper 
and  brass.  And  dine  on  deli- 
cious Egyptian  delicacies. 

Don't  miss  this  exciting 
trip  to  the  Land  of  the 
Pharaohs. 


Address 


State 


Area  Code 


Phone 


Space  Strictly  Limited-Make  Reservations  Now 


A Non-Regimented 


9 Deluxe  Adventure 


Send  to:  North  Central  Medical  Conference 

Suite  900,  American  National  Bank  Building 

101  East  5th  Street 

St.  Paul,  Minnesota  55101 

Enclosed  is  my  check  for  $ ($  1 00  per  person)  as  deposit 

Names 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Houtz  G.  Steenburg,  M.D.,  Hastings  President 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln  Executive  Director 


William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  Louis  J.  Gogela,  Lincoln 
AMA  Alternates  — John  D.  Coe,  M.D.,  Omaha;  Blaine  Y.  Roffman,  Omaha 


BOARD  OF  DIRECTORS 


Houtz  G.  Steenburg,  M.D.,  Chm.  Hastings 

Charles  W.  Landgraf,  Jr.,  M.D.,  Vice-Chm.  Hastings 
Orin  R.  Hayes,  M.D.,  Secretary  Lincoln 

Arnold  W.  Lempka,  M.D.  Omaha 

Russell  L.  Gorthey,  M.D Lincoln 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Carlyle  E.  Wilson,  Jr.,  M.D Omaha 


COMMISSION  ON  ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Chm Nebgh 

R.  L.  Cassel,  M.D Omaha 

Louis  J.  Gogela,  M.D Lincoln 

Clyde  L.  Kleager,  M.D.  Hastings 

J.  P.  Schlichtemier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Stephen  K.  Woodman,  M.D Grand  Island 

AD-HOC  COMMITTEE  ON  ARTICLES  AND  BY  LAWS 
J.  P.  Schlichtemier.  M.D.,  Chm.  Omaha 

R.  L.  Cassel,  M.D.  Omaha 

Clyde  L.  Kleager.  M.D.  Hastings 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Allen  J.  Alderman,  M.D Chadron 

Patrick  E.  Clare,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Joel  T.  Johnson,  M.D Kearney 

William  L.  Rumbolz,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Richard  B.  Svehla,  M.D Omaha 

AD  HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 
Patrick  E.  Clare,  M.D.,  Chm.  Lincoln 

Warren  G.  Bosley.  M.D.  Grand  Island 

S.  I.  Fuenning,  M.D.  Lincoln 

Charles  W.  Newman.  M.D.  Lincoln 

George  F.  Sullivan,  RPT  Lincoln 

Wayne  Wagner,  AT  Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 
Richard  B.  Svehla.  M.D.,  Chm.  Omaha 

Stephen  W.  Carveth.  M.D.  Lincoln 

Kenneth  F.  Kimball.  M.D.  Kearney 

Dean  A.  McGee.  M.D.  Omaha 


AD  HOC  COMMHTEE  ON  MATERNAL  & CHILI)  HEALTH 


William  L.  Rumbolz,  M l)..  Chm.  Omaha 

Section  on  Maternal  Mortality  Review 
('harles  A.  Field.  M.I).  Omaha 

William  L.  Rumbolz,  M.I),  Omaha 

Section  on  Perinatal  Mortality  Review 
John  W.  Goldkrand.  M l)  Omaha 

Glenn  L.  Haswell.  M I)  Omaha 

Kenton  L.  Shaffer.  M.I).  Kearney 

William  L.  Rumbolz.  M I)  Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 
Robert  M.  Stryker.  M.D.,  ('hm  Omaha 

Richard  A.  Hranac.  M.D.,  Convention  Chm.  Kearney 

James  H.  Brown.  M.I).  Omaha 

Richard  A.  ('oltingham,  M.D.  McCook 

Joel  T,  Johnson.  M.D.  Kearney 

David  L.  Kutsch.  M.D,  Lincoln 

Y Scott  Moore.  M.D.  Lincoln 

.lames  M.  Steier.  M.I),  Omaha 
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COUNCIL  ON  PROFESSIONAL  ETfflCS 


Charles  F.  Ashby,  M.D Geneva 

Russell  J.  Mclntire,  M.D.  Hastings 

Arthur  J.  Smith,  Jr.,  M.D Lincoln 

Clarence  M.  Sorensen,  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Carl  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

John  D.  Coe,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

Thomas  H.  Wallace,  M.D Gordon 


COMMISSION  ON  LEGISLATION  & 
LEGAL  AFFAIRS 


Herbert  E.  Reese,  M.D.,  Chm Lincoln 

John  H.  Bancroft,  M.D Kearney 

James  H.  Dunlap,  M.D Norfolk 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

A.  L.  Smith,  Jr.,  M.D.  Lincoln 

R.  L.  Tollefson,  M.D Wausa 

Stanley  M.  Truhlsen,  M.D.  Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 


John  W.  Smith,  M.D.,  Chm. 
Warren  G.  Bosley,  M.D. 
Wendell  L.  Fairbanks,  M.D. 
Michael  J.  Haller,  M.D. 
Robert  D.  Harry,  M.D. 
Leonard  R.  Lee,  M.D. 
Robert  J.  Stein,  M.D. 

Paul  R.  Young,  M.D 


Omaha 
Grand  Island 
Alliance 
Omaha 
Lexington 
Lincoln 
Lincoln 
Omaha 


AD  HOC  COMMITTEE  ON  Hf^ALTH  EDUCATION 


Warren  G.  Bosley.  M.D.,  Chm.  Grand  Island 

Robert  B.  Benthack.  M.I).  Wayne 

S.  I.  Fuenning.  M.I).  Lincoln 

Myron  E.  Samuelson,  M.D.  Wymore 

Eileen  C.  Vautravers,  M.D.  Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


C.  Lee  Retelsdorf,  M.D.,  Chm.  Omaha 

Leonard  J.  Chadek,  M.D.  West  Point 

Donald  E.  Matthews,  M.D.  Lincoln 

Karl  F’.  Niehaus,  M.D.  Omaha 

Craig  R.  Nolte,  M.D.  . Lincoln 

John  W.  Porter,  M.D.  Beatrice 

Hiram  R.  Walker,  M.I) Kearney 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 


YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Omaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service 
2022  Avenue  A 
Kearney,  Nebraska  68847 
(308)  237-7297 

Beltone  Hearing  Aid  Service 
2716  Cheyenne  Street 
Columbus,  Nebraska  68601 
(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
1004  West  5th  Street 
North  Platte,  Nebraska  69101 
(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  13th  Street 
Lincoln,  Nebraska  68508 
(402)  432-6265 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


IN  NEBRASKA 


y 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


AN 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE. 


Germany  or  Little  Rock  — Alaska  or  Tucson, 
Arizona  — whatever  your  geographical  prefer- 
ence, we’ll  work  to  place  you  there.  And  you’ll 
know  the  assignment  before  you  are  committed. 

This  is  just  one  of  the  many  advantages  for 
physicians  in  Air  Force  medicine.  We  also  pro- 
vide excellent  salaries,  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a specialty  area.  Most  im- 
portantly, we  provide  an  environment  in  which 
you  can  practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about  Air 
Force  medicine. 


Copt.  Robert  Brown 

1 16  South  42nd  Street,  Omaha.  NE,  (402)  221-4319 


IFM 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


A great  way  of  life. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
(’edar,  Cuming,  Dakota,  Dixon.  Knox, 
Madison,  Pierce.  Stanton,  Thurston, 
Wayne. 

P'ifth  District:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone. 

Hurt.  Colfax,  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  James  E. 
Ramsay,  Atkinson.  Counties:  Boyd, 
Brown.  Cherry.  Holt.  Kcyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son, Kearney.  Counties:  Blaine,  Buf- 
falo, Custer.  Dawson.  Garfield,  Grant. 
Greeley,  Hall.  Hooker,  Howard,  Ix)up. 
Sherman,  Thomas.  Valley,  Wheeler. 
Tenth  District:  (^)uncilor:  I'red  J,  Rutt. 
Hastings,  (’ounties:  Adams,  ('base. 

Dundy,  Franklin,  Frontier,  Furnas. 
Gosper,  Harlan.  Haves.  Hitchcock. 
Kearney.  Phelps,  Rea  Willow,  Web- 
ster. 

Eleventh  District:  Councilor:  lk*rl  W. 
Spencer,  Ogallala.  Counties:  Arthur. 
Deuel,  (laruen,  Keith,  Lincoln,  lx)gan, 
McPherson.  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Obo,  Scoltsbluff.  Counties:  Bonner, 

Box  Butte,  ('heyenne.  Dawes,  Kimball, 
Morrill.  Scolts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

*Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

*Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
*Knox 
Lancaster 
Lincoln 
* Madison 

Northwest  Nebraska 
(ireater  Omaha 
Otoe 

!*erkins-(’hase 

Phelps 

Platte- Loup  Valley 
Saline 
Saunders 
Scolts  Bluff 
Seward 

South  Central  Nebraska 
Southeast  Nebraska 
S(»ulhwest  Nebraska 
Washington-Burt 
York 

•(Northeast 


PRESIDENT 

Eugene  W.  Peck,  Jr..  Hastings 
Robert  E.  Kopp,  Plainview 
E.  Howard  Reeves.  St.  Edward 
Wendell  L.  Fairbanks,  Alliance 
Jan  V.  Jensen,  Kearney 
Victor  J.  Thoendel,  David  City 
Robert  J.  Dietz.  Plattsmouth 
James  D.  Nelson,  Kimball 
Thomas  R.  Tibbels,  West  Point 
M.  L.  Chaloupka,  Broken  Bow 
James  L.  Omel.  Lexington 
Byron  M.  Dillow,  Fremont 
Henry  J.  Billerbeck.  Randolph 

Patrick  C.  Gillespie.  Beatrice 
C»ordon  D.  Francis.  Grand  Island 
Houtz  G.  Steenburg.  Hastings 
Richard  D.  Fitch.  O'Neill 

Douglas  M.  Laflan.  Creighton 
James  H.  Rickman.  Lincoln 
Newton  E.  Mack.  North  Platte 
Harold  I).  Dahlheim,  Norfolk 
D.  E.  Metcalf,  Gordon 
Richard  Crotty.  Omaha 
Dean  R.  Thomson.  Syracuse 
Bryce  G.  Shopp,  Imperial 
Stuart  P Embury,  Holdrege 
Arthur  H.  Liebentritt.  Columbus 
Robert  G.  Travnicek,  Wilbur 
John  E.  Hansen.  Jr..  Wahoo 
Alvin  A.  Armstrong.  Scoltsbluff 
Roger  H.  Meyer.  Utica 
Richard  E.  Penry,  Hebron 
H.  C.  Stewart.  Pawnee  City 
W.  A.  Williams.  Arapahoe 
Robert  G.  Pelley.  Tekamah 
James  I).  l^ell.  York 


SECRETARY-TREASURER 
Lawrence  A.  McKinnis,  Hastings 
David  F.  Johnson.  Jr.,  Osmond 
Charles  L.  Sweet.  Albion 
Bruce  D.  Forney.  Alliance 
David  C.  Babbitt.  Kearney 
Gerald  W.  Luckey.  David  City 
Glen  D.  Knosp,  Elmwood 
James  D.  Nelson,  Kimball 
Robert  H.  Scherer.  West  Point 
N.  Leon  Books.  Broken  Bow 
Craig  D.  Bartruff.  Gothenburg 
William  B.  Eaton.  Fremont 
Robt.  B.  Benthack,  Wayne 

Klemens  E.  Gustafson,  Beatrice 
Daniel  R.  Cronk.  Grand  Island 
Richard  O.  Forsman,  Aurora 
Donald  D.  Bailey,  O'Neill 

Delwyn  J.  Nagengast,  Bloomfield 
W.  E.  Lundak.  Lincoln 
I.,eland  F.  Lamberty.  North  Platte 
G.  Tom  Surber.  Norfolk 
Bernard  A.  Owen,  Gordon 
Donald  J.  Pavelka.  Omaha 
Paul  R.  Madi.son,  Nebraska  City 
Paul  F.  Bottom.  Grant 
Mr,  Rex  J,  Kelly.  Holdrege 
Ronald  W.  Klutman,  Columbus 
Angelito  C.  dela  Cruz.  Friend 
Robert  E.  Morris,  Wahoo 
James  J.  Simpson.  Scoltsbluff 
Paul  E.  Plessman.  Seward 
Charles  F Ashby.  Geneva 
R.  L.  Burghart,  Falls  City 
Elizabeth  D.  Edwards.  McCook 
Clifford  M.  Hadley.  Lyons 
Ben  N.  Greenberg.  York 

) 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg  of  hydrochlorothiazide 

Makes  Sense  in 
yperlension"^ 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  tor  Initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-t-  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-t-  intake  Associated  widened 
ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  if  spiro- 
nolactone is  used  concomitantly,  determine  serum  K-l- 
frequently;  both  can  cause  K+  retention  and  elevated 
serum  K-(-  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  ofher  idiosyncrafic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides.  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
fransient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  insfifutional  use  only) 


SK&F  CO. 

a SmithKIine  company 

Carolina,  P.R.  00630 


When  painful  spasm 
is  the  presenting 
symptom 


} 

k. 

J 

. in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent. 


Reference; 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merreli 


‘This  drug  has  been  classified  “probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets.  Syrup.  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer. 

IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ ANTISPASMOOIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  Informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders): and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE.  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis:  toxic  megacolon  compli- 
cating ulcerative  colitis:  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS:  Although  studies 
have  tailed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  ol  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  autonomic  neuropathy:  hepatic  or  renal 
disease:  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon:  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension: 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  ol  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physiciah 
must  delineate  these  Adverse  reactions  may  include  xerostomia: 
urinary  hesitancy  and  retention,  blurred  vision  and  tachycardia, 
palpitations,  mydriasis,  cycloplegia,  increased  ocular  tension, 
loss  ol  taste,  headache,  nervousness:  drowsiness:  weakness, 
dizziness,  insomnia,  nausea,  vomiting,  impotence,  suppression  of 
lactation,  constipation:  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis:  urticaria  and  other 
dermal  manilestations:  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATIDN:  Dosage  must  be  adjusted  to  individual  patienl's 
needs 

Usual  Dosage  Benivl  tO  mo  capsule  and  svruo  Adults  1 or  2 
capsules  or  teaspoonluls  syrup  three  or  lour  limes  daily  Children 
t capsule  or  teaspoonful  syrup  three  or  tour  limes  daily  Inlants  V> 
leaspoonful  syrup  three  or  lour  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Benivl  20  mo  Adults  1 tablet  three  or  four 
times  daily  Benivl  Iniection  Adults  2ml  (20  mg  (every  (our  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
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Behavioral  Sequelae  of  Closed  Head  Injury 
— H.  S.  Levin  (Univ  of  Texas  Medical 
Branch,  Galveston,  TX  77550)  and  R.  G; 
Grossman,  Arch  Neurol  35:720-727  (Nov) 
1978. 

The  profile  of  behavioral  disturbance  was 
determined  in  relation  to  closed  head  injury 
of  graded  severity.  Patients  with  severe 
injuries,  as  defined  by  duration  of  coma  and 
the  presence  of  neurologic  deficit,  were 
differentiated  from  a group  of  mildly  injured 
patients  by  behavioral  ratings  that  reflected 
cognitive  disorganization,  emotional  with- 
drawal, and  motor  retardation.  Neurologic 
measurements  of  injury  related  to  the  severi- 
ty of  behavioral  disturbance  included  hemi- 
paresis,  aphasia,  and  abnormalities  on  com- 
puterized axial  tomography.  Agitation  during 
the  acute  phase  of  injury  was  also  predictive 
of  residual  behavioral  disturbance.  Hemi- 
spheric lateralization  of  the  site  of  greatest 
injury  had  no  discernible  effect  on  behavioral 
sequelae. 

Abdominal  Aortic  Aneurysms  — R.  J.  Baird 
et  al  (Toronto  General  Hosp,  Toronto, 
Ontario,  Canada)  Can  Med  Assoc  J 118: 
1229-1235  (May  20)  1978. 

In  210  patients  with  abdominal  aortic 
aneurysms  who  underwent  operation,  160 
aneurysms  (76% ) were  unruptured  and  50 
(24%  ) were  ruptured.  In  the  patients  with 
unruptured  aneurysms  the  oldest  was  91  and 
12  were  older  than  80  years  of  age  (mean 
age,  68  years).  The  overall  hospital  mortality 
was  5.6%  : one  (1.2%  ) of  the  93  asympto- 
matic patients,  four  (7.4%  ) of  the  54  sympto- 
matic patients,  and  four  (17.0%  ) of  the  23 
patients  whose  operation  was  considered 
urgent.  In  the  patients  with  ruptured  an- 
eurysms the  oldest  was  90  and  five  were 
older  than  80  years  of  age  (mean  age,  71 
years).  The  overall  hospital  mortality  was 
54% . The  morbidity  and  mortality  were 
analyzed;  in  particular,  the  reasons  were 
sought  for  the  markedly  variable  hazard  of 
operations  for  the  three  categories  of  un- 
ruptured aneurysm.  The  surgical  literature  is 
confusing  due  to  the  interchanging  use  of  the 
words  unruptured,  elective,  and  symptom- 
less. A plea  is  made  for  a standardized  and 
simplified  operation,  performed  with  three 
assistants  helping  the  surgeon. 
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THERE  IS  SO  MUCH  TO  KNOW 

And  of  course  the  time  comes  when  you 
realize  that  you  haven’t  merely  been 
specializing  in  something  — something 
has  been  specializing  in  you. 

Arthur  Miller:  The  Price. 

Once,  every  doctor  took  care  of  every- 
thing. Now  you  are  a generalist,  and  you  are 
delivering  a baby,  and  you  consult  with  an 
obstetrician,  and  after  a while  you  bring  in  a 
pediatrician,  and  then  a neonatologist,  then 
an  internist,  followed  by  a cardiologist,  and 
later,  a pediatric  cardiologist. 

I know  of  the  training  family  physicians  go 
through:  I have  seen  their  examination 

questions.  They  need  to  know  something 
about  everything,  but  with  the  sure  rise  of 
the  generalists  there  has  come  a proliferation 
of  ultraspecialists  and  superspecialists,  so 
that  while  anesthesiology  was  once  a new 
specialty,  some  now  limit  their  anesthesia  to 
children  or  to  the  delivery  room.  Where 
pediatrics  was  once  very  new,  there  is  now 
the  neonatologist,  and  while  some  see  pa- 
tients only  during  the  first  month  of  life, 
some  see  them  only  in  the  first  ten  days,  and 
others,  I think,  during  the  first  24  hours. 

There  is  so  very  much  to  know.  There  eu'e 
more  books  and  journals  than  ever  before. 
The  amount  of  medical  knowledge  increases 
at  a staggering  rate,  always  exceeded  by 
what  is  left  to  be  discovered.  Whenever  we 
have  practiced,  we  will  seem  fifty  years  later 
to  have  been  rendering  only  first  aid.  The 
young  doctor  may  thus  regard  the  older  one 
with  disdain,  but  his  time  will  come,  too. 

But  as  there  is  more  and  more  to  know, 
we  have  always  insisted  that  we  know  more 
and  more.  We  have  ourselves  made  the 
discoveries,  and  we  have  shared  our  know- 
ledge with  one  another.  Our  education  did 
not  stop  when  we  graduated;  that  is  when  it 
began. 

-F.C. 


WHAT  WAS  ONCE  CONDEMNED 

We  were  once  taught:  never  give  a spinal 
anesthetic  for  cesarean  section;  then  it  was 
tolerated,  after  which  it  was  recommended 
and  may  have  become  the  method  of  choice, 
although  I was  not  convinced.  Birth  control 
was  immoral  and  even  illegal,  and  leaders  in 
this  field  were  sent  to  jail.  Now  it  is  on  the 
brink  of  being  required,  after  being  simply 
allowed  and  then  admired.  All  sorts  of 
contraceptive  devices  were  not  to  be  sold, 
while  they  are  now  freely  exhibited,  and  are 
even  given  away  on  occasion.  Abortion  was  a 
dirty  word;  it  was  soon  allowed,  while  today 
it  is  demanded.  Sterilizing  was  forbidden, 
and  now  just  look. 

A patient  with  a coronary  occlusion  who 
developed  acute  appendicitis  was  usually  left 
alone:  no  surgery  for  six  months,  we  were 
told.  Now  we  operate  and  even  on  the  heart 
in  such  instances. 

What  was  once  condemned  was  later 
tolerated,  and  finally  came  to  be  recom- 
mended and  even  required.  Never  operate  on 
the  heart,  we  were  told;  today  we  must  do 
it.  Do  the  pendulums  swing  too  far?  Will 
there  be  a going  back?  Or  will  we  learn,  and 
say:  never  say  never,  soon  we  will  change 
our  minds.  I think  that  is  what  we  will  do. 
Don’t  say  never;  we  may  be  wrong. 

I don’t  know  how  these  nevers  are  laid 
down.  But  when  we  meet  that  word,  let  us 
remember  and  learn  from  the  past.  Never 
sometimes  becomes  sometimes,  and  may 
even  change  to  always. 

-F.C. 

ON  LEISURE 

I have  recently  been  on  a sort  of  half- 
holiday, and  I tortured  myself  with  a 
self-imposed  period  of  culture.  I dragged 
myself  to  the  piano,  where  I worked  on 
things  by  Beethoven,  Chopin,  Bach,  and 
Debussy.  I read  Plato,  Cather,  Darwin, 
Dickens,  the  Bible,  and  Shakespeare.  Read 
medicine,  too.  I went  in  for  interior  design, 
to  which  my  nearly  new  house  will  bear 
witness. 
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I do  not  play  Beethoven  well,  I struggle; 
Plato  and  Darwin  were  hard  reading.  But  I 
like  to  think  that  this  regimen  was  good  for 
my  mind  and  for  my  soul.  I do  not  know.  I 
may  go  back  to  the  inanities  of  television, 
and  to  detective  stories. 

Maybe  it’s  because  winter  is  here.  I walk 
when  it  is  warm,  and  come  Miss  Dickinson’s 
March,  I may  abandon  culture.  But  it  has 
done  me  no  harm,  except  that  I will  not  be 
proud  of  being  humble. 

Greet  winter,  and  never  give  up.  That’s 
what  I say. 

-F.C. 


TAKING  BLOOD  PRESSURE 

When  you  watch  children  at  play,  they 
do  not  play,  not  if  they  see  you.  If  you  hold  a 
thermometer  to  read  it,  the  warmth  of  your 
hand  will  drive  the  mercury  up  higher.  If 
you  remove  a pint  of  blood  from  a donor,  and 
then  use  a sample  of  that  blood  for  testing, 
you  will  get  an  incorrect  picture  of  what 
blood  he  has  left  in  him.  And  what  happens 
when  you  examine  a patient? 


He  becomes  tense,  he  stammers  out  his 
history,  not  as  well  as  he  knew  it  at  home. 
He  is  anxious:  everybody  is  anxious  in  the 
doctor’s  office  or  at  the  hospital.  He  hurts 
more,  but  he  wants  to  say  he  hurts  less. 

If  you  look  for  tenderness  and  touch  a sore 
spot,  he  will  not  be  detached  and  tell  you 
simply,  as  though  it  were  about  someone 
else,  that  he  is  tender  there;  he  will  be 
hurting.  And  when  you  take  his  blood 
pressure,  it  may  be  abnormal  simply  because 
you  are  taking  it. 

One  other  thing:  it  is  not  always  good  to 
say,  your  blood  pressure  is  normal,  or  it  is 
fine  today,  because  he  knows  that  you  tell 
him  when  it  is  all  right,  so  that  when  you 
do  not  tell  him,  he  will  know  that  it  is  bad. 

People  are  frightened,  people  come  to  the 
law  and  to  medicine  on  tiptoe,  and  the  two 
points  I raise  are  these:  when  a patient  is  in 
your  office,  he  is  not  his  normal  self,  aside 
from  the  things  he  came  to  see  you  about; 
and  merely  examining  the  patient  changes 
the  patient. 

-F.C. 
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ORIGINAL  ARTICLES 


EEG  and  Computed  Axial  Tomography 
in  Adult  Neurological  Patients 


The  electroencephalogram  (EEG) 
is  a traditional  method  of 
evaluating  one  aspect  of  brain 
physiology  (voltage  variation),  especially  of 
the  more  superficial  portions  of  the  brain, 
the  cerebral  hemispheres.  Computed  axial 
tomography  (CAT)  is  an  improved  method  of 
visualizing  the  structure  of  the  brain  in  vivo. 
Both  are  frequently  used  in  the  clinical 
diagnosis  of  intracranial  disorders.  It  is 
therefore  of  interest  to  confront  the  results 
of  the  2 techniques  to  assess  to  what  extent 
they  yield  overlapping  results  and  to  what 
extent  they  yield  different  information. 

The  present  report  is  based  on  retro- 
spective examination  of  the  medical  records 
of  181  consecutive  adult  patients  of  the 
clinical  services  of  the  University  of  Ne- 
braska Medical  Center  who  had  at  least  one 
EEG  and  one  CAT  study  performed.* 

Methods 

All  181  patients  from  University  of  Ne- 
braska Medical  Center  services  over  16  years 
of  age  (the  oldest  was  87)  who  had  both  a 
CAT  scan  and  an  EEG  recorded  within  one 
month  of  each  other  between  August  1975 
and  May  1977  constitute  the  subjects  of  this 
study.  The  mean  interval  separating  the  two 
studies  was  3.6  days.  The  patients  presented 
with  various  psychiatric,  neurologic,  and 
systemic  disorders,  including  a variety  of 
CNS  lesions. 

A number  of  patients  had  more  than  one 
EEG,  and  a few  had  more  than  one  CAT 
scan.  For  purposes  of  simplification,  only  the 
most  definitive  EEG  and  CAT  scan  were 
used  in  each  case,  and  were  correlated  with 
the  clinical  data  on  each  patient. 

Results 

Table  I shows  the  distribution  of  EEG  and 
CAT  results  simply  according  to  whether  the 
EEG  and  CAT  scan  were  normed  or  ab- 
normal. There  was  concordance  between 
results  of  the  two  studies  in  two-thirds  of  the 
cases,  which  is  statistically  significant  (chi- 
square).  The  contingency  coefficient  (C),  how- 
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TABLE  I 

1)1  SIR  I mm  ON  OF  NORM/\L  AND  ABNORMAL 
CATs  AND  F.r-Gs:  ALL  i’ATIF.NTS 


FLO 


NormaJ. 

•\bno  rmal 

Total 

Abnormal 

23 

65 

88 

CAT  Normal 

51 

42 

93 

Total 

74 

107 

181 

>;^  = 15.4172;  1’  <0.001 

ever  shows  that  the  degree  of  relationship  is 
not  high.  This  is  interpreted  to  mean  that 
while  the  EEG  and  the  CAT  are  sensitive  to 
some  of  the  same  variables,  they  are  to  a 
greater  extent  sensitive  to  different  variables. 
This  is  not  unexpected  since  the  CAT  is 
basically  an  anatomical  technique  and  the 
EEG  is  basically  a physiological  technique.  In 
other  words  they  are  complementary 
methods. 

•The  EEGs  were  recorded  and  interpreted  at  the  University  of  Nebraska 
Hospital.  The  CAT  scans  were  obtained  and  interpreted  at  the  Bishop 
Clarkson  Memorial  Hospital. 
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Space  limitations  do  not  permit  examina- 
tion of  all  of  the  specific  data  obtained.  Three 
major  diagnostic  groups  have  therefore  been 
selected  for  special  attention:  intracranial 
neoplasms,  strokes,  and  seizures.  Intracranial 
neoplasms  and  strokes  were  defined  pri- 
marily by  the  CAT  results,  save  in  two 
stroke  cases.  EEG  results  are  therefore 
treated  as  a dependent  variable. 

Neoplasms 

Table  II  shows  the  distribution  of  EEG 
and  CAT  scan  results.  If  a patient’s  EEG 
showed  any  seizure  activity  (spikes,  etc.)  it 
was  classified  as  “seizure  activity  present” 
even  if  abnormal  slow  waves  were  also 
present.  In  fact,  slow  waves  were  also 
present  in  all  4 cases  with  seizure  activity, 
and  corresponded  with  the  seizure  focus  in  3 
of  the  4 cases. 

Shifting  of  midline  structures  is  either  a 
reflection  of  a large  mass  in  one  hemisphere 
or  smaller  lesions  located  more  strategically 
near  the  midline.  Either  of  these  would  be 
expected  to  be  associated  with  an  increased 
rate  of  EEG  abnormalities.  All  three  patients 
with  observable  shifting  of  midline  struc- 
tures had  abnormal  EEGs,  while  53%  of  the 
15  patients  without  midline  displacement  did. 

Rate  of  EEG  abnormality  was  also  cor- 
related with  change  in  mental  status  (ab- 
normal mentation  and/or  altered  states  of 
consciousness):  45%  of  tumor  patients  with 
normal  mental  status  had  abnormal  EEGs 
versus  86%  of  those  with  mental  status 
changes. 

Stroke 

Table  III  shows  the  distribution  of  EEG 
and  CAT  scan  results.  The  EEG  was 
abnormal  in  89%  of  stroke  patients. 

The  2 patients  with  supratentorial  uni- 
lateral stroke  by  CAT  scan  and  focal  seizure 
activity  in  their  EEGs  also  showed  slow 
wave  abnormalities,  generalized  in  one  case 
and  focal,  corresponding  with  the  seizure 
focus,  in  the  other.  The  third  patient  with 
focal  seizure  activity  was  suffering  from  a 
left  middle  cerebral  artery  aneurysm  with 
left  temporal  lobe  infarction  not  visualized  by 
CAT  scan.  The  EEG  showed  left  frontal- 
temporal  sharp  waves  and  a left  anterior 
quadrant  slow  focus. 


The  type  of  lesion,  ischemic  versus  hemor- 
rhagic, was  unrelated  to  EEG  abnormality 
rates.  This  differentiation  can  usuedly  be 
made  by  CAT,  especially  in  the  acute  phase. 

The  duration  of  the  stroke  syndrome, 
acute  (4  weeks  or  less)  versus  chronic 
(greater  than  4 weeks),  showed  a slight 
trend  toward  a higher  rate  of  abnormal 
EEGs  in  acute  (94%  ) versus  chronic  lesions 
(80% ).  Use  of  an  8-week  criterion  date 
instead  of  4 weeks  did  not  greatly  change 
the  figures. 

As  in  the  case  of  tumor  patients,  mental 
status  was  related  to  the  presence  of  EEG 
abnormalities.  The  EEG  was  normal  in  only 
5%  of  stroke  patients  with  abnormal  mental 
status  versus  50%  of  those  whose  mental 
status  was  normal,  but  the  latter  group  was 
small  (4  patients). 

Brain  Lesions  Compared 

Comparing  the  tumor  and  stroke  groups 
(Tables  II  and  III)  shows  a higher  incidence 
of  EEG  abnormalities  in  the  stroke  group 
(86%  ) than  in  the  tumor  group  (61%  ).  There 
is  no  significant  difference  between  the 
groups  with  respect  to  whether  the  EEG 
abnormalities  were  diffuse  or  focal. 

Lesions  associated  with  abnormal  mental 
status  were  significantly  more  likely  to  be 
associated  with  EEG  abnormalities  than 
those  not  resulting  in  menteil  changes:  93% 
of  patients  with  abnormal  mental  status  had 
abnormal  EEGs  versus  47%  of  those  with 
normal  mental  status  (chi-square  = 11.5141), 
and  C = 0.45;  P<0.01).  Thus  the  2 functional 
variables  (EEG  and  mental  status)  are  seen 
to  be  related  in  the  presence  of  focal  brain 
lesions. 

Seizures 

Table  IV  shows  that  the  EEG  is  as  likely 
to  be  abnormal  in  the  presence  of  a normal 
CAT  scan  as  in  the  presence  of  an  abnormal 
scan  in  epileptics  (chi-square  not  significant). 
The  EEG  and  the  CAT  are  sensitive  to  dif- 
ferent pathological  variables  in  patients  with 
seizures. 

Of  28  patients  with  generalized  seizures  24 
(86%  ) had  abnormal  EEGs.  It  is  important  to 
note,  as  Table  V shows,  that  one-third  of 
these  patients  had  abnormal  CAT  scans  (this 
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includes  the  patients  with  demonstrated 
intracranial  lesions  with  seizures).  This  find- 
ing is  in  accord  with  recent  reports  by 
Gastaut  and  his  colleagues.'  Second,  note 
that  focal  EEG  abnormalities  are  not  rare  in 


this  group  of  patients,  a well  known  fact  in 
clinical  electroencephalography.  In  other 
words,  generalized  seizures  are  more  fre- 
quently symtomatic  or  secondary  to  other 
intracranial  pathological  processes  than  was 


TABLE  II 

DISTRIBUTION  OF  NORMAL  AND  ABNORMAL  EEGs  IN  PATIENTS  WITH  INTRACRANIAL  NEOPLASMS 


EEG  Finding 

Location  According  to  CAT 

N 

% 

Supratentorial  Other* 

Unilateral 

Normal 

5 

2 

7 

39 

Abnormal 

9 

2 

11 

61 

Slow  Activity 

Diffuse 

2 

1 

3 

Focal 

3 

1 

4*  * 

Seizure  Activity 

Dif  fuse 

0 

0 

0 

Focal 

4 

0 

4** 

Total 

14 

4 

18 

100 

*Supratentorial  bilateral 

(1  case) , 

infratentorial  (2  cases). 

supratentorial  + 

infratentorial  (1  case). 

**Localization  correct  to 

hemisphere 

and  quadrant  in  all  cases 

TABLE  III 

DISTRIBUTION  OF  NORMAL  AND  ABNORMAL  EEGs  IN  STROKE  PATIENTS 


EEG  Finding 

Location  According 

to  CAT 

Supratentorial 

Other* 

Normal 

N 

% 

Unilateral 

Normal 

3 

0 

0 

3 

11 

Abnormal 

18 

5 

1 

24 

89 

Slow  Activity 

Diffuse 

7 

2 

1 

10 

Focal 

9 

2 

0 

11** 

Seizure  Activity 

Diffuse 

0 

0 

0 

0 

Focal 

2 

1 

0 

3** 

Total 

21 

5 

1 

27 

100 

*Supratentorial  bilateral  (3  cases),  infratentorial  (1  case),  unlocalized  (1  case: 
mild  generalized  atrophy;  focal  lesion  not  demonstrated). 

**Localization  correct  to  hemisphere  in  all  cases  and  to  quadrant  in  6 cases. 
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TABLE  IV 

DISTRIBUTION  OF  NORMM,  AND  ABNORMAL 
CATs  AND  EFGs  IN  PATIENTS  WITH  SEIZURES 

EEC 

■Normal  Aljnormal  Total 


Abnormal 
CAT  Normal 
Total 


14 

27 

31 

1 

26 

33 

11 

53 

64 

= 1.0730;  P >0.30 
C = 0. 12 


previously  believed.  In  our  series  43%  had 
EEG  evidence  of  focal  origin  of  the  seizures 
and/or  some  anatomical  brain  pathology. 

Of  34  patients  with  focal  seizures  27  (79%  ) 
had  abnormal  EEGs.  Table  VI  shows  that 
the  CAT  showed  no  gross  structural  ab- 
normalities in  47%  . 

Discussion 

In  the  present  study,  only  those  patients 
could  be  included  whom,  at  one  time  or 
another,  an  attending  physician  judged  to 
need  both  an  EEG  and  a CAT  scan.  During 
the  22  months  covered  by  this  study,  2,661 
EEGs  were  recorded  and  536  CAT  scans 
were  ordered  by  UN  Medical  Center  serv- 
ices. Only  389  patients  had  both  (including 
208  children  under  16  years  of  age  not 
included  in  the  present  report).  It  is  obvious 
that  a number  of  patients  in  the  diagnostic 
categories  discussed  must  have  been  omit- 
ted. It  is  impossible  to  know  whether  our 
results  might  have  been  different  if  all 
patients  referred  for  EEGs  had  also  had 
CAT  scans  and  vice  versa. 

A corollary  bias  is  the  weight  given  to 
either  the  CAT  scan  or  the  EEG  in  arriving 
at  a clinical  diagnosis.  The  CAT  scan  gives 


more  specific  information  than  the  EEG  on 
structural  changes.  The  clinical  diagnosis  in 
these  cases  is  heavily  influenced  by  the  CAT 
scan  results.  Thus,  such  data  cannot  be 
considered  a dependent  variable.  One  might 
argue  that  the  clinician  was  reluctant  to 
diagnose  a lesion  unless  it  could  be  demon- 
strated by  computed  tomography.  That  this 
is  not  an  entirely  safe  position  is  indicated  by 
recent  reports.  ® 

More  important,  however,  the  present 
results  do  illustrate  the  complementary  uses 
of  CAT  and  EEG.  If,  in  the  case  of  suspected 
brain  lesions,  the  question  is,  is  there  a 
structural  lesion  and  if  so  where  is  it  and 
how  big  is  it,  then  the  CAT  or  some  other 
method  of  anatomical  visualization  is  the 
suitable  diagnostic  technique;  the  EEG  is 
less  useful  in  that  it  yields  a higher 
percentage  of  false  negative  results  and 
localizes  lesions  less  precisely.  If  however, 
the  question  is,  what  is  the  extent,  degree, 
and  possibly  the  nature  (epileptogenic,  etc.) 
of  the  associated  dysfunction,  the  EEG 
provides  useful  supplementary  information. 
An  example  of  complementarity  is  the  recent 
report  that  “patients  with  cerebral  ischemic 
disturbances  invariably  showed  a good  prog- 
nosis when  EEG  and  CAT  failed  to  demon- 
strate lesion  in  the  acute  phase.  Complete 
recovery  did  not  occur  in  patients  when  both 
the  EEG  and  CAT  were  abnormal. 

If  the  primary  disorder  is  functional,  the 
EEG  is  better  suited  than  the  CAT  to  yield 
diagnostically  useful  information.  Epilepsy  is 
the  foremost  example.*  Only  the  EEG  can 
show  the  electrical  abnormality  which  is  an 
essential  part  of  the  epileptic  process.  Our 
data,  however,  support  those  of  Gastaut  and 
others  in  showing  that  the  CAT  reveals  a 
higher  percentage  of  structural  abnormali- 
ties, even  in  patients  with  apparently  “pri- 
mary” seizures,  than  was  previously  sus- 
pected. An  important  weapon  has  therefore 
been  added  to  the  epileptologist’s  armamen- 
tarium. 


Summary 

Results  of  EEGs  and  computed  axial 
tomograms  (CAT  scans)  on  181  consecutive 


^Others  include  cloned  head  injuries  and  toxic-metabolic  and  inflam- 
matory disorders. 
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TABLE  V 


DISTRIBUTION  OF  CAT  AND  EEC  FINDINGS 
IN  PATIENTS  WITH  GENERALIZED  SEIZURES 


EEG  Findings 

CAT 

Normal 

Diffuse 

Abnormality 

Focal 

Abnormality 

Normal 

3 

0 

1 

Diffuse  Slow 

1 

0 

3 

Focal  Slow 

0 

0 

3 

Diffuse  Seizure 

8 

1 

0 

Activity 

Focal  Seizure 

5 

0 

3 

Activity 

N 

17 

1 

10 

% CAT  Abnormality 

60 

4 

36 

TABLE  VI 

DISTRIBUTION  OF  CAT  AND  EEG  FINDINGS 
IN  PATIENTS  WITH  FOCAL  SEIZURES 


EEG  Findings 

CAT 

Normal 

Diffuse 

Abnormality 

Focal 

Abnormality 

Normal 

4 

0 

3 

Diffuse  Slow 

2 

0 

2 

Focal  Slow 

1 

0 

3 

Diffuse  Seizure 

2 

0 

0 

Activity 

Focal  Seizure 

7 

2 

8 

Activity 

N 

16 

2 

16 

% CAT  Abnormality 

47 

6 

47 
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adult  patients  were  presented  and  compared. 
Emphasis  was  placed  on  patients  with  brain 
lesions  and  with  seizures.  The  relative 
clinical  value  and  the  complementarity  of  the 
two  methods  was  discussed. 


References 

1.  Gastaut  H and  Gastaut  JL:  Computerized  trans- 


verse axial  tomography  in  epilepsy.  Epilepsia  17:325, 
1976. 

2.  Newman  SE:  Impact  and  integration  of  clinical 
computerized  axial  tomography  and  surface  EEGs.  EEG 
Clin  Neurophysiol  43:520,  1977. 

3.  Payan  J and  Gawler  J:  EEG  and  EMI-scan:  Early 
results  of  a comparative  study.  EEG  Clin  Neurophysiol 
38:212,  1975. 

4.  Jonkman  EJ,  van  der  Holst  MJC  and  Ponsen  L: 
Relation  between  EEG,  CAT  and  clinical  data.  EEG 
Clin  Neurophysiol  43:547,  1977. 


Factors  Influencing  Postprandial 
Triglyceridemia  * 


For  a number  of  years  there  has 
been  intense  interest  in  the 
serum  levels  of  triglyceride 
and  their  relation  to  atherosclerosis.  For  the 
most  part  attention  has  been  directed  to  the 
very  dense  and  the  very  low  density  lipo- 
proteins. It  is  well  known  that  these  frac- 
tions are  the  ones  most  effected  by  the 
ingestion  of  meals.  However,  most  investi- 
gation has  been  confined  to  serum  trigly- 
cerides in  the  fasting  state.  The  value  of 
determining  the  triglycerides  in  the  serum 
after  meals  is  obvious.  This  failure  to 
eveiluate  postprandial  triglyceride  is  par- 
ticularly intriguing  in  patients  with  diabetes, 
since  abnormalities  in  lipid  metabolism,  in- 
cluding serum  triglyceride  and  free  fatty  acid 
may  be  equally  good  indicators  of  diabetic 
control  as  is  the  traditional  blood  glucose. 
Indeed  it  appears  that  much  of  the  ather- 
omatous vascular  disease  in  diabetic  patients 
may  be  more  closely  related  to  triglyceride 
and  free  fatty  acid  levels  than  to  glucose 
intolerance. 

It  is  the  purpose  of  this  paper  to  deter- 
mine the  variation  of  serum  triglycerides 
which  may  be  expected  in  normal  subjects  in 
a five  hour  period  following  ingestion  of  a 
sham  meal.  Also  a review  of  other  factors, 
previously  reported  to  effect  postprandial 
triglycerides,  will  be  summarized.  The  rela- 
tive changes  occurring  in  the  low  density  and 
the  very  low  density  lipoproteins  in  patients 
with  Type  IV  hyperlipoproteinemia  will  be 
found  to  be  quite  similar  to  those  occurring 
in  patients  with  elevated  serum  triglyceride 
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but  without  abnormality  in  the  lipoprotein 
pattern. 

METHODS 

The  normal  or  control  subjects  for  these 
studies  were  house  officers  and  medical 
students.  They  continued  their  usual  activi- 
ties during  the  tests.  After  a 12-hour  fast,  a 
serum  triglyceride  was  measured.  Following 
ingestion  of  a test  meal,  triglycerides  were 
again  determined  at  3 and  5 hours.  Peak 
triglyceride  levels  occur  consistently  from  3 
to  4 hours  after  ingestion  of  a fat  meal  and 
return  to  fasting  levels  at  5 hours  or  shortly 
thereafter  in  normal  subjects.  Volunteers 
had  normal  glucose  tolerance  and  a negative 
family  history  for  diabetes  or  hyperlipemia. 
Those  with  fasting  triglycerides  over  150 
mg%  were  termed  normal  high  triglyceride 
(NHT).  Those  with  fasting  triglycerides  less 
than  125  mg%  are  designated  normal  trigly- 
ceride (NT). 

^Supported  by  the  MedicaJ  Research  Service  of  the  Veterans  Adminis- 
tration. 

fCorreapondence  and  reprint  requests  should  be  sent  to:  James  F. 
Sullivan.  M.D..  Chief,  Medical  Service.  Veterans  Administration 
Hospital,  4101  Woolworth  Avenue,  Omaha.  Nebraska  68105. 
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In  experiments  with  patients,  diabetics 
and  those  with  Type  IV  hyperlipopro- 
teinemia, the  diagnoses  were  determined  by 
accepted  clinical  and  laboratory  criteria. 

Control  of  many  variables,  as  might  be 
accomplished  by  a study  in  a metabolic  unit 
was  not  possible;  however,  body  weight,  diet 
and  physical  activity  were  constant  for  7 
days  prior  to  and  on  the  day  of  testing. 

TABLE  I 

CONTENTS  OF  TEST  MEALS 


In  some  studies  the  triglycerides  were 
determined  by  the  method  of  van  Handel  and 
Zilversmit'  in  which  glycerol  is  the  com- 
ponent actually  measured.  In  others  deter- 
mination of  fatty  acids  were  performed  and 
the  lipid  components  separated  by  centri- 
fugation, thin  layer  chromatography  and  gas 
chromatography. 2 Triglyceride  measurement 
yields  different  absolute  values  by  these 
methods  and  therefore  are  presented  as  per 
cent  change  from  the  fasting  level  in  some  of 
the  studies  to  be  discussed.  Free  fatty  acid 
content  of  the  serum  were  evaluated  using 


CBH(gm) 

PRQ(gm) 

FAT(gm) 

CAL 

%CAL/FAT  the  method  of  Dole.^ 

SHAM 

33 

3 

0 

36 

0 

RESULTS 

The  components  of  the  meals  used  to 

MEAL  A 

27 

19 

37 

517 

64 

evaluate  postprandial  triglyceride  are  shown 
in  Table  I. 

MEAL  1 

4 

24 

87 

891 

86 

In  an  initial  study  volunteers  were  given  a 
“sham”  meed.  Te  purpose  of  this  study  was 

MEAL  11 

105 

28 

88 

1303 

61 

to  determine  if  the  appearance  and  odor  of 
food  would  produce  changes  in  blood  glucose, 
free  fatty  acid  or  serum  triglycerides. 

MEAL  1 1 1 

5 

71 

81 

1025 

72 

Six  normal  subjects  after  a 12-hour  fast 

/WAI  IV 

43 

36 

51 

751 

60 

were  presented  with  breakfast  plates  con- 

2  SLICES  OF  BREAD 

taining  2 eggs,  6 strips  of  bacon  and  hot 

-^100/gm  PEANUT  BUTTER 

buttered  rolls.  However,  after  savoring  the 

MEAL  V 20 

CORN  OIL 

METRACAL  (45qm  FAT) 

17 

50 

598 

76 

sight  and  odor  of  this  meal,  it  was  removed, 
and  the  subjects  ingested  a meal  of  lettuce. 

MEAL  VI 

33 

21 

68 

828 

76 

celery,  vinegar  and  black  coffee  (a  total  of  36 

METRACAL  (IBOc.C. 
WHIPPING  CREAM) 

calories).  Blood  for  determinations  of  tri- 
glycerides, glucose,  cholesterol  and  free  fatty 

TABLE  n 

EFFECT  OF  SHAM  MEAL 

LIPID  STUDY 

“SHAM”  MEAL  - 36  CALORIES 

SHAM  MEAL  - LETTUCE  - CEURY  36  CAL  ALL  CBH 

GLUCOSE 

TRIGLYCERIDE  CHOLESTEROL  FREE  FATTY  ACIDS 

mgMI 

fngydl  uEq/L 

FASTING 

3 HR 

5 HR. 

FASTING  3 HR 

5 HR  FASTING  3 HR.  5HR  FASTING  3 HR.  5 HR 

P.  H. 

73 

65 

68 

170 

128 

T30  228  260  264  680  760  640 

E.  H. 

81 

70 

72 

105 

115 

lOS  180  172  184  260  340  840 

J.  H. 

65 

65 

69 

72 

70 

70  162  164  174  420  720  760 

J.K. 

84 

70 

73 

110 

85 

83  188  184  100  340  300  700 

K.K. 

80 

67 

61 

70 

62 

63  166  172  178  480  820  860 

C.  V. 

77 

70 

74 

115 

80 

07  208  208  216  280  400  680 

MEAN 

76.7 

67.  8 

69.  5 

107.0 

90.  0 

02.0  188.7  103.3  201,0  410  0 300.0  746  7 

STO.  ERROR 
OF  MEAN 

3.  1 

1.  1 

2.  1 

16.  3 

11.  6 

10. 8 11.4  16  1 13. 3 60  0 04  1 30  0 

■•P"  VALUE 

TO  FASTING 

<0.05 

N.S. 

N.S. 

N.S.  N.S.  N.S.  N.S.  <0.003 

T0  3W*. 

N.S.  NOT  SIGNIFICANT 
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acids  was  taken  while  fasting  and  at  3 and  5 
hours.  The  results  are  shown  in  Table  II. 
The  effect  of  hunger,  accompanied  by  the 
sight  and  odor  of  an  appetizing  meal  failed  to 
significantly  alter  the  blood  glucose,  tri- 
glyceride, or  cholesterol.  The  free  fatty  acids 
increased  slightly  above  the  fasting  level  as 
has  been  previously  described  during  fasting. 

The  relative  constemcy  of  serum  trigly- 
ceride and  free  fatty  acids  was  unexpected. 
These  components  of  the  serum  lipids  are 
known  to  be  labile,  particularly  the  free  fatty 
acids.  Changes  in  sympathetic  nervous  sys- 
tem activity  and  associated  catecholamine 
levels  would  be  expected  to  produce  changes 
in  free  fatty  acid  content.  Physical  activity 
was  not  restrained,  however,  free  fatty  acid 
levels  were  not  altered  by  this  moderate 
degree  of  physical  activity. 

Some  gastrointestinal  responses  may  be 
activated  by  neurogenic  stimuli  e.g.,  increase 
in  gastric  secretion  by  sight  £md  odor  of  food. 
Also,  some  synthesis  of  triglyce ridges  by  gut 
mucosa  may  occur  in  the  absence  of  intra- 
luminal fat.'*  This  study  however  strongly 
suggests  that  this  process  is  absent  or 
minimal  under  the  described  conditions. 

One  of  the  physiological  factors  that  might 
be  expected  to  alter  the  postprandial  trigly- 
ceride is  the  amount  of  fat  ingested.  This 
effect  is  illustrated  in  Figure  1,  which 


FIGURE  1 

EFFECT  OF  INCREASED  FAT  IN  MEAL 


POST  PRANDIAL  LIPEMIA 


SERUM 

TRIGLyCERlOE 

rng/IOOmI 


demonstrates  a typical  response.®  It  is  of 
note  that  after  6 hours  those  ingesting  the 
meal  of  higher  fat  content  still  have  higher 
serum  triglyceride  than  when  fasting.  The 
duration  and  height  of  triglyceridemia  are 
both  of  significance. 

Figure  2 shows  the  significtmce  of  an 
elevated  fasting  triglyceride  in  determining 
the  increased  3 hour  and  6 hour  levels. 
Healthy  subjects  with  normal  fasting  tri- 
glyceride have  significantly  lower  3 hr  levels 
of  triglyceride  and  the  6 hr  level  has 
returned  to  that  present  in  the  fasting  state. 
Each  of  these  factors  have  been  well  docu- 
mented.® The  effect  of  the  fasting  trigly- 
ceride on  the  increased  post-alimentary  tri- 
glyceridemia suggests  either  the  increase 
results  from  an  increase  in  hepatic  lipid 
release  during  the  period  of  fasting,  or  that 
the  system  of  clearance  of  serum  trigly- 
cerides is  nearing  saturation. 

The  ability  of  glucose  to  decrease  the 
degree  of  alimentary  lipemia  is  demonstrated 
by  a typical  response''  in  Figure  3.  This 
phenonmenon  has  been  recognized  for  many 
years.®  ® The  mechanisms  by  which  glucose 
blunts  the  expected  increase  in  alimentary 
lipemia  are  partially  understood.  It  is  known 
that  entry  of  glucose  into  cells  is  accom- 
panied by  a decrease  in  free  fatty  acids 
released Conversely,  in  the  relative 
absence  of  glucose,  cells  release  increased 
amounts  of  free  fatty  acids.  If  such  increases 
are  in  excess  of  that  needed  for  energy 

FIGURE  2 

EFFECT  OF  FASTING  TRIGLYCERIDES 

POST  PRANDIAL 

THE  EFFECT  OF  FASTING  TRIGLYCERIDE  LEVELS 


MEAL  IV  — NORMAL  FASTWG  TRG 

--ELEVATED  FASTING  TRG 
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FIGURE  3 

EFFECT  OF  GLUCOSE  ON 
ALIMENTARY  LIPEMIA 


KM.  II  — 
KM.  in— 


FIGURE  4 

EFFECT  OF  DIABETES  ON 
ALIMENTARY  LIPEMIA 


POST  PRANDIAL  TRWJfURtt  IfVELS 
EFFECT  OF  DIABETES 


production,  hepatic  triglyceride  synthesis 
will  occur  leading  to  increased  triglycerides 
in  the  blood  stream,  if  hepatic  function  is 
normal.i3 

This  relationship  by  which  glucose  controls 
free  fatty  acid  release  may  also  underlie  the 
greater  postprandial  serum  triglyceride 
levels  manifested  by  diabetic  patients  when 
compared  to  normal  subject. is  a typical 
response  illustrating  this  effect  is  shown  in 
Figure  4. 

Figure  5 shows  the  typical  effect  on 
alimentary  lipemia  of  alcohol  ingestion  prior 


FIGURE  5 

EFFECT  OF  ETHANOL  ON 
ALIMENTARY  LIPEMIA 


THE  EFFECT  OF  ETHANOL  PRIOR  TO  FAT  MEAL 


— ALONE 

— DIET  *60  ml  85  PROOF  WHISAEr 


FIGURE  6 

EFFECT  OF  TYPE  IV 
HYPERLIPOPROTEINEMIA 
ON  ALIMENTARY  LIPEMIA 

NORMAL  SUBJECTS 

NORMAL  SUBJECTS  ELEVATED  FASTING  TRG 


MEAL  V N FASTING  — 70 

Nhyp  FASTING  — 205 
IV  --  531 


to  a fat  meal.i'^  The  marked  effect  of  alcohol 
in  increasing  the  postprandial  serum  trigly- 
ceride is  not  well  understood.  Increased  acid 
production,  possibly  increased  gastric  mo- 
bility may  increase  postprandial  alimentary 
lipemia.  Alcohol  can  be  readily  absorbed  and 
may  contribute  rapidly  to  increased  trigly- 
ceride levels  derived  from  a greater  hepatic 
output.  Fatty  acid  utilization  may  be  im- 
paired. Catacholamine  release  secondary  to 
alcohol  may  increase  free  fatty  acid  mobiliza- 
tion and  second£u-ily  lead  to  greater  syn- 
thesis of  triglyceride  in  the  liver  from  which 
it  is  released  into  the  blood.  The  relative 


Jonuary  1979  Nebraska  AAedical  Journal 


11 


importance  of  these  factors  is  unknown  and 
is  quite  likely  to  be  variable.  The  distinctly 
abnormal  response  to  a fat  meal  in  a patient 
with  Type  IV  hyperlipoproteinemia  is  demon- 
strated by  the  values  in  Figure  6.'® 

Analysis  of  these  data  by  comparing  the 
fatty  acid  patterns  of  the  fasting  trigly- 
cerides with  those  of  the  meal  and  those 
seen  at  3 and  6 hours  indicated  that  a major 
portion  of  the  alimentary  hypertrigly- 
ceridemia resulted  from  continuous  produc- 
tion of  triglycerides  synthesized  presumably 
by  the  liver  and  thus  of  endogenous  origin. 

SUMMARY 

The  studies  presented  in  this  manuscript 
with  a brief  review  of  older  work  seem  to 
wju'rzmt  these  conclusions. 

1.  Blood  sugar,  triglycerides,  cholesterol  and 
free  fatty  acids  are  not  altered  by  a sham 
meal. 

2.  A fasting  triglyceride  determination  does 
not  adequately  represent  the  duration  or 
magnitude  of  triglycerides  occurring  after 
ingestion  of  a meal  containing  fat. 

3.  The  degree  of  alimenteu-y  lipemia  is 
positively  correlated  with  amount  of  fat 
ingested  and  the  fasting  triglyceride  con- 
tent. 

4.  Diabetes  mellitus  is  associated  with  high 
fasting  triglyceride  level  and  exaggerated 
alimentary  lipemia. 

5.  Increasing  the  glucose  content  of  a fat 
meal  tends  to  delay  and  possibly  depress 
alimentary  lipemia. 

6.  Alcohol  prior  to  a fat  containing  meal 
increases  the  postprandial  triglyceride 
level. 

7.  In  some  patients  with  Type  IV  hyper- 
lipoproteinemia - the  total  postprandial 
triglyceride  level  appears  to  be  a function 
of  continuing  endogenous  fat  synthesis. 
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Assessment  of  Depression  in  Patients 
Undergoing  Chronic  Renal  Dialysis  * 


INTRODUCTION 

PREVIOUS  studies'*'*  have 
demonstrated  a number  of 
emotional  problems  associated 
with  chronic  renal  dialysis.  Depression  was 
measured  by  Wright'^  indicating  depressive 
symptoms  in  many  patients  but  no  attempt 
was  made  to  compare  length  of  time  on 
dialysis  with  severity  of  depression.  In  other 
reports  that  mentioned  depression'®' *'*  it  is 
described  as  transient  or  situational  in 
nature.  Abram,'®  in  contrast,  indicated  that 
the  rate  of  suicide  in  this  group  of  patients  is 
400  times  that  of  the  general  population. 

Consulting  on  a renal  dialysis  unit,  the 
authors  were  frequently  called  to  see  pa- 
tients manifesting  depressive  symptoma- 
tology. It  was  decided  that  these  symptoms 
were  persistent  rather  than  transient.  The 
following  is  the  evaluation  of  this  hypothesis. 

METHOD: 

This  study  was  conducted  on  the  Dialysis 
Unit  of  the  Omaha  Veterans  Administration 
Hospital  where  ten  Travenol  dialyzers  of  the 
recycling  single  by-pass  type  are  used  to 
maintain  a total  of  22  patients.  These 
patients  come  in  for  dialysis  three  times  a 
week  and  are  usually  on  the  dialysis  machine 
for  approximately  six  hours  depending  on 
their  BUN  levels,  water  retention,  and  salt 
intake.  The  patients  varied  in  age  from  27  to 
63  years.  The  length  of  time  on  dialysis 
ranged  from  six  months  to  five  years  (Figure 
I).  The  selection  of  new  patients  for  the 
Dialysis  Unit  is  made  by  the  Director  of  the 
Dialysis  Unit  in  conjunction  with  other  staff 
members. 

The  two  instruments  utilized  in  assessing 
levels  of  depression  were  the  Beck  Depres- 
sion Inventory  (BDI)  and  the  self-rating 
depression  scale  (SDS)  by  Zung.  The  pa- 
tients were  interviewed  by  a social  worker 
while  they  were  on  the  unit.  This  informa- 
tion was  then  tabulated  and  analyzed.  Six- 
teen of  the  twenty-two  patients  on  the 
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unit  volunteered  to  participate  in  this  study. 
No  data  is  available  on  the  six  patients  who 
chose  not  to  participate. 

RESULTS: 

The  BDI  scores  revealed  four  patients  who 
manifest  severe  depressive  symptoms,  ten  in 
the  moderate  to  mild  range  and  five  with 
minimal  depressive  symptoms  (Figure  II). 
The  degree  of  correlation  between  test 
scores  and  length  of  time  on  dialysis  was 
moderate  (r=  0.53). 

The  results  of  the  Zung  test  revegded  two 
patients  residing  in  the  severe  range  of 
depressive  symptoms,  thirteen  patients  in 
the  moderate  range  and  one  in  the  normal 
range  (Figure  II).  The  Zung  scores  were 
compared  with  the  patient’s  length  of  treat- 
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FIGURE  I 
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merit  and  these  demonstrate  a moderate 
degree  of  correlation  (r=  0.52).  In  general, 
patients  who  were  on  treatment  for  longer 
periods  of  time  demonstrated  more  depres- 
sive symptoms  in  the  test. 

There  seems  to  be  no  significant  correla- 
tion between  the  Zung  scores  and  the  age  of 
onset  of  renal  failure.  (r=  0.23).  Age  of  onset 
of  illness  did  not  seem  to  be  a factor  in  the 
depression. 

Analyzing  the  data  from  both  tests  it  was 
noted  that  more  patients  demonstrated  de- 
pressive symptoms  during  the  first  and 
second  year  of  treatment.  These  symptoms 
tended  to  diminish  as  the  treatment  con- 
tinued but  reappeared  in  the  fourth  and  fifth 
year  of  treatment. 

When  patients  were  interviewed  by  the 
social  worker  they  explained  their  expecta- 
tions from  dialysis.  The  majority  said  that 
they  knew  dialysis  would  keep  them  alive 
and  they  had  to  depend  upon  it  for  survival. 
However,  they  revealed  that  they  felt  the 
quality  of  life  did  not  meet  the  expectations 
that  they  had  for  this  treatment,  and  they 
felt  physically  and  economically  handicapped. 
It  was  around  these  issues  that  they  ex- 
pressed much  of  their  depressive  sympto- 
matology. In  addition,  the  interviewer  noted 


a good  deal  of  hostility  and  resistance  to 
discussing  their  feelings  and  expectations. 

Assessment  of  this  group  of  patients  was 
difficult  because  the  patients  felt  that  talking 
about  feelings  and  talking  to  psychiatric 
personnel  was  an  admission  of  mental  illness. 
They  did  not  like  this  implication  and  were 
in  most  cases  hesitant  to  participate  because 
of  this  concern.  They  did  relate  more  readily 
to  nursing  staff  that  they  saw  regularly  on 
the  ward  but  needed  reassurance  before  they 
felt  comfortable  with  people  who  did  not 
participate  in  their  dialysis  treatment. 

DISCUSSION: 

The  results  of  this  study  confirmed  our 
original  impression  that  these  patients  were 
frequently  depressed.  The  frequency  of  de- 
pression does  appear  to  be  significantly 
higher  than  that  found  in  the  general 
population  and  some  depressive  sympto- 
matology was  found  in  all  of  the  patients. 
Slightly  more  than  one-third  of  the  patients 
scored  in  the  range  which  is  usually  seen  in 
patients  hospitalized  for  the  treatment  of 
depression.  These  findings  are  similar  to 
those  of  De-Nour>6  who  demonstrated  that 
patients  on  dialysis  undergo  several  stages  of 
despair  before  achieving  moderate  adjust- 
ment in  treatment.  Our  study  does  not 
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FIGURE  II 
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64  or  above  represent  severe  depression 


support  this  final  conclusion,  however,  in 
that  a significant  number  of  these  patients 
fail  to  achieve  this  moderate  adjustment. 

CONCLUSION: 

Evaluation  of  patients  undergoing  chronic 
renal  dialysis  revealed  significant  depressive 
symptoms  which  did  not  resolve  with  the 
length  of  time  on  dialysis.  A prospective 
study  is  indicated  which  would  help  to 
identify  more  precisely  the  critical  periods  of 
depression  during  rened  dialysis.  With  renal 
dialysis  becoming  available  to  more  and  more 
through  federal  legislation  and  third  party 


payment,  the  issues  of  “quality  of  life”  and 
depression  seem  paramount  at  this  time. 
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Why  There  are  no  Religious 
Problems  in  Medicine 


IN  an  age  of  technology  and  pro- 
fessionalism, physicians  have 
become  specialists  in  disease, 
its  diagnosis,  and  treatment.  In  such  an  age 
the  idea  of  treating  a person,  a patient, 
diminishes  in  significance,  except  insofar  as 
diseases  are  contracted  by  persons.  In  the 
recent  past,  however,  and  in  response  to 
specialization  and  its  consequences  for  pa- 
tients, the  medical  profession  has  begun  to 
focus  attention  upon  the  human  value  di- 
mensions of  medicine.  Ethical  and  legal 
issues  are  now  receiving  considerable  atten- 
tion in  medical  literature.  The  political, 
social,  and  psychological  aspects  of  medicine 
are  being  discussed  within  the  medical 
profession  and  by  those  outside  of  medicine 
who  have  an  interest  and  expertise  in  these 
areas.  Some  of  these  topics  have  even  been 
introduced  into  the  formal  curriculum  of 
American  medical  schools. 

Within  the  range  of  human  value  issues  in 
medicine  are  those  which  are  raised  by 
organized  religion  and  religious  beliefs.  Re- 
ligious problems  in  medicine  are  generally 
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perceived  as  those  wherein  religious  beliefs 
conflict  with  the  practice  of  medicine.  What 
is  the  physician  to  do,  for  exeunple,  when  a 
blood  transfusion  is  required  to  save  the  life 
of  a patient  who  identifies  himself  as  a 
member  of  the  Jehovah’s  Witnesses  and 
requests  that  no  blood  be  transfused?  This 
problem  becomes  even  more  difficult  when 
the  patient  is  an  infant  requiring  a life 
saving  transfusion  and  the  parents  request 
no  transfusion  on  religious  grounds.  Or,  as 
another  example,  does  a physician  administer 
a life  saving  drug  to  an  unconscious  accident 
victim  identified  as  a Christian  Scientist?  Not 
all  religious  problems  in  medicine  arise  in 
emergency  situations.  Does  the  physician 
recommend  birth  control  to  a Roman  Cath- 
olic woman  for  whom  pregnancy  would  be 
life  threatening,  for  example,  or  does  the 
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physician  refuse  to  prescribe  birth  control 
for  the  sexually  active  Roman  Catholic 
teenager? 

Recognizing  that  situations  of  the  sort 
described  above  do  pose  a problem  for  the 
physician,  I want  to  argue  that  there  are  no 
uniquely  religious  problems  in  medicine.  The 
kind  of  problem  described  above  is  one  in 
which  the  beliefs  of  the  patient  and  the 
decisions  of  the  patient  based  upon  those 
beliefs  conflict  with  that  medical  practice 
which  the  physician  believes  to  be  in  the 
best  interest  of  preserving  the  life  and 
health  of  the  patient.  But  this  kind  of 
problem  can  and  does  arise  whether  or  not 
the  beliefs  and  decisions  of  the  patient  are 
based  upon  the  credo  or  doctrine  of  an 
organized  religious  group.  That  is,  insofar  as 
the  physician  is  obligated  to  treat  the  patient 
as  a person,  the  physician  is  obligated  to 
respect  the  beliefs  and  decisions  of  the 
patient.*  That  the  patient’s  beliefs  and 
decisions  are  based  upon  the  doctrine  of  an 
organized  religion  does  not  make  them  any 
more  important  than  beliefs  and  decisions 
which  are  not  based  upon  religious  doctrine. 
Each  person  has  his  own  views  on  the  nature 
of  man  and  his  relation  to  the  universe,  and 
these  metaphysical,  ethical,  and  epistemo- 
logical beliefs  are  part  of  what  makes  each 
person  the  person  that  he  is,  whether  or  not 
they  are  shared  by  a wider  community. 2 

This  does  not  mean  that  cases  in  which  the 
patient’s  beliefs  conflict  with  health  care  do 
not  pose  problems  for  the  physician.  The 
physician  offers  his  services  and  thereby  is 
obligated  to  provide  the  best  possible  health 
care  within  the  limits  of  his  ability.  But  the 
physician  is  also  constrained  by  the  rights  of 
the  patient.  The  difficulty  for  the  physician 
in  all  cases  of  possible  conflict  is  to  deter- 
mine what  the  beliefs  of  the  patient  are  and 
to  determine  to  what  extent  those  beliefs  are 
held.  The  physician  cannot  merely  assume 
that  the  beliefs  of  the  patient  are  compatible 
with  health  care,  nor  can  he  assume  that 
those  beliefs  conflict  with  health  care.  In 
some  cases  the  patient  may  express  what  are 
generally  considered  to  be  irrational  beliefs. 
In  other  cases  the  patient  may  be  willing  to 
abandon  his  beliefs  when  faced  with  serious 
consequences,  such  as  death.  And,  of  course, 
the  problem  becomes  even  more  difficult  in 


those  cases  where  the  patient  is  unconscious. 
There  is  no  doubt  that  determining  patient 
beliefs  poses  a problem  for  the  physician,  but 
it  must  be  faced  if  the  patient  is  to  be 
treated  as  a person.  And  the  problem  must 
be  faced  in  all  cases  of  possible  conflict,  not 
just  in  those  cases  where  the  conflict  arises 
from  religious  beliefs. 

If  the  above  account  of  religious  problems 
in  medicine  is  correct,  then  it  is  dangerous  to 
pay  special  attention  to  religious  problems. 
There  are  two  reasons  for  the  danger.  First, 
to  see  conflicts  between  patient  beliefs  and 
health  care  as  religious  may  lead  the 
physician  to  ignore  cases  of  possible  conflict 
which  do  not  result  from  religious  beliefs. 
That  is,  the  physician  may  come  to  believe 
that  no  conflict  arises  where  religious  beliefs 
are  not  involved,  and  he  may  be  led  to 
disrespect  persons  who  are  not  associated 
with  a particular  religious  organization.  This 
is  unfortunate  because  the  number  of  cases 
where  individual  beliefs  conflict  with  health 
care  are  probably  as  large  as  those  where 
religious  beliefs  conflict  with  health  care. 
There  are  relatively  few  restrictions  placed 
on  medical  practice  by  organized  religions. 
Acceptance  of  medical  service  is  most  often  a 
matter  of  individual  conscience. ^ Additional- 
ly, some  of  the  beliefs  of  religious  organiza- 
tions are  far  stranger  and  more  open  to 
question  than  beliefs  of  nonreligious  in- 
dividuals. A patient  may  refuse  medication 
because  he  no  longer  wishes  to  live  under 
the  conditions  of  pain  and  humiliation  which 
make  life  possible.  This  view  does  not  seem 
to  be  any  less  reasonable  than  refusing  a 
transfusion  because  it  is  a form  of  can- 
nibalism, or  because  one  will  be  condemned 
to  eternal  punishment  for  having  accepted 
the  blood  of  another.  Yet  the  physician  who 
views  this  kind  of  problem  as  religious  may 
accept  the  decision  of  the  religious  person 
and  reject  that  of  the  nonreligious,  when 
both  beliefs  deserve  the  respect  of  the 
physician.  Both  patients  have  a right  to  their 
beliefs  and  the  right  to  have  their  beliefs 
respected  by  others,  including  physicians. 

The  second  danger  in  viewing  conflicts 
between  beliefs  and  health  care  as  religious 
is  that  being  identified  with  a particular 
religious  organization  tells  the  physician 
relatively  little  about  the  beliefs  of  individual 
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patients.  While  such  identification  might 
serve  as  a clue  that  a conflict  is  possible,  the 
patient  may  belong  to  a particular  religion 
and  yet  not  accept  all  of  the  beliefs  which 
comprise  the  credo  of  that  religion.  Unfor- 
tunately, the  physician  may  see  the  iden- 
tification of  the  patient  with  a religious 
organization  as  an  easy  way  to  answer 
questions  of  conflict,  or  to  determine  the 
beliefs  of  the  patient.  “Oh,  this  patient 
belongs  to  religion  X;  therefore,  I won’t 
transfuse  blood,  or  inject  antibiotics,  or 
recommend  birth  control.”  But  this  is  to 
treat  the  patient  as  an  example  of  religion  X 
and  not  as  an  individual  person.  The  patient 
may  not  accept  a given  element  in  the  credo 
of  religion  X,  or,  as  noted  above,  the  patient 
may  be  willing  to  give  up  a particular  belief 
when  faced  with  death  or  disability.  The 
patient  has  a right  to  make  his  own 
decisions.  Neither  organized  religion,  nor  the 
physician,  has  the  right  to  decide  for  the 
patient. 


If  the  account  above  is  correct,  then  there 
are  no  uniquely  religious  problems  in  medi- 
cine. There  certainly  are  problems,  but  they 
are  problems  of  determining  patient  beliefs, 
whether  religious  or  not.  Focusing  upon  the 
religious  aspects  of  medicine  may  lead  one  to 
believe  that  the  same  kind  of  problem  does 
not  arise  outside  of  the  religious  context,  or 
that  patients  are  merely  representatives  of  an 
organized  religious  group,  rather  than  in- 
dividual human  beings.  The  physician  must 
not  be  misled  by  a concern  for  the  religious 
aspects  of  medical  care. 

References 

1.  For  an  intriguing  discussion  of  the  physician’s 
right  to  treat,  see  “The  Right  to  Treat,”  in  Alexander 
Solzhenitsyn's  Cancer  Ward. 

2.  There  are  questionable  cases  where  beliefs  are 
correlated  with  personality  disorders  which  challenge 
the  concept  of  personhood. 

3.  See  Religious  Aspects  of  Medical  Care,  published 
by  The  Catholic  Hospital  Association  (St.  Louis, 
Missouri). 


Septic  Arthritis 
Complicating  Varicella 


WE  present  a case  of  septic 
arthritis  complicating  varicella 
to  emphasize  the  need  for 
joint  aspiration  to  make  the  correct  diagnosis 
and  prescribe  appropriate  treatment. 

Ca.se  Report 

On  January  15,  1977,  two  weeks  after  two 
of  his  siblings  had  varicella,  a 2 ‘/a -year-old 
boy  developed  a low  grade  fever  and 
vesicular  rash.  Four  days  later,  his  fever 
increased  to  103°F  and  his  left  knee  became 
swollen  and  sore.  Pain  increased  over  the 
following  two  days  and  he  was  admitted  to 
the  University  of  Nebraska  Medical  Center. 

The  patient  had  a rash  typical  of  varicella 
with  one  impetiginous  lesion  on  the  right  hip. 
The  left  knee  was  moderately  tender,  warm 
and  swollen  without  erythema.  Range  of 
motion  was  limited  to  15  degrees.  Other 
joints  were  normal. 

His  white  blood  cell  count  was  18,000/mm3 
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with  64  mature  neutrophils,  10  band  neutro- 
phils, 17  lymphocytes,  and  9 monocytes.  The 
erythrocyte  sedimentation  rate  was  54 
mm/hr.  An  x-ray  film  of  the  left  knee 
showed  an  effusion  without  bone  involve- 
ment. Left  knee  aspiration  yielded  15  ml  of 
cloudy,  yellow-brown  fluid  with  12,900  red 

♦Reprint  request:  Pediatric  Infectious  Disease  Unit. 
University  of  Nebraska  Medical  Center,  42nd  Street  & 
Dewey  Avenue,  Omaha,  Nebraska  68105 
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cells/mm^,  87,800  white  cells/mm  ^ (60% 

neutrophils),  glucose  of  7 gm/dl,  and  protein 
of  4.8  gm/dl.  A smear  of  the  synovial  fluid 
showed  Gram  positive  cocci  in  pairs,  chains, 
and  a few  clusters  and  bacterial  culture 
yielded  group  A beta-hemolytic  streptococci. 
A blood  culture  was  negative.  Synovial  fluid 
viral  cultures  were  negative.  He  was  treated 
with  joint  immobilization  and  intravenous 
methicillin  200  mg/kg/24  hr  for  one  day  and 
then  with  intravenous  penicillin  250,000 
units/kg/24  hr  for  14  days.  Swelling  and 
tenderness  gradually  decreased  and  he  re- 
gained full  use  of  the  joint  over  6 weeks. 

Discussion 

Septic  arthritis  is  an  uncommon  complica- 
tion of  varicella  its  absence  in  a series  of 
2,534  varicella  cases  in  the  preantibiotic  era 
attests  to  its  low  frequency. It  usually 
results  from  hematogenous  spread  of  bac- 
teria from  secondarily  infected  vesicles,  al- 
though development  of  an  infected  vesicle 
into  an  abscess  overlying  a joint  could  also 
cause  septic  arthritis  by  contiguous  spread. 
The  knee,  hip,  ankle,  and  elbow  are  the  most 
commonly  involved  joints.  Usually  the  pa- 
tient is  febrile  and  the  joints  are  hot, 
erythematous,  swollen,  and  tender.  The 
white  blood  cell  count  is  elevated,  with  a 
predominance  of  neutrophils.  Staphylococcus 
aureus  and  group  A beta-hemolytic  strepto- 
coccus are  the  most  common  causative 
bacteria. 1-3  Blood  cultures,  although  nega- 
tive in  this  case,  should  always  be  obtained, 
because  they  are  sometimes  positive  when 
the  synovial  fluid  cultures  are  negative.^ 

Aseptic  or  nonbacterial  eu-thritis  has  only 
recently  been  described  as  a complication  of 
V8u-icella  amd  appears  to  occur  even  less 
frequently  than  septic  arthritis.  There  are 
only  six  reported  cases  of  this  entity. 
Four  involved  the  knee,  and  one  the  ankle, 
and  one  case  was  polyarticular.  The  patients 
had  low  grade  fever  (38.8°C  or  less)  and  the 
affected  joints,  though  swollen  and  painful, 
were  erythematous  in  only  one  of  the  six 
cases.  The  white  blood  cell  counts  were 
variable  (5,000  WBC/mm^  to  16,700 
WBC/mm3).  Varicella  virus  isolation  from 
the  synovial  fluid  was  unsuccessful  in  the 
two  cases  in  which  it  was  attempted.®’ The 
arthritis  resolved  without  antibiotic  treat- 
ment at  the  same  time  as  the  rash. 


Analysis  of  synovial  fluid  is  necessary  to 
differentiate  aseptic  and  septic  arthritis  and 
to  identify  the  bacterial  pathogen  in  cases  of 
septic  arthritis.  Findings  in  the  synovial  fluid 
which  favor  a septic  process  are  low  glucose 
(usually  at  least  30  mg/dl  lower  than  the 
blood  glucose),  high  protein,  and  high  white 
cell  count  (generally  greater  than 
75,000/mm®)  with  a predominance  of  neutro- 
phils. In  aseptic  arthritis  the  glucose  is 
normal  or  slightly  decreased  and  the  protein 
is  normal  or  slightly  increased.  White  cell 
counts  in  synovial  fluid  from  two  cases  of 
varicella  aseptic  arthritis  were  3,820/mm® 
and  3,600/mm®  with  greater  than  90% 
lymphocytes,  ®’ while  a third  case  showed  a 
white  cell  count  of  57,700/mm®  with  85% 
neutrophils.® 

Since  either  streptococci  or  staphylococci 
can  be  the  causative  agent  in  septic  arthritis 
complicating  varicella,  we  recommend  that  a 
penicillinase-resistant  penicillin  be  used  for 
initial  therapy.  If  either  streptococci  or 
penicillin-sensitive  staphylococci  are  iden- 
tified, therapy  can  be  changed  to  penicillin. 
Intraarticular  administration  of  penicillins  is 
unnecessary  since  effective  concentrations 
are  achieved  in  synovial  fluid  with  systemic 
administration.®  The  optimal  duration  of 
treatment  has  not  been  determined.  We  use 
two  weeks  of  antibiotic  therapy  for  strep- 
tococcal arthritis  and  at  least  three  weeks 
for  staphylococcal  arthritis. 
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Down  Memory 


1.  Workmen  and  industry  should  realize 
that  socialism  or  despotism  for  medicine 
presages  socialism  or  despotism  for  industry. 

2.  The  Nebraska  State  hospitals  are  con- 
ducted at  less  expense  per  capita  than  the 
average  of  other  states. 

3.  Under  the  New  York  law,  interpreting 
x-ray  plates  is  practicing  medicine. 

4.  The  tonsils  and  teeth  are  the  most 
common  foci,  but  the  prostate,  the  gall- 
bladder, the  appendix,  the  colon  and  the 
cervix  may  likewise  act  as  foci  of  infection. 

5.  The  frightful  mortality  of  traumatic 
intraabdominal  lesions  is  well  recognized,  but 
the  contributing  cause  of  the  mortality,  in 
importance  most  potent  next  to  the  injury 
itself,  is  the  hesitancy  upon  the  part  of 
physicians  and  surgeons  to  act  promptly  in 
cases  of  this  character. 

6.  Instead  of  removing  the  spleen  I have 
on  several  occasions  tamponed,  and  in  two 
instances  fastened  the  tampons  by  catgut 
sutures,  these  patients  recovered. 


Lane 


7.  There  is  a limit  to  the  possibilities  of 
taxation  and  evidence  is  at  hand  that  we  are 
nearing  the  end  of  toleration. 

8.  The  state,  through  its  agency  the 
Labor  Commissioner,  has  broadened  the 
provisions  of  the  Workmen’s  Compensation 
benefits,  until  at  the  present  time  practically 
every  phase  of  medicine  and  medical  treat- 
ment is  embraced. 

9.  The  confidence  of  a child  can  usually 
be  gained  so  as  to  allow  the  use  of  the 
stethoscope  without  resistance,  by  sugges- 
tion that  the  instrument  is  the  doctor’s 
telephone  and  by  applying  the  mouthpiece  to 
the  hand  or  face  of  the  nurse  before  applying 
it  to  the  child. 

10.  Clinical  observation  has  repeatedly 
demonstrated  that  it  is  retention  and  over- 
distention rather  than  catheterization  which 
causes  bladder  infection. 

Nebraska  State  Medical  Journal 
January,  1929. 
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President's  Page 


The  New  Year  cephalgia,  the  bowl  games 
and  the  mid-winter  AMA  meeting  are  now 
past. 

Rudy  Schenken  attended  his  last  AMA 
meeting  as  a delegate.  We  thank  him  for  his 
many  years  of  expert  advice  and  counsel  so 
freely  and  readily  given  to  organized  medi- 
cine. His  numerous  talents  will  be  sorely 
missed. 

The  AMA  House  of  Delegates  caved  in  to 
the  Board  of  Trustees  regarding  the  change 
of  medical  ethics.  The  decision  whether  to 
revise  or  not  will  not  be  made  for  six 
months,  which  allows  the  Board  of  Trustees 
time  to  give  us  the  brainwashing  job. 
HOWEVER— the  House  of  Delegates  did 
put  down  the  Board  of  Trustees  re  NHL 
They  refused  to  have  the  AMA  reintroduce 
its  old,  amended  H.R.1818-S.218  bill. 

When  conversations  pertaining  to  ethics 
arise,  so  does  the  word  availability.  Phy- 
sician availability  to  patients.  It  is  true  you 
are  not  required  to  accept  a patient  unless 
you  desire  to  do  so— however— do  remember 
the  patient  did  not  ask  you  to  become  a 
physician— illnesses  do  not  respect  the  clock 
and  certainly  nighttime  tends  to  generate 


fears  about  illnesses  often  requiring  con- 
sultation or  consolation— Please  be  avail- 
able—be  responsive  and  responsible. 

Houtz  G.  Steenburg,  M.D. 
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The 

Auxiliary 


Report  of  Leadership  Confluence 

by  Mrs.  F.  William  Karrer 

3135  Armbrust  Drive,  Omaha  68124 

Five  Nebraska  Auxiliary  women  recently 
attended  the  1978  Leadership  Confluence  in 
Chicago.  This  Nebraska  delegation  met  at 
the  Drake  Hotel  on  Oct.  25-28.  Heading  the 
delegation  was:  Mrs.  Harry  (Dorothy)  Shaf- 
fer, Nebraska  President.  Also  in  attendance 
were:  Mrs.  F.  Wm.  Karrer  (Bev)  - Nebraska 
President-Elect,  Mrs.  Joseph  Rogers  (Carol), 
Lancaster  County  President-Elect,  Mrs. 
Bryce  Shopp  (Wanda)  Quad  County  Presi- 
dent and  Mrs.  Thomas  Wallace  (LaVern) 
Northwest  County  President-Elect. 

A pre-session  was  held  for  state  Presi- 
dents and  Presidents-Elect.  Muriel  Bergnes, 
National  president  presided  and  gave  an 
overview  of  National  Auxiliary  Activities 
since  convention  in  St.  Louis.  A break-down 
regions  revealed  some  of  the  following  ideas: 

1.  To  encourage  the  wives  of  physicians  in 
the  military  to  become  active  as  auxilians  in 
your  community.  2.  Watch  for  possible  dues 
raises  in  ’80  and  ’82.  3.  Special  membership 
categories  are  undergoing  study,  and  4.  Com- 
munication aids  are  the  key  to  a successful 
presidency. 

Opening  dinner  of  the  Confluence  featured 
Tom  E.  Nesbitt,  M.D.,  President  of  the 
A.M.A.  He  gave  current  legislation  high- 
lights and  explained  his  appreciation  to 
Auxilians  for  monitoring  HSA  activities  and 
other  supportive  measures  involving  legisla- 
tion. An  exhibit  walk  from  various  states 
produced  some  refreshing  ideas  for  the 
delegation,  with  Nebraska’s  exhibit  receiving 
the  nod  for  photos  by  the  official  photog- 
rapher. 

The  second  day  opened  with  an  informa- 
tive and  challenging  talk  by  James  H. 


Sammons,  Executive  Vice-President  of  the 
AMA.  Skits  and  auctions  by  the  AMA-ERF, 
Legislation  and  Membership  committees 
added  to  their  purposeful  presentations. 
Outstanding  and  breathtaking  was  a special 
Audio-visual  presentation  on  “The  Picture  of 
Health.’’  This  was  done  with  six  continuous 
slide  projectors.  The  show  was  a symphony 
of  moods  and  scenes  covering  "life  to  death.” 
Mr.  Arthur  Detrich  was  producer  and  di- 
rector. He  received  a standing  ovation. 

The  remaining  time  at  Confluence  was 
filled  with  leadership  seminars.  They  were: 

1.  Future  Planning  - Long  and  shortrange 

2.  Parliamentary  procedure 

3.  Priority  legislation 

4.  The  Art  of  Public  Relations 

Each  delegate  selected  two  to  attend. 

The  final  day  was  “back  to  work”  with 
seminars  once  again.  Each  delegate  made  a 
selection  of  three  they  wished  to  attend. 
They  were: 

1.  Alcohol  and  the  Teenager 

2.  Developing  Healthful  Lifestyles 

3.  Emergency  Medical  Services 

4.  Health  Planning 

5.  The  Hospice  Concept 

6.  Upgrading  Jail  Medical  Care  is  Cost 
Effective 

The  closing  luncheon  was  a wrap-up  of 
questions  and  answers  presided  by  the 
president,  Mrs.  Bergnes. 

The  confluence  served  its  purpose  well.  It 
inspired  the  women  attending  to  greater 
roles  of  service  with  the  updated  pulse  of 
“Now”  in  medicine.  The  knowledge  of  keep- 
ing abreast  of  health  needs  in  our  own 
communities  and  finding  helpful  solutions 
was  our  challenge  for  the  coming  year. 

Mrs.  F.  William  Karrer 
President-Elect 
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national  medicolegal  symposium  1979 


Jointly  sponsored  by  the 
American  Medical  Association 
and  American  Bar  Association 
Caesars  Palace  Hotel 
Las  Vegas,  Nevada 
March  8-11,  1979 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presentinj' 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  ohjc-ctive  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  as.sociated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  aiid  inflammation  as  effectively  as 
indomethacin  or  aspirin,  hut  causes  sigriificantly 
fewer  CNS  and  milder  G1  reactions. 

However,  gastrointestinal  bleeding,  .sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin, and  other  nonsteroidal  antiarthritic  agents. 

*Thc  safety  and  effectiveness  of  Motrin  have  not  been  established 
111  patients  with  Functional  tdass  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  K-dridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


I 
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© 19/V,  The  Upiohn  ComtK iny 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


itupofen,Upphn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 
Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Molrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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NDC  0009-0733-01 
NDC  0009-0733-02 
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Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Some 
people 
can’t 
see  our 
name. 


Prevent 

Blindness. 


Every  12  minutes  someone  goes 
blind.  Yet,  half  of  all  blindness  is 
needless.  Early  eye  care  for  child- 
ren can  correct  amblyopia.  Glau- 
coma can  be  arrested . . . sight  lost 
to  cataracts,  restored.  Blinding  eye 
injuries  can  be  dramatically  re- 
duced by  safety  precautions.  These 
all  add  up  to  saving  precious  sight. 
For  more  information  write: 
National  Society  for  the  Prevention 
of  Blindness,  79  Madison  Avenue, 
New  York,  NY  10016 

V 

PREVENT  BUNONESS« 


University  of  Nebraska 
State  Museum 


i i H;l(%?leries 


Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 

Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit)  $5,000-$25,000 
PATRONS  (name  on  a patron  plaque) 
tSPONSORS  (certificate  of  appreciation) 

Other  Supporters 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  0.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 
PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 

E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


1,000- 

4,999 

200- 

999 

10- 

199 

Dr.  and 

Dr.  and 

Dr.  Pat 

Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 

Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic. 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  . $500,000.00 

Goal  for  support  from  Medical  Community  . . 150,000.00* 
•House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


70%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 
Dr.  Ralph  Luikart 
_Dr.  Arnold  W.  Lempka 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio- Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stamper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  EUis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Continued 
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University  of  Nebraska 
• . State  Museum 


Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 

OTHER  SUPPORTERS: 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffith 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.; 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  J.  R.  Schenken 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 


Dr.  Frank  Cole 
Dr.  and  Mrs.  Louis  Gogela 
Dr.  Kenneth  Baker 
Dr.  Richard  Eliott 
Dr.  P.  D.  Duensing 
Dr.  Melvin  Sommer 
Dr.  Frederich  Fahrenbruch 
Dr.  Thomas  H.  Kreiser 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  J.  L.  Greenwood 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  C.  Lee  Retelsdorf 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Kenneth  Peters 
Dr.  and  Mrs.  Leon  McGoogan 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  and  Mrs.  Arthur  L.  Weaver 
Dr.  and  Mrs.  D.  F.  Purvis 
Gordon  Bainbridge 


Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  11.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  1.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 


Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Richard  C.  Sposato 

Dr.  WilUam  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 
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OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 

Dr.  and  Mrs.  John  L.  Gordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David.  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  A.  J.  Yonkers 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 
Dr.  R.  L.  Grissom 
Dr.  and  Mrs.  David  Dyke 
Dr.  and  Mrs.  W.  Benton  Copple 
B/Gen.  and  Mrs.  P.  A.  Deffer 
Dr.  and  Mrs.  Anthony  J.  Yonkers 
Dr.  and  Mrs.  Michael  D.  Wilkins 
Dr.  and  Mrs.  Kenton  Shaffer 
Dr.  and  Mrs.  Denitsu  Hirai 


Dodge  County  Medical  Auxiliary 
Northwest  Medical  Auxiliary 
Burt-Washington  County  Medical 
Auxiliary 

Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 


Have  You  Made  Your  pledge 
to  The  Health  Galleries? 


70%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has 
been  raised!!  Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from 
the  medical  community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical 
Journal.) 
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In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 

Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address: — — - 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

★ October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


DR.  JAMES  M.  WOODARD 

Doctor  James  M.  Woodard  died  on  July  4, 
1978,  at  the  age  of  96.  Doctor  Woodard  was 
born  in  St.  Joe,  Missouri,  on  September  30, 
1881. 

He  graduated  from  the  University  of 
Nebraska  College  of  Medicine  in  1907  and 
initiated  his  medical  practice  in  Aurora. 

He  is  survived  by  a son,  James  Jr.  of 
Lakewood,  Colorado,  and  a granddaughter. 
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Tenuate’’(S 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan’ 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  ate  indicated  In  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
d6scrib6d  bslow 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  Idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  Increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  Impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  Including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anrf  related  drugs  may 
be  assoclateo  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which.  In  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  ^G.  Manifestations  of 
chronic  Intoxication  with  anorectic  drugs  Include  severe  dermatoses, 
marked  insomnia.  Irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  . Insulin  requirements  in  diabetes 
mellltus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen,  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary, 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  Ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. Insomnia,  anxiety,  euphoria,  depression,  dysphoria,  bemor. 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
Increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  cnanges  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous:  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increaseri  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  dally,  one  hour  before  meals, 
and  in  midevening  If  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg 
tablet  dally,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended lor  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  Include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxicatfon  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  Is  inade- 
quate to  permit  recommendation  In  this  regard.  Intravenous 
phentolamlne  (Regitlne*)  has  been  suggesterf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  RIchardson-Merrell  Inc. 

Cincinnati.  Ohio  45215.  U.SJT. 

Licensor  of  MerrelT" 

References:  1.  Citations  available  on  request -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES.  Cincinnati,  Ohio  45215  2.  Hoekenga,  M T . 
O'Dillon,  R H . and  Leyland,  H M A Comprehensive  Review  of  Oieth 
yipropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs.  Florence,  Italy,  Jan  20-21, 1977 
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Whether  overweight  is  a 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


In  uncomplicated  obesity. 

; Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 

I disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

I Clinical  effectiveness. 

’ The  anorexic  effectiveness  of  diethyl propion  hydrochloride  is 
j well  documented.  No  less  than  16  separate  double-blind,  placebo- 
t controlled  studies  attest  to  its  usefulness  in  daily  practice."'  And 
; the  unique  chemistry  of  Tenuate  provides  ...anorexic  potency 
' with  minimal  overt  central  nervous  system  or  cardiovascular 
' stimulation. "2  Compared  with  the  amphetamines,  diethylpropion 
■ has  minimal  potential  for  abuse. 


complicating  factor... 

or  just  uncomplicated  overweight. 


(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


spa 

K^nloricj 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension,  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


Between  Cases 


Good  For  Us. 

Americans  have  won  the  Nobel  Prizel  in 
medicine  now  for  the  fifth  consecutive 
year. 

On  Tobacco. 

An  utterly  smoke-sodden  face,  the  face  of 
a smoker! 

Andrei  Bely:  Petersburg. 

Section  On  Sports. 

It  is  impossible  to  watch  a sports  contest 
unless  you  care  who  wins. 

And  why  must  you  care  who  wins? 

The  Consultation. 

The  patient  was  ambulatory  in  a wheel- 
chair. 

Quote  Unquote. 

You  are  a doctor  and  make  stereotyped 
judgments.  Patients  know  best  what  they 
need. 

Schnitzler. 

Section  On  Medical  Translations. 

He  is  in  pain  secondary  to  headache. 

He  has  a headache. 

The  Report. 

EKG:  Fasting,  WNL. 

Quote  Unquote. 

Death  is  the  white  gate  and  everybody  has 
the  silver  key. 

Janwillem  van  de  Wetering:  Outsider  in 
Amsterdam. 

Heard  On  TV. 

Economicallywise,  be  gifted,  ten  minutes 
ahead  of,  ten  minutes  in  front  of,  coming 
up  on  five  minutes  before  the  hour. 


Words  I Can  Do  Without. 

Propitious,  provenance,  gamboge,  spolia- 
tion, purportedly. 

What  It  Feels  Like  To  Die. 

Everyone  said  you  didn’t  hear  that  shot. 
They  said  if  it  got  you  it  was  silent.  How 
the  hell  did  anyone  alive  know  that? 
Timothy  Findley:  The  wars. 

Department  Of  Except  And  However. 

Physical  examination  of  the  left  shoulder  is 
negative  except  for  limitation  of  move- 
ments of  extension,  rotation,  and  flexion. 
J.D. 

The  Patient. 

Migrating  headaches. 

Quote  Unquote. 

To  live  is  to  function.  That  is  all  there  is 
in  living. 

O.  W.  Holmes,  Jr.,  when  he  was  90. 

The  Diagnosis. 

She  will  die  of  a broken  heart. 

I think  not.  I have  never  yet  had  to  give 
that  as  a cause  of  death. 

Fowles:  The  French  lieutenant’s  woman. 

Heard  As  I Passed  A Desk. 

I’m  between  the  horns  of  two  silly 
dilemmas. 

Q & A. 

How  critical?,  I asked. 

Doctors  hate  questions  like  that. 

Eric  Ambler:  The  Intercom  Conspiracy. 

-F.C. 
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Our  Medical  Schools 


Mary  Louise  Soentgen,  M.D.,  a pediatric 
faculty  member  in  the  Creighton  University 
School  of  Medicine  has  been  named  chairman 
of  Creighton’s  Department  of  Pediatrics. 

Joseph  M.  Holthaus,  M.D.,  Dean  of  Medi- 
cine, said  the  appointment  of  Dr.  Soentgen 
fills  the  vacancy  created  by  the  July,  1977 
resignation  of  Frank  M.  Shepard,  M.D.  Dr. 
Shepard  left  Creighton  to  assume  a similar 
position  at  East  Tennessee  State  University 
College  of  Medicine. 

Dr.  Soentgen  received  a baccalaureate 


degree  with  honors  from  Seton  Hill  College, 
a master  of  arts  degree  in  Bacteriology  from 
the  University  of  Pittsburgh,  and  a Doctor  of 
Medicine  degree  with  honors  from  Women’s 
Medical  College  of  Pennsylvania. 

Dr.  Soentgen  is  a Diplomate  of  the 
American  Board  of  Pediatrics  and  is  a fellow 
of  the  American  Academy  of  Pediatrics.  She 
joined  the  Creighton  faculty  in  August,  1978 
as  professor  of  pediatrics  with  a sub- 
specialty in  neonatology  (the  study  of  dis- 
orders of  the  newborn  infant). 


Welcome  New  Members 


David  A.  Allerheiligen,  M.D. 
1401  East  “H” 

McCook,  Nebraska  69001 

Mark  J.  Allison,  M.D. 

3201  Pioneer  Boulevard 
Lincoln,  Nebraska  68502 

Arthur  S.  Annin,  M.D. 

Box  81009 

Lincoln,  Nebraska  68501 


William  H.  Fulcher,  M.D. 
2300  South  13th  Street 
Lincoln,  Nebraska  68502 

Deepak  M.  Gangahar,  M.D. 
5440  South,  /S'1200 
Lincoln,  Nebraska  68506 

David  P.  Reiser,  M.D. 

600  North  Cotner 
Lincoln,  Nebraska  68505 


Alan  S.  Marion,  M.D. 

130  Lakewood  Drive 
Lincoln,  Nebraska  68510 

Thomas  C.  Tinstman,  M.D. 
530  Doctors  Building 
Omaha,  Nebraska  68131 

Michael  D.  Wilkins,  M.D. 
1701  South  17th  Street 
Lincoln,  Nebraska  68502 


28 


Nebrasko  Medical  Journal 


Jonuory  1979 


Picture  Gallery 


Nebraska  High  School  Team  Physician  Seminar 
Saturday,  October  28,  1978 


Patrick  E.  Clare,  M.D.,  Chairman  of  the  NMA  Ad- 
Hoc  Committee  on  Athletic  Medicine,  presiding. 


Patrick  E.  Clare,  M.D. 


Arnold  E.  Schaefer,  Ph.D.,  Executive  Director, 
Swanson  Center  for  Nutrition  Research. 


Boyd  Epley,  UNL  Strength  Coach 


Kenneth  D.  Rose,  M.D. 
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Coming  Meetings 


RADIOLOGY  OF  THE  ACUTELY  ILL  AND 
INJURED  PATIENT  - UPDATE  1979; 
January  26-27,  1979;  Stouffer’s  Hotel, 

Greenway  Plaza,  Houston,  Texas.  Pre- 
sented by  The  University  of  Texas  Medical 
School  at  Houston,  Department  of  Radio- 
logy. Co-sponsored  by  The  University  of 
Texas  Health  Science  Center  at  Hous- 
ton, School  of  Allied  Health  Sciences  and 
Division  of  Continuing  Education.  Fee: 
$150.00;  write  to:  Division  of  Continuing 
Education.  The  University  of  Texas  Health 
Science  Center  at  Houston,  P.O.  Box  20367, 
Houston,  Texas  77025.  This  course 
meets  the  criteria  for  14  credit  hours 
in  Category  I of  the  Physician’s  Recog- 
nition Award  of  the  American  Medi- 
cal Association,  provided  it  is  used  and 
completed  as  designed.  Application  has 
been  made  to  the  American  College  of 
Emergency  Physicians  for  14  ACEP  Cate- 
gory I credits,  and  to  the  American 
Academy  of  Family  Physicians  for  14 
Prescribed  credit  hours. 

PRACTICAL  INTERNAL  MEDICINE  FOR 
THE  PRACTITIONERS  - March  30-31, 
1979;  Ochsner  Medical  Institutions; 
Monroe  Hall.  Physician’s  registration  fee  is 
$110.00.  Resident’s  fee  is  $55.00.  Credit  — 
As  an  organization  accredited  for  contin- 
uing medical  education,  the  Alton  Ochsner 
Medical  Foundation  certifies  that  this  con- 
tinuing medical  education  activity  meets 
the  criteria  for  twelve  credit  hours  in 
Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Associa- 
tion. Also  approved  for  twelve  elective 
hours  by  the  American  Academy  of  Family 
Physicians.  Write  to:  Continuing  Educa- 


tion, Alton  Ochsner  Medical  Foundation, 
1516  Jefferson  Highway,  New  Orleans,  LA 
70121. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  29  - May  2,  1979, 
Holiday  Inn,  Kearney,  Nebraska. 

2ND  INTERNATIONAL  CLINICAL  GEN- 
ETICS SEMINAR  on  Management  of 
Genetic  Disorders,  under  the  auspices  of 
the  International  College  of  Pediatrics 
organized  by  the  Second  Department  of 
Pediatrics,  University  of  Athens,  June  4-7, 
1979,  Athens,  Greece.  Write  to:  Dr.  C. 
Bartsocas,  Second  Department  of  Pedi- 
atrics, University  of  Athens,  P.O.  Box 
3064,  Ambelokipoi,  Athens,  Greece. 


ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY  — The  Forteenth  Annual  Meet- 
ing will  be  held  at  the  Jackson  Lake 
Lodge,  Jackson  Hole,  Wyoming,  June 
13-17,  1979.  Write  to:  Ralph  J.  Kaplan, 
M.D.,  Secretary,  University  of  Oklahoma 
Health  Sciences  Center,  P.O.  Box  25606, 
Oklahoma  City,  OK  73125. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  July  22-26,  1979, 

Chicago,  Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 
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Medicinews 


Dr.  Diersoii  tippointecl. 

Robert  L.  Pierson,  M.D.,  has  been  ap- 
pointed Chairman  of  the  Department  of 
Obstetrics  and  Gynecology  at  the  Creighton 
University  School  of  Medicine. 

Joseph  M.  Holthaus,  M.D.,  dean  of  Medi- 
cine, said  Dr.  Pierson’s  appointment  fills  the 
vacancy  created  when  Robert  J.  Luby,  M.D., 
expressed  a desire  to  devote  more  time  to 
the  clinical  practice  of  medicine. 

Dr.  Pierson  received  his  baccalaureate 
degree  from  the  University  of  South  Dakota 
and  his  doctor  of  medicine  degree  from 
Creighton  University.  He  is  a Fellow  in  the 
American  College  of  Obstetricians  and  Gyne- 
cologists. 

Since  1975,  Dr.  Pierson  has  served  as  an 
assistant  professor  of  Obstetrics  and  Gyne- 


cology and  as  chief  of  the  Section  of 
Gynecologic  Oncology  at  Creighton. 

Dr.  Melntire  named. 

Matilda  S.  Melntire,  M.D.,  Director  of 
Ambulatory  Services  of  Creighton  University 
School  of  Medicine,  Department  of  Pediatrics 
has  been  named  President  of  The  American 
Association  of  Poison  Control  Centers.  Dr. 
Melntire  was  elected  to  the  post  at  the 
annual  meeting  of  the  association  in  Chicago 
in  October  and  will  serve  a two  year  term  as 
President. 

The  American  Association  of  Poison  Con- 
trol Centers  is  a professional  organization 
that  sets  national  standards  for  the  operation 
of  poison  control  centers,  provides  training 
for  physicians  in  poison  control  personnel 
and  coordinates  national  programs  to  en- 
courage poison  prevention. 


Books 


Medical  Books  and  serials  in  print  1978;  1353  pages; 
hard  cover,  $39.95;  published  1978  by  R.  R.  Bowker 
Company  (a  Xerox  Publishing  Company),  1180  Avenue 
of  the  Americas,  New  York,  N.Y.  10036. 

This  book  was  formerly  called  Bowker's  Medical 
books  in  print;  it  has  been  renamed  Medical  Books  and 
serials  in  print  1978:  an  index  to  literature  in  the  health 
sciences.  It  is  indexed  by  subject,  author,  and  title  for 
books,  and  by  subject  and  title  for  serials.  More  than 


37,500  book  titles  (two  of  mine)  available  from  some 
1,650  publishers  appear  about  47,800  times  under  5,350 
subject  headings  with  6,130  cross-references.  A di- 
rectory of  book  publishers  completes  the  volume. 

It  is  a valuable  book.  It  is  indispensable  if  you  are 
looking  for  medical  libraries,  or  for  books,  or  pub- 
lishers, or  authors.  It  is  well  done,  and  is  easy  to  read 
and  to  use. 

-F.C. 
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WashingtoNotes 


HEW  & NHL 

Stringent  controls  and  across-the-board 
budget  cuts  will  be  the  order  of  the  day  for 
the  coming  96th  Congress.  President  Carter 
has  announced  that  his  anti-inflation  program 
will  be  the  top  domestic  priority  and  such 
sentiment  appears  to  be  wide-spread  among 
returning  members. 

The  initial  thrust  in  the  health  area  will  be 
its  demand  for  the  hospital  cost  containment 
program  that  was  blocked  in  the  last 
Congress.  In  addition,  it  is  expected  that  the 
president’s  chief  selling  point  for  his  brand  of 
national  health  insurance  (NHI)  will  be  its 
alleged  ability  to  hold  down  inflation  in  the 
health  care  sector. 

In  an  important  policy  address  before  the 
National  Press  Club,  Joseph  A.  Califano, 
HEW  Secretary  warned  that  if  liberals  want 
federal  social  programs  to  survive,  they  must 
concentrate  on  better  management  of  those 
programs  rather  than  on  their  expansion. 

Productivity. 

Government  health  planners  are  consider- 
ing a “productivity  standards”  system  to 
examine  the  efficiency  of  physicians  and 
hospitals. 

HEW  Secretary  Califano  said  such  stan- 
dards could  cut  unnecessary  surgery,  make 
better  use  of  expensive  machinery  and 
shorten  hospital  stays. 

Califano  did  not  go  into  detail  about 
minimum  productivity  standards  in  a speech 
at  the  annual  meeting  of  the  Institute  of 
Medicine,  a branch  of  the  National  Academy 
of  sciences. 

“A  concern  with  productivity  presumes  a 
strong  doctor-patient  relationship  character- 
ized by  human  caring,”  he  said,  noting  that 
physicians,  economists,  professional  stan- 
dards groups,  hospitals,  nursing  homes,  and 
other  medical  facilities  would  contribute  to 
the  set  of  standards. 

He  noted  that  in  1975  there  were  more 


than  three  hospital  workers  per  patient  in 
this  country  while  the  ratio  in  West  Ger- 
many was  one-to-one  and  two-to-one  in  Great 
Britain. 

According  to  the  Secretary,  nurse  practi- 
tioners and  physician  assistants  could  handle 
more  than  50  percent  of  patient  visits  for 
primary  care  problems  more  economically  — 
at  least  in  certain  settings  — than  doctors. 

Disease  prevention. 

The  tentatively-titled  National  Coalition 
for  Disease  Prevention  and  Environmental 
Health  held  its  first  strategy  and  organiza- 
tional meeting  in  Washington,  D.C.  with  30 
groups  forming  an  organizing  committee. 

Some  140  national  groups  have  expressed 
an  interest  in  joining  the  group.  The  or- 
ganized groups  would  survey  food,  the  safety 
of  consumer  products,  the  purity  of  air  and 
water,  the  safety  of  the  work  place,  and 
strive  for  a less  stressful  society. 

HMD. 

The  Health  Maintenance  Organization 
(HMO)  program,  one  of  the  few  major  health 
bills  of  the  last  congressional  session  to 
secure  enactment,  has  been  signed  into  law 
by  President  Carter. 

The  measure,  a prime  goal  of  the  Adminis- 
tration, provides  a three-year  extension,  with 
certain  amendments  to  the  HMO  proposals. 

The  bill  authorizes  $31  million,  $65  million, 
and  $68  million  for  the  next  three  fiscal 
years. 

The  maximum  amount  of  an  initial  develop- 
ment grant  that  can  be  made  was  increased 
from  $1  million  to  $2  million  beginning  in 
fiscal  year  1980. 

The  government  can  make  loans  and  loan 
guarantees  for  the  acquisition  or  construction 
of  ambulatory  health  care  facilities  and  for 
the  acquisition  of  equipment.  Loan  guaran- 
tees to  private  HMDs  can  only  be  for 
projects  that  will  serve  medically  under- 
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served  populations.  The  loans  made  or 
guaranteed  for  an  ambulatory  health  care 
facility  cannot  be  more  than  $2.5  million. 

An  ambulatory  health  care  facility  was 
defined  to  mean  a health  care  facility  for  the 
provision  of  diagnostic,  treatment,  and  pre- 
vention services  to  ambulatory  patients. 

The  bill  provides  that  beginning  four  years 
after  an  HMO  becomes  qualified  it  may  not 
enter  into  contracts  with  physicians  other 
than  members  of  the  HMO  staff,  medical 
groups,  or  individual  practice  associations  if 
the  amounts  paid  under  these  contracts  for 
basic  and  supplemental  health  services  pro- 
vided by  physicians  exceed  15  percent  of  the 
total  estimated  amount  to  be  paid  by  the 
HMO  to  physicians  for  the  provision  of  basic 
and  supplemental  physician  services.  The 
percentage  is  increased  to  30  percent  if  the 
HMO  principally  serves  a rural  area. 


Advertising. 

The  AMA  has  announced  that  it  will 
appeal  a ruling  of  a Federal  Trade  Com- 
mission Administrative  Law  Judge  that 
charges  the  Association  with  restraining 

’hysicians'  Classified — 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  foUowing  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1902 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

MEDICAL  DIRECTOR  — General  practitioner 
to  perform  general  examination,  care,  and  treat- 
ment of  patients  at  state  psychiatric  hospital. 
Forty-hour  week  with  rotating  on-call  duty.  No 
surgery.  Starting  salary  of  $41,000  to  $45,000, 
depending  on  experience.  Excellent  benefits. 
Contact:  H.  D.  Herrick,  M.D.,  Superintendent. 
Norfolk  Regional  Center,  Box  1209,  Norfolk, 
Nebraska  68701.  Call  Collect:  402-371-4343. 

NEBRASKA:  New  Hospital  Emergency  De- 
partment ready  to  expand  to  full-time  coverage. 
Hours  Monday-Friday;  no  weekends.  Two  phy- 


physician  advertising  and  restraining  phy- 
sician participation  in  certain  health  delivery 
systems. 

“The  most  shocking  and  pervasive  attack 
on  professionalism  found  in  Judge  Ernest  G. 
Barnes’  ruling  is,  ‘Respondents  (AMA)  will 
be  permitted  to  participate  in  setting  ethical 
guidelines  for  the  conduct  of  their  members, 
after  first  obtaining  the  permission  and 
approval  of  the  FTC,”  said  Robert  B.  Hunter, 
M.D.,  Chairman  of  the  AMA  Board  of 
Trustees. 

“We  don’t  feel  that  lawyers,  dentists, 
engineers,  and  other  professionals,  labor 
unions,  business  entities,  charitable  organiza- 
tions, state  and  local  governmental  entities 
should  have  to  ask  the  Federal  Government 
if  they  can  issue  ethical  guidelines  to  their 
members  and  what  those  guidelines  should 
say. 

“It  has  been  clear  throughout  the  entire 
proceeding  that  the  AMA  is  clearly  in  favor 
of  physician  advertising  and  a free  flow  of 
public  information  -about  health  care  serv- 
ices,” Hunter  continued.  “We  are  opposed  to 
false,  and  misleading  advertising  and  its 
adverse  impact  on  the  quality  of  health  care 
available  to  patients.” 


sicians  needed  for  week  day/night  Emergency 
Department  coverage.  Excellent  Income  plus 
benefits.  Contact:  Box  065,  NEBRASKA  MEDI- 
CAL JOURNAL,  1902  First  National  Bank 
Building,  Lincoln,  Nebraska  68508. 


PSYCHIATRIC  RESIDENCY:  Immediate 

vacancies  for  PG2  through  PG4  through  July  1, 
1979.  Those  ehgible  for  an  Iowa  Residents  hcense 
via  the  ECFMG  receive  stipends  of:  1st  year, 
$21,294;  2nd  year,  $22,360;  3rd  year,  $23,478. 
Those  ehgible  for  a regular  Iowa  hcense  via 
FLEX  or  reciprocity  receive  stipends  of:  1st 
year,  $23,478;  2nd  year,  $24,648;  3rd  year, 
$25,896.  T.  B.  McManus,  M.D.,  Superintendent, 
Mental  Health  Institute,  Cherokee,  Iowa  51012. 
Call  Collect  712-225-2594.  Equal  Opportunity 
Employer. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


BactrinfDS»’ 

;ach  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

lust  one  tabiet  b.i.d.f  or  iO  to  i4  days 


I Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
aliminate  reservoirs  of  infecting  organisms  antibacterial  control 


I Distinctive  antibacterial  action  plus  wide  spectrum 
nelps  eradicate  recurrent  UTI 

I Low  incidence  of  bacterial  resistance  in  community 
oractice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


iefore  prescribing,  please  consult  complete  product  informa- 
ion,  a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
ifections  due  to  susceptible  strains  of  the  following  or- 
lanisms:  Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
lirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
hat  initial  episodes  of  uncomplicated  urinary  tract  infections 
e treated  with  a single  effective  antibacterial  agent  rather 
han  the  combination.  Note:  The  increasing  frequency  of  resis- 
anl  organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
ially  in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
arinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
atients  9 months  to  16  years  of  age  who  were  immunosup- 
'lessed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
-ederal  Register.  37:20527-20529.  1972)  may  be  used  to  esti- 
late  bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
on  likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
ie  urine.  "Intermediate  susceptibility"  also  indicates  a likely  re- 
ponse.  “Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
jnamides;  pregnancy;  nursing  mothers;  infants  less  than  two 
lonths  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
locytosis.  aplastic  anemia  and  other  blood  dyscrasias  have  been 
ssociated  with  sulfonamides.  Experience  with  trimethoprim  is 
luch  more  limited  but  occasional  interference  with  hematopoiesis 
as  been  reported  as  well  as  an  increased  incidence  of  throm- 
openia  with  purpura  in  elderly  patients  on  certain  diuretics, 
•rimarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
lay  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
/e  recommended;  therapy  should  be  discontinued  if  a signifi- 
antly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
r hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
ironchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
^rogenase  deficiency,  hemolysis,  frequently  dose-related,  may 
ccur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
equent  urinalyses,  with  careful  microscopic  examination,  and 
anal  function  tests,  particularly  where  there  is  impaired  renal 
jnction. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
limethoprim  are  included,  even  if  not  reported  with  Bactrim, 
i/ood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaioblas- 
c anemia,  thrombopenia.  leukopenia,  hemolytic  anemia,  purpura, 
ypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
ons:  Erythema  multiforme.  Stevens-Johnson  syndrome, 
leneralized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
ickness.  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
•eriorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
ation.  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
ons:  Glossitis,  stomatitis,  nausea,  emesis,  abdominai  pains, 
epatrtis.  diarrhea  and  pancreatitis.  CNS  reactions:  Headache. 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations. tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens.  diuretics  (acetazolamide.  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength).  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows. 


Children  two  months  of  age  or  older: 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 V2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose*  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  1 00;  Prescription  Paks  of  40.  avail- 
able singly  and  in  trays  of  1 0.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

✓ X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

X / Nutley.  New  Jersey  071 10 

Please  see  back  cover. 


Her  next  attack  of  cystitis  ma^require 




the  Bactrim 


3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen-j 
trations,  thus  combating  migration  of  pathogens  into  j 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Ente{ 
bacteriaceae  in  the  bowel  without  the  emergence  of  r^ 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  intr, 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora 


Bactrim  fights  uropathogens  in  the  ) 
urinary  tract/vaginai  tract/iower  intestinai  tratt 

Please  see  reverse  side  for  summary  of  product  information.  I 
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PLEASE  note- 

effective  FEBRUARY  10,  1979 
THE  NEW  ADDRESS  OF  THE 
NEBRASKA  MEDICAL  ASSOCIATION 
WILL  BE  1512  FIRST  NATIONAL  BANK 
BUILDING.  LINCOLN,  NEBR.  68508. 
THE  NEW  PHONE  NO.  WILL  BE 
402-474-4472. 


February,  1979 


PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARQN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- to- risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


UBRUM^ 


chlordiazepoxide  HCI/Roche 

THE  ANXIETYSPEQFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.’ 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab 
lished  clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extra  pyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  LibritabS* 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  CX)701 


The  Nebraska  Medical  Journal 

EDITOR-FRANK  COLE,  M.D.,  No.  13,  Bishop  Square 


3901  So.  27th  St.,  Lincoln  68502 


EDITORIALS  — 

My  Specialty 33 

Are  Carcinogens  Everywhere?  33 

There  Are  No  Gray  Areas 33 

Don’t  Be  Morbid  34 

Good,  Not  Stable  34 


FEBRUARY,  1979  VOL.  64,  NO.  2 

DOWN  MEMORY  LANE  48 


FEATURES  — 

President’s  Page  49 

The  Auxiliary  50 


ORIGINAL  ARTICLES  — 

My  Specialty:  Plastic  Surgery  35 

William  G.  LeWorthy,  M.D. 


Sojourn  to  St.  Lucia  36 

Stuart  Embury,  M.D. 


THE  LETTER  BOX  54 

NEBRASKA  — 

Our  Medical  Schools  56 

Welcome  New  Members  55 

State  Organizations  14A 

BETWEEN  CASES  55 


ADVICE  TO  AUTHORS  22A 

New  Concepts  in  the  Treatment 
of  Rheumatoid  Arthritis  38 

David  A.  Cooley,  M.D. 

AROUND  THE  WORLD  — 

Coming  Meetings  23A 

Physicians’  ClassiHed  56 

Court-Committed  Alcoholics  42 

J.  Boman  Bastani,  M.D. 

William  H.  Keller,  Ph.D.  ADVERTISERS  INDEX  24A 


MEDICINEWS  56 

The  Intraocular  Lens  at  Cataract 

Surgery,  Results  Since  1975  46  OTHER  STATES  — 

Neil  H.  Joseph,  M.D.  National  Organizations  6A 


Address  all  correspondeiice  relating 
to  subscriptions,  advertising  or 
address  changes  to  Mr.  Ken  Neff, 
Business  Manager.  1512  First  Na- 
tional Bank  Building.  Lincoln.  Ne- 
braska 68508  Phone;  [402|  474-4472. 


^1979  Nebraska  Medical  Association.  Information  concerning  reprints 
of  the  articles  in  this  Journal  and  concerning  obtaining  permission 
for  the  reproduction  of  any  portion  of  this  Journal  may  be  obtained 
from  the  Editor. 

Published  monthly  and  postage  paid  at  the  Post  Office  at  Norfolk. 
Nebraska  68701,  as  second  class  matter. 


SUBSCRIPTION  RATE 

$8.00  Per  Year  U.S. 

$10.00  Per  Year  Foreign  Countries 
Single  Copies  50c  Each 


February  1979  Nebraska  Medical  Journal 


3-A 


Nebraska  Medical  Association  Officers  and  Commissionj 


OFFICERS 

Houtz  G.  Steenburg.  M.D..  Hastings  President 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary- Treasurer 

Kenneth  E.  Neff,  Lincoln  Executive  Director 


William  L.  Schellpeper,  Lincoln  Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  John  D.  Coe,  M.D.,  Omaha 
AMA  Alternates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  Omaha 


BOARD  OF  DIRECTORS 

Houtz  G.  Steenburg.  M.D.,  Chm.  Hastings 

Charles  W.  Landgraf,  Jr.,  M.D.,  Vice-Chm.  Hastings 
Orin  R.  Hayes,  M.D.,  Secretary  Lincoln 

Arnold  W.  Lempka,  M.D Omaha 

Russell  L.  Gorthey,  M.D Lincoln 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Carlyle  E.  Wilson,  Jr.,  M.D Omaha 


COUNCIL  ON  PROFESSIONAL  ETfflCS 


Charles  F.  Ashby,  M.D Geneva 

Russell  J.  Mclntire,  M.D Hastings 

Arthur  J.  Smith,  Jr.,  M.D Lincoln 

Clarence  M.  Sorensen,  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Dweune  J.  Peetz,  M.D.,  Chm Neligh 

R.  L.  Cassel,  M.D Omaha 

Louis  J.  Gogela.  M.D.  Lincoln 

Clyde  L.  Kleager.  M.D Hastings 

J.  P.  Schlichtemier,  M.D.  Omaha 

Joseph  C.  Scott,  M.D Omaha 

Stephen  K.  Woodman,  M.D Grand  Island 

AD-HOC  COMMITTEE  ON  ARTICLES  AND  BY  LAWS 

J.  P.  Schlichtemier,  MD.,  Chm.  Omaha 

R-  L.  Cassel.  MD.  Omaha 

Gyde  L.  Kleager.  MD.  Hastings 

COMMISSION  ON  CLINICAL  MEDICESIE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Allen  J.  Alderman,  M.D Chadron 

Patrick  E.  Clare,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Joel  T.  Johnson,  M.D Kearney 

William  L.  Rumbolz,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Richard  B.  Svehla,  M.D Omaha 

AD  HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 
Patrick  E.  Clare,  M.D.,  Chm.  Lincoln 

Warren  G.  Bosley.  M.D.  Grand  Island 

S.  I.  Fuenning,  M.D.  Lincoln 

Charles  W.  Newman.  M.D.  Lincoln 

George  F.  Sullivan.  RPT  Lincoln 

Wayne  Wagner,  AT  Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 
Richard  B.  Svehla,  M.D.,  Chm.  Omaha 

Stephen  W.  Carveth,  M.D.  Lincoln 

Kenneth  F.  Kimball,  M.D.  Kearney 

Dean  A.  McGee,  M.D.  Omaha 

AD  HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 
William  L Rumbolz.  M.D..  Chm.  Omaha 

Section  on  Maternal  Mortality  Review 
Charles  A.  Field.  M.D.  Omaha 

William  L.  Rumbolz.  M D Omaha 

Section  on  Perinatal  Mortality  Review 
.John  W Goldkrand,  M.D  Omaha 

Glenn  I.  Ilaswell,  M.D  Omaha 

Kenton  L.  Shaffer,  M.D.  Kearney 

William  L.  Rumbolz.  M.D  Omaha 

SCIENTIFIC  SESSIONS  (XIMMITTEE 
Robert  M.  Stryker.  M.D.,  Chm.  Omaha 

Richard  A.  Hranac,  M.D..  Convention  Chm.  Kearney 

James  R.  Brown,  M.D.  Omaha 

Richard  A.  Cottingham.  M.D  McCook 

Joel  T.  John.son,  M.D.  Kearney 

David  L.  Kutsch,  M.D.  Lincoln 

Y.  Scott  Moore,  M.D.  Lincoln 

James  M.  Steier,  M.D.  Omaha 

4-A  Nebraska  Medical  Journal  February  1979 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Carl  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

John  D.  Coe,  M.D.  Omaha 

Harold  M.  Nordlund,  M.D York 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

Thomas  H.  Wallace,  M.D Gordon 


COMMISSION  ON  LEGISLATION  & 
LEGAL  AFFAIRS 


Herbert  E.  Reese,  M.D.,  Chm Lincoln 

John  H.  Bancroft,  M.D Kearney 

James  H.  Dunlap,  M.D Norfolk 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

A.  L.  Smith,  Jr.,  M.D.  Lincoln 

R.  L.  ToUefson,  M.D Wausa 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 


John  W.  Smith,  M.D.,  Chm.  Omaha 

Warren  G.  Bosley,  M.D.  Grand  Island 

Wendell  L.  Fairbanks,  M.D.  Alliance 

Michael  J.  Haller,  M.D Omaha 

Robert  D.  Harry,  M.D.  Lexington 

Leonard  R.  Lee,  M.D.  Lincoln 

Robert  J.  Stein,  M.D Lincoln 

Paul  R.  Young,  M.D.  Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
Warren  G.  Bosley.  M.D.,  Chm.  Grand  Island 

Robert  B.  Benthack,  M.D.  Wayne 

S.  I.  Fuenning,  M.D,  Lincoln 

Myron  E.  Samuelson,  M.D.  Wymore 

Eileen  C.  Vautravers.  M.D.  Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


C.  Lee  Retelsdorf,  M.D.,  Chm.  Omaha 

Leonard  J.  Chadek,  M.D.  West  Point 

Donald  E.  Matthews,  M.D.  Lincoln 

Karl  F.  Niehaus,  M.D.  Omaha 

Craig  R.  Nolle,  M.D.  Lincoln 

John  W.  Porter,  M.D.  Beatrice 

Hiram  R.  Walker,  M.D.  Kearney 


For  hemorrhoids 
and  other 

anorectal  conditions 

External  hemorrhoids 


Internal  Pruritus  ani  Proctitis  Anal  fissures 

hemorrhoids 


Prescribe 

Anusol-HC 

Suppositories/Cream 

for  symptomatic  relief 
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CAUTION:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10  0 mg,  bismuth  subgolldte, 
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Tenuate"*  G 

(diethylpropion  tiydrochlorlde  NF) 

Tenuate  Dospan' 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION;  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  la  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  Inherent  in  their  use  such  as  those 
described  below, 

CONTRAINDICATIONS;  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS;  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect ; rather,  the  drug 
should  be  discontinued.  Tenuate  may  Impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  In  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  ana  related  drugs  may 
be  associateil  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  Insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnane/:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  . Insulin  requirements  In  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  shoulrf be 
prescribed  or  dispensed  atone  time  in  order  to  minimize  the  possibility 
of  overilosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Tnerefore.  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS;  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  Ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System:  Overstimulation,  nenrousness.  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allermc  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  rncreasetl  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (drethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  beforemeals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) conttolletf-release;  One  75 mg 
tablet  daily,  swallowed  whole,  rn  midmorning  Tenuate  Is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexla,  rapid  resprration.  confusion,  assault- 
iveness. halluclnatrons,  panic  states  Fatrgue  and  depression  usually 
tollow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  Includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  Is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine*)  has  been  suggesierf  on  pharmacologic 
grounds  (or  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquires  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Rlchardson-Merrell  Inc 
Cincinnati.  Ohio  45215,  U S A 
Licensor  of  Merrell* 

References:  1.  Citations  available  on  request  - Medical  Research 
DepartmenL  MERRELL  RESEARCR CENTER, MERRELL-NATIONAL 
LABORATORIES.  Cincinnati.  Ohio  45215  2.  Roekenga,  M T . 
O'Dillon,  R H . and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan  20-21, 1977 

Merrell 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


'fenuate  Dospa 

(diethylpropion  hydrocnloric 


75  mg.  controlled-release  tablets 


ideNI 


A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no. 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  ...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  preseittint» 
new  data  related  to  Motrin  have  been  published. 

Tlae  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  as.sociated  with 
rheurtiatoid  arthritis  and  osteoarthritis. 


Sci  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frec]uently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactioiis. 

However,  gastrointestinal  bleeding,  .sometimes  .severe, 
has  been  as.sociated  with  Mc^trin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*Tlu'  safety  aiid  effectiveness  of  Motrin  have  tiot  K-en  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  Ix'dridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 19 /ff  II-  Upiohn  Comrxiny 


Motrin 400 fra 

ibupofenUpphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Indications  and  Usage;  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Eluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspinn  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain* 
heartburn*  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions. urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration;  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q i.d  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 
Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription 
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The  Upjohn  Company 
Kalamazoo.  Michigan  49001 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


As  a physician,  you  have  the  rightto 
orescribe  the  drug  which  you  believe 
,vill  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
:ult  to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
same  prescription  as  written,  they 
nay  be  required  by  law  to  substitute 
.nother  drug  for  your  brand-name 
srescription. 

This  means  that  the  ultimate  drug 
•election  is  no  longer  yours;  its 
’ource  is  left  to  the  pharmacist’s  dis- 
,:retion.  You  will  have  forfeited  your 
'ight  to  prescribe  as  you  see  fit.  Pre- 
erveyour  rights.  Specify  that  you  will 
iccept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

• You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

• You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative 
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Enhancement  of  Carcinogenesis  by  Pro- 
staglandins — A.  Lupulescu  (Wayne  State 
Univ,  Detroit,  MI  48201)  Nature  272:634- 
638  (Apr  13)  1978. 

Increased  amounts  of  prostaglandins,  es- 
pecially prostaglandin  E2  (PGE2),  have  been 
detected  in  human  cancer  tissue  as  well  as  in 
cultured  mouse  fibrosarcoma  cells.  Elevated 
prostaglandin  synthetase  activity  has  also 
been  found  in  microsomal  fractions  of  trans- 
formed cells  from  methylcholanthrene-treated 
mice.  From  investigations  of  the  role  of 
PGE2  and  PGF2a  on  skin  tumors  induced  by 
3-methylcholanthrene  in  mice,  there  is  evi- 
dence that  these  prostaglandins  can  act  as 
cocarcinogens. 

Serum  Digitalis  Concentration:  Does  It  Diag- 
nose Digitalis  Toxicity?  J.  A.  Ingelfinger 
(Beth  Israel  Hosp,  Boston  02215)  and  P. 
Goldman,  N Engl  J Med  294:867-870  (April 
15)  1976. 

The  authors  propose  that  an  investigation 
of  the  serum  digitalis  concentration  as  a test 


for  digitalis  toxicity  should  (1)  study  patients 
with  similar  toxic  manifestations,  (2)  obtain 
control  concentrations  from  patients  with  no 
toxicity  but  with  symptoms  suggesting  tox- 
icity, (3)  define  criteria  for  toxicity  and 
nontoxicity.  (4)  select  representative  pa- 
tients, (5)  describe  the  study  population, 
and  (6)  analyze  how  much  diagnostic  in- 
formation the  serum  digitalis  concentration 
provides  that  cannot  be  inferred  from  other 
observations.  To  determine  if  available  evi- 
dence validates  the  digitalis  concentration  as 
a test  for  toxicity,  27  reports  were  reviewed. 
No  investigation  employed  symptomatic  con- 
trols. Of  five  studies  most  consistent  with 
points  1 to  5,  only  three  demonstrated  higher 
mean  serum  digitalis  concentrations  in  pa- 
tients with  toxicity.  Whether  knowledge  of 
the  digitalis  concentrations  was  diagnostical- 
ly more  useful  than  knowledge  of  the 
digitalis  dosage,  renal  function,  serum  potas- 
sium concentration,  and  cardiac  status  was 
not  determined  in  any  study.  The  usefulness 
of  the  serum  digitalis  concentration  as  a test 
for  digitalis  toxicity  is  therefore  not  estab- 
lished. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson.  Jr.,  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope. 
Cedar.  Cuming,  Dakota,  Dixon,  Knox. 
Madison,  Pierce.  Stanton.  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax.  Dodge.  Merrick,  Nance, 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk.  Saunders,  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties:  Clay,  Fill- 
more. Jefferson.  Nuckolls,  Saline. 
Thayer. 

Eighth  District:  Councilor:  James  E. 
Ramsay,  Atkinson.  Counties:  Boyd, 
Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor;  Joel  T.  John- 
son, Kearney.  Counties:  Blaine.  Buf- 
falo. Custer,  Dawson,  Garfield,  Grant. 
Greeley.  Hall,  Hooker,  Howard.  Ix)up, 
Sherman.  Thomas.  Valley,  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt. 
Hastings.  Counties:  Adams.  Chase. 
Dundy,  Franklin,  Frontier,  Furnas, 
Gosper,  Harlan,  Hayes,  Hitchcrxrk, 
Kearney,  Phelps,  Red  Willow,  Web- 
ster. 

Eleventh  District:  ('ouncilor:  Berl  W, 
Spencer,  Ogallala.  Counties:  Arthur, 
Deuel.  Garaon.  Keith.  Lincoln,  Imogen, 
McPherson.  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  ('ounties:  lianncr. 

Box  Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

*Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

*Kive 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Northwest  Nebraska 
Greater  Omaha 
Otoe 

Perkins-C'hase 

Phelps 

IMatte-Loup  Valley 
Saline 
Saunders 
Scotts  Bluff 
Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington-Burt 
York 

•(Northeast 


PRESIDENT 

Eugene  W.  Peck,  Jr.,  Hastings 
Robert  E.  Kopp,  Plainview 
E.  Howard  Reeves,  St.  Edward 
Wendell  L.  Fairbanks.  Alliance 
Jan  V.  Jensen,  Kearney 
Victor  J.  Thoendel,  David  City 
Robert  J.  Dietz,  Plattsmouth 
James  D.  Nelson,  Kimball 
Thomas  R.  Tibbels,  West  Point 
M.  L.  Chaloupka,  Broken  Bow 
James  L.  Omel,  Lexington 
Byron  M.  Dillow,  Fremont 
Henry  J.  Billerbeck,  Randolph 

Patrick  C.  Gillespie,  Beatrice 
Gordon  D.  Freuicis.  Grand  Island 
Houtz  G.  Steenburg.  Hastings 
Richard  D.  Fitch.  O'Neill 

Douglas  M.  Laflan,  Creighton 
James  H.  Rickman,  Lincoln 
Newton  E.  Mack,  North  Platte 
Harold  D.  Dahlheim,  Norfolk 
D.  E.  Metcalf.  Gordon 
Richard  Q.  Crotty,  Omaha 
Dean  R.  Thomson.  Syracuse 
Bryce  G.  Shopp,  Imperial 
Stuart  P.  Embury.  Holdrege 
Arthur  H.  Liebentritt,  Columbus 
Robert  G.  Travnicek.  Wilbur 
John  E.  Hansen,  Jr.,  Wahoo 
Alvin  A.  Armstrong.  Scottsbluff 
Roger  H.  Meyer,  Utica 
Richard  E.  Penry,  Hebron 
H.  C.  Stewart.  Pawnee  City 
W A.  Williams.  Arapahoe 
Rolwrt  G.  Pelley,  Tekamah 
James  I).  Hell.  York 


SECRETARY-TREASURER 
Lawrence  A.  McKinnis,  Hastings 
David  F.  Johnson,  Jr.,  Osmond 
Charles  L.  Sweet.  Albion 
Bruce  D.  Forney,  Alliance 
David  C.  Babbitt,  Kearney 
Gerald  W.  Luckey.  David  City 
Glen  D.  Knosp,  Elmwood 
James  D.  Nelson,  Kimball 
Robert  H.  Scherer.  West  Point 
N.  Leon  Books.  Broken  Bow 
Craig  D.  Bartruff,  Gothenburg 
William  B.  Eaton,  Fremont 
Robt.  B.  Benthack,  Wayne 

Klemens  E.  Gustafson,  Beatrice 
Daniel  R.  Cronk,  Grand  Island 
Richard  O.  Forsman.  Aurora 
Donald  D.  Bailey,  O'Neill 

Delwyn  J.  Nagengast,  Bloomfield 
W.  E.  Lundak.  Lincoln 
lyeland  F.  Lamberty,  North  Platte 
G.  Tom  Surber,  Norfolk 
Bernard  A.  Owen,  Gordon 
Donald  J.  Pavelka,  Omaha 
Paul  R Madison.  Nebraska  City 
Paul  F.  Bottom,  Grant 
Mr.  Rex  J.  Kelly.  Holdrege 
Ronald  W Klutman,  Columbus 
Angelito  C.  dela  Cruz,  F'riend 
Robert  E.  Morris.  Wahoo 
James  J.  Simpson.  Scottsbluff 
Paul  E.  Plessman.  Seward 
Charles  F Ashby.  Geneva 
R.  L.  Burghart,  Falls  City 
Elizalwth  I).  Edwards.  McCook 
Clifford  M.  Hadley.  Lyons 
Ben  N.  Greenberg.  York 

) 
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iQn  does  cash  by  mail 
less  than  a bank  loan? 


• when  the  prime  rate  is  up 

• when  you  are  in  a 40%— or  higher- 
tax  bracket 


when  money  is  in  short  supply 
when  capital  gains  tax  requirements 
are  relaxed 


L 


Hempel  Financial  Corporation  has  an  office 
equipment  sale/ leaseback  plan  to  provide  you 
with  immediate  funds  for  a variety  of  uses  and 
the  benefit  of  100%  tax-deductible  payments. 
Your  lines  of  credit  are  not  affected,  since  all 
transactions  are  strictly  confidential.  For 
complete  details  and  information  on  our  other 
financial  programs,  send  for  our  brochure  by 
returning  the  coupon  today,  or 
call  toll-free 
(800)  421-7177; 
in  California,  call  collect 
(213)  475-0304. 


Name 

Specialty 

Address 

City 

( ) 

State  Zip 

Phone 


HEMPEL  FINANCIAL  CORPORATION 

10880  Wilshire  Blvd.,  Los  Angeles,  CA  90024 


Malignant  Melanoma  in  Husband  and  Wife  — 
M.  Schlaeger  and  H.  Tritsch  (Universitats- 
Hautklinik,  Cologne,  West  Germany)  Dtsch 
Med  Wochenschr  103:975-977  (June  9) 
1978. 

To  three  previous  reports  of  malignant 
melanoma  of  the  skin  in  husband  and  wife 
the  authors  add  an  observation  of  their  own. 
The  couple  had  been  married  for  27  years. 
The  husband’s  tumor  was  noted  eight  years 
before  that  of  his  wife.  The  tumors  were 
histologically  very  similar.  None  had  HL-A-5 
antigen. 

Familial  Breast  Cancer:  Risk  to  the  Contra- 
lateral Breast  — R.  E.  Harris  et  al 
(Creighton  Univ  School  of  Medicine,  Oma- 
ha, NB  68178)  J Natl  Cancer  Inst  60:955- 
960  (May)  1978. 

Pathology  reports  of  198  familial  breast 
cancer  patients  were  reviewed  to  determine 
chronologic  features  of  tumorigenesis  in  the 
breast  contralateral  to  the  site  of  initial 
mastectomy.  Actuarial  data  revealed  two 
major  risk  periods  with  a prolonged  inter- 
vening postoperative  gap  in  which  no  malig- 
nant tumors  of  the  contralateral  breast  were 


detected.  The  cumulative  cancer  risk  to  the 
contralateral  breast  increased  annually  at 
2.8%  in  the  first  six  postoperative  years, 
then  showed  no  increase  in  the  next  seven 
years,  and  finally  resumed  its  upward  climb 
at  an  accentuated  annual  rate  of  6.8% 
between  years  13  and  16  (inclusive).  The 
corresponding  annual  rates  of  increase  for 
second  primary  breast  cancer  in  the  two  risk 
periods  were  1.6%  and  5.9% , respectively. 
Of  37  patients  who  manifested  bilateral 
breast  cancer,  21  had  pathologically  con- 
firmed second  primary  carcinomas,  ie,  pri- 
mary tumors  of  the  contralateral  breast;  27 
patients  had  a realtively  short  interval 
between  mastectomies  (x  = 1.7  yr),  ten  had 
a much  longer  disease-free  period  (x  = 16.5 
yr).  It  is  likely  that  tumors  which  developed 
in  the  contralaterial  breast  within  six  years  of 
the  initial  breast  cancer  were  not  clinically 
discernible  at  the  time  of  first  mastectomy. 
In  contrast,  the  extended  disease-free  period 
suggests  that  host  defense  mechanisms  may 
have  been  stimulated  by  the  first  tumor, 
which  in  turn  had  a persisting  suppressive 
effect  on  de  novo  carcinogenesis  in  the 
contralateral  breast. 


February  1979 


Nebraska  Medical  Journal  13-A 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas.  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific.  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  “E"  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Phyllis  L.  Miller.  Executive  Director 
120  No.  69th  St..  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Keu-en  Mundy,  Associate  Director 
8401  West  Dodge  Road.  Suite  17.  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodgp  Street.  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Kebabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams,  Ph.D.,  Executive  Director. 

8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association,  Inc. 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 

National  Multiple  Sclerosis  Society,  Lincoln  Chapter 
Mrs.  Harold  R.  Stoehr,  Executive  Director 
215  Centennial  Mall  So.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska*Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker,  Jr..  M.D.,  Secretary- Treasurer 
225  No.  Cotner  - E Bldg..  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  C.  Filkins,  M.D.,  President 
434  Doctors  Bldg..  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco.  M.D.,  President 
8601  Dodge  Rd..  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton,  PA,  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M D..  Secretary- Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 

James  R.  Newland,  M.D.,  Sec  y.-Treas.,  Dept,  of  Pathology, 
University  of  Nebraska  College  of  Medicine, 

42nd  & Dewey  Avenue.  Omaha  68105 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M l).,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  ila.scall  St..  Omaha  68124 
Nebraska  ('haptcr  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.D.,  Sec’y-Treas. 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chopter  — American  College  of  Radiology 
Allen  D.  Dvorak.  M.D.,  Secretary-Treasurer 
Dept,  of  Radiology,  Creighton  Health  Ctr., 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  ('ollege  of  Surgeons 
John  W.  Smith.  M l).,  Secretary-Treasurer 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebriisku  ('hapter  of  Mynsihenia  (irovis  Foundation 
John  F'.  Aita,  M I)..  Medical  Advisor 
105  South  49lh  St.,  Omaha  68132 
Nebraska  Dental  Association 

I).  W.  Edwards.  D.D.S.,  Secretary 

1007  Lincoln  Ikmefit  Life  Bldg.,  Lincoln  68508 


Nebraska  Dietetic  Association 

Ann  C.  Grandjean,  R.D.,  M S..  President 
8401  West  Dodge  Road.  Room  101.  Omaha  68114 
Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road.  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown,  Executive  Director 
Box  30247,  3100  “O"  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  "L"  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks,  President 

Nebraska  Methodist  Hospital,  8303  Dodge  St.,  Omaha  68114 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital  ^ 

502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr..  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  foanch  of  the 
American  Psychiatric  Association 
Norman  D.  West.  M.D.,  President 
Community  Mental  Health  Center 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  Public  Health  Association 

Ms.  Pamela  Specht,  Ph.D.,  President 
College  of  Business.  Creighton  University 
2500  California.  Omaha  68178 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom.  M.D..  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr.,  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher.  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP).  President 
920  No.  Ash.  Gordon  69343 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  4600  Valley  Road.  Room  203,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R.  Allely.  M I).,  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital,  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
AI  Robinson,  RT,  President 
Dept,  of  Radiology,  Great  Plains  Medical  Center 
601  West  Leota,  North  Platte  69101 
Nebraska  State  Department  of  Health 

Henry  I).  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  I).  Beavers.  M.I).,  Secretary-Treasurer 
8552  Cass.  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Patricia  Whyman.  CMA-AC,  President 
7300  So.  St..  #2,  Lincoln  68506 
Nebraska  Urological  Association 

Cecil  T.  Bromfield,  M I)..  President 
4740  *‘A"  St..  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid  West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
540  Medical  Arts  Building,  Omaha  68102 
United  Cerebral  Palsy  of  Nebraska 

Mrs,  ('amille  Wolesensky,  F^xecutive  Director 
1600  No.  56th  St.,  I.,incoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow.  M.I)..  ('hancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 


YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Onnaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service  • 
2022  Avenue  A 
Kearney,  Nebraska  68847 
(308)  237-7297 

Beltone  Hearing  Aid  Service 
2716  Cheyenne  Street 
Columbus,  Nebraska  68601 
(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
1004  West  5th  Street 
North  Platte,  Nebraska  69101 
(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  1 3th  Street 
Lincoln,  Nebraska  68508 
(402)  432-6265 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


IN  NEBRASKA 


Since  1925 

Nebraska's 

Leading 
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Surgical 
Supply  House 

Phone  435-2105 


Donley 
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SLPPLY  COMPAHY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints- — 
write  us  for  prices 

Norfolk  Printing  Co.,  inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
LottorheacU  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Prka 


The  Chest  Radiograph  in  Legionnaires’  Di- 
sease — P.  A.  Dietrich  et  al  (Univ  of  Ver- 
mont College  of  Medicine,  Burlington,  VT 
05401)  Radiology  127:577-582  (June)  1978. 

The  chest  radiographs  of  24  patients  with 
documented  Legionnaries’  disease  were  eval- 
uated. Twenty-two  patients  had  positive 
findings  for  the  disease  initially.  There  was 
unilateral  involvement  in  68%  and  most 
common  lung  shadows  were  poorly  mar- 
ginated  round  opacities  (46%  ),  diffuse  patchy 
(25% ),  and  peripheral  opacities  (21% ).  At 
peak,  70%  of  patients  had  a lobar  shadow. 
Pleural  effusions  were  present  in  39%  of 
cases  but  could  be  explained  by  underlying 
congestive  heart  failure  or  renal  failure  in 
seven  of  the  nine.  Although  the  findings  are 
not  specific,  the  radiologist  should  consider 
this  diagnosis  in  a patient  with  compatible 
clinical  history,  a pneumonia  of  obscure 
etiology,  and  these  radiographic  manifesta- 
tions. 


Cytologic  Evaluation  of  Breast  Cysts  — G.  R. 

McSwain  et  al  (Medical  Univ  of  South 

Carolina,  Charleston,  SC  29401)  Surg  Gy- 
necol Obstet  146:921-925  (June)  1978. 

Analysis  of  595  cytologic  examinations  of 
fluid  from  breast  cyst  documented  that  the 
fluid  was  generally  cellular.  Of  these  masses, 
which  were  cystic  on  aspiration,  1.7%  were 
actually  carcinomas.  A significant  proportion 
of  these  were  intracystic  carcinomas.  Some 
of  these  carcinomas  did  not  manifest  them- 
selves with  old  dark  bloody  cyst  fluid,  a 
residual  mass  after  aspiration,  or  prompt 
recurrence.  Cytologic  examination  of  the 
small  volume  of  material  aspirated  when 
solid  masses  clinically  believe  to  be  cysts 
were  inadvertently  needle-aspirated  fre- 
quently gave  a plausible  diagnosis  days 
before  an  open  biopsy  could  be  performed. 
Fluid  should  be  submitted  for  cytologic 
examination  when  clear  as  well  as  when  it 
contains  old  dark  blood  or  when  a residual 
mass  remains.  A positive  cytologic  result 
should  be  interpreted  as  a requirement  for  a 
mandatory  open  biopsy  to  obtain  histologic 
confirmation  before  performing  a radical 
operation. 
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tablets 


Darvocet-N"KX)  cv 


lOO  rnQ,  DQrVDn~N  (propotyphenenapsylal^ 

650  mg.  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

700565 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00^ 
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OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
8801  West  Center  Road  Phone  402-393-5797 
Suite  004,  Omaha  68124 


Visual  Hallucinations  and  Dlusions  With 
Propranolol  — R.  Fleminger  (St  George’s 
Hosp,  London,  England)  Br  Med  J 1:1182 
(May  6)  1978. 

Sixty-three  patients  (27  women,  36  men) 
receiving  propranolol  alone  or  with  diuretics 
for  hypertension  were  studied  in  semi- 
structured  interviews  for  psychological  symp- 
toms. The  average  age  was  51  years  (range 
25  to  70  years);  the  average  daily  dose  of 
propranolol  was  200  mg  (range  60  to  640 
mg).  Eleven  patients  had  recurrent  visual 
perceptual  disorders,  an  incidence  of  17.5%  . 
Vivid  visual  hallucinations  were  recurrent  in 
six  patients;  recurrent  visual  illusions  were 
reported  by  ten.  All  disorders  occurred  in 
the  hypnogogic  state  and  were  abolished  by 
complete  wakefulness.  The  onset  of  hal- 
lucinations or  illusions  occurred  shortly  after 
an  increase  in  dose  in  seven  patients; 
withdrawal  from  the  drug  abolished  the 
symptoms. 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com 
plex  and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less;  if 
you’ve  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well  trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  time  lor  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  .30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  special! 
nation  at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (call  collect):  Copt.  Robert  Brown 
1 16  South  42n<d  Street,  Omoho,  Ne 
(402)  221-4319 


AIR  FORCE.  HEALrH  CARE  AT  ITS  BEST 

/iMOsi 


umiiss£ 

A great  way  of  life. 


Prednisone  Therapy  for  Alopecia  Areata  — 

R.  J.  Winter  et  al  (Children’s  Memorial 

Hosp,  Chicago,  IL  60614)  Arch  Dermatol 

112:1549-1552  (Nov)  1976. 

Eighteen  patients  treated  with  prednisone 
on  alternate  days  for  varying  degrees  of 
alopecia  areata  (AA)  were  examined  a mean 
of  15  months  after  discontinuation  of  the 
drug.  Despite  an  initial  response  to  the 
therapy,  long-term  benefit  was  not  thought 
to  be  substantial.  Numerous  side  effects 
related  either  to  systemic  corticosteroids  or 
to  AA  were  apparent  during  the  course  of 
therapy,  as  well  as  at  the  time  of  the 
evaluation  reported  herein.  Acne,  obesity, 
lenticular  opacities,  mild  hypertension,  and 
impaired  adrenocorticotropic  hormone 
reserve  were  among  the  findings  noted. 
Long-term  treatment  was  not  accompanied 
by  an  obvious  beneficial  change  in  the 
natural  course  of  AA.  Because  of  the 
potentially  serious  side  effects  and  the  lack 
of  substantial  improvement  in  the  eventual 
course,  alternate-day  prednisone  therapy  is 
not  recommended  for  long-term  use  in  AA. 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense  in 
Hypertension* 


DC7iurc  pre&unumy,  boci  compmm  prebcriDing  inTorm 

tion  in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  tor  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
viiarrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sultonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  lessthan  one  liter/day, 
the  elderly  artd  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-l-  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-l-  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
m cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolacfone  is  used  concomitantly,  determine  serum  K-T 
frequently;  both  can  cause  K-(-  retention  and  elevated 
serum  K+  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Ottserve  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
fransient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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When  painful  spasm 
is  the  presenting 
symptom 


. . in  functional  G.l.  disorders* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
\with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  ... 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent. 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


•This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyf 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets.  Syrup.  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  pepfic  ulcer 
IT  SHOULD  BE  NDTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  fhe  following  indicafions  as  "prob- 
ably" effecfive: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders); and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon), 

THESE  FUNCTIDNAL  DISDRDERS  ARE  DREN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE.  PHYSICIAN  INTEREST.  AMELIDRA- 
TION  OF  ENVIRONMENTAL  FACTORS. 

For  use  in  fhe  treatment  of  infant  colic  (syrup) 

Final  classification  of  fhe  less-than-eftective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (lor  example,  bladder 
neck  obstruclion  due  to  prostatic  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  wouid  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  fhis  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  pafienfs  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  autonomic  neuropathy;  hepatic  or  renal 
disease;  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagifis  since  anficholin- 
ergic  drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease.  Investigate  any  tachycardia 
betore  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia, 
palpitations;  mydriasis;  cycloplegia;  increased  ocular  tension, 
loss  of  taste:  headache:  nervousness:  drowsiness:  weakness; 
dizziness,  insomnia;  nausea,  vomiting;  impotence,  suppression  of 
lactation,  constipation,  bloated  feeling;  severe  allergic  reaction  or 
drug  idiosyncrasies  inciuding  anaphylaxis,  urticaria  and  other 
dermal  manifestations;  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing, With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mq  capsule  and  syrup  Adults  f or  2 
capsules  or  teaspoonluls  syrup  three  or  tour  times  daily  Children 
f capsule  or  teaspoonful  syrup  three  or  four  times  daily  Inlanis  'h 
leaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  wafer ) Bentyl  20  mq  Adults  f tablet  three  or  four 
times  daily  Bentyl  Iniection  Adults  2 ml  (20  mg  ) every  lour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Bentyl 
wilh  Phennbarbilal  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October,  1976 


Accuracy  in  Diagnosis  of  Acute  Pancreatitis 
— B.  G.  Reid  and  G.  A.  Kune  (Repatriation 
General  Hosp,  Heidelberg,  Victoria,  Aus 
tralia)  Med  J Aust  1:583-587  (June  3)  1978. 

During  an  eight-year  period,  113  cases  of 
acute  pancreatitis  were  studied  to  determine 
the  accuracy  and  modes  of  diagnosis  in  the 
first  attack.  In  65%  a confident  diagnosis 
was  made  on  the  clinical  picture  and  a 
marked  elevation  of  the  serum  amylase  level. 
Diagnosis  was  made  at  laparotomy  in  30%  of 
cases,  and  at  autopsy  in  the  remaining  5%  . 
Cullen’s  and  Grey  Turner’s  signs,  radiology 
test  results,  and  the  presence  of  hyper- 
glycemia were  a little  or  no  diagnostic  value. 
Recently  developed  laboratory  tests  may 
increase  the  diagnostic  yield  in  the  future. 
The  precise  indications  for  laparotomy  diag- 
nosis in  the  first  attack  are  discussed. 
Laparotomy  for  diagnosis  did  not  increase 
the  mortality  in  this  series. 


Death  is  not  grievous  to  me,  for  I shall  lay 
aside  my  pains  by  death. 

Ovid. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  (8‘/j  x 11  in.  (22  x 28  cm))  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author's  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  corner,  with  the  author  s surname 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author's  name,  its  number,  and  the  word  top  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies 

I.etters-to-the-Editor  should  be  double  spaced,  and  accompanied  by 
the  notations:  (a)  for  publication,  and  (b)  no  galley  proof  needed. 

Manuscripts  not  accepU*d  for  publication  will  not  be  returned  to 
the  author. 

lU'prints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co..  Inc.,  P ().  Box  278,  Norfolk.  Nebraska  68701, 


Merrell 
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EDITORIALS  * 


MY  SPECIALTY 

The  days  when  five  percent  of  us  were 
specialists,  and  when  a mother  would  say, 
my  son  the  specialist,  are  gone.  We  are  all 
specialists.  You  can  do  it  with  the  college,  or 
with  the  board,  or  simply  by  limiting  your 
practice  to  one  field.  Surgery  has  been 
fragmented  into  its  many  subgroups,  and  so 
has  medicine.  Anesthesiology  grew  up;  and 
eye,  the  first  board  specialty,  broke  away 
from  ear  nose  and  throat. 

This  left  general  practice  all  alone,  so 
these  people  changed  their  name  to  family 
practice  and  rightfully  became  a specialty. 

Some  of  us  qualify  for  two  specialties,  as 
the  surgeon  who  changes  from  general  to 
cardiovascular.  And  a tenth  of  us  change 
specialties. 

Each  one,  I suppose,  feels  that  his  special- 
ty is  the  best  specialty.  And  I have  asked  a 
doctor  in  each  of  many  fields  to  tell  us  about 
his  specialty.  It  will  tell  the  anesthesiologist 
what  a pediatrician’s  day  is  like.  It  will  show 
the  surgeon  what  the  psychiatrist  does.  And 
I hope  it  will  help  the  student  to  choose  his 
specialty. 

We  will  begin  in  this  issue. 

-F.C. 

ARE  CARCINOGENS  EVERYWHERE? 

During  my  own  lifetime,  it  is  being  shown 
that  chemicals  used  in  industry,  substances 
added  to  foods,  radiation,  and  things  found  in 
the  atmosphere  may  cause  malignancy.  The 
answer  to  the  charge  that  some  industrial 
practices  can  result  in  cancer  might  years 
ago  have  been  that  this  is  only  theoretical, 
that  these  practices  cannot  be  done  away 
with,  that  they  were  too  widespread  to  be 
eliminated;  and  further  that  if  you  didn’t 
want  to  do  whatever  work  you  considered 
dangerous,  you  didn’t  have  to. 

The  number  of  carcinogens  grows  year  by 
year.  Things  once  considered  harmless  are 
not  so  thought  of  now.  And  as  the  list  grows 
longer,  we  are  left  with  two  disturbing 
thoughts:  is  everything  carcinogenic?  and 
can  we  succeed  in  eliminating  carcinogens  in 
industry  and  in  environment  and  in  food,  and 
is  our  effort  justified? 

These  thoughts  are  radical;  they  lead  even 
to  asking  how  expensive  are  measures 


designed  to  render  our  environment  free  of 
carcinogens,  and  can  we  afford  it? 

If  the  end  is  not  in  sight,  we  are  not 
justified  in  giving  up.  If  we  cannot  succeed 
completely,  we  can  prevail  significantly.  But 
disturbing  thoughts  will  not  go  away.  Not 
everything  we  are  talking  about  is  a chemi- 
cal that  can  be  ordered  away.  Is  meat 
carcinogenic?  Shall  a man  whose  parents 
have  died  of  cancer  not  marry  a woman  with 
the  same  history?  Should  we  avoid  sunburn? 
Must  we  stop  smoking?  Are  we  to  give  up 
radiation?  Is  sauna  bathing  to  ue  dis- 
couraged? 

Can  we  wipe  out  cancer? 

-F.C. 


THERE  ARE  NO  GRAY  AREAS 

Deciding  may  sometimes  torment  us,  but 
there  is  no  excuse  for  agonizing  over 
decisions.  Life  is  made  up  of  little  boxes,  and 
there  are  always  just  two  of  them.  You  are 
going  to  operate  or  you  are  not,  you  will  get 
to  the  plane  on  time  or  you  will  miss  it,  you 
will  speak  or  you  will  not,  you  will  turn  on 
television  or  you  will  not.  If  you  keep  saying 
that  things  fall  into  gray  areas,  you  will  not 
be  able  to  decide.  Life-and-death  decisions 
are  no  harder  to  make  than  nickel-and-dime 
ones.  The  gravity  of  the  situation  has 
nothing  to  do  with  the  mechanism  of  choos- 
ing. 

That  no-two-cases-are-alike  is  foolish;  given 
a thousand  cases  of  acute  appendicitis,  we  do 
not  have  a thousand  different  kinds  of 
treatment.  And  how  often  do  we  say.  I’ll 
think  this  over,  when  we  have  all  the 
information  we  are  going  to  have,  and 
enough  to  reach  a decision,  and  when  there 
is  no  thinking  over  to  do.  A computer  can  do 
it,  and  computers  do  not  think;  coin-tossing 
may  be  better  than  endless  head  scratching 
and  infinite  and  inexcusable  delay. 

As  long  as  we  speak  of  gray  areas,  we 
defeat  ourselves.  And  when  we  have  learned 
to  say,  there  are  no  gray  areas,  we  will  know 
how  to  decide. 

Left  or  right,  up  or  down,  yes  or  no. 

Just  two  boxes. 

-F.C. 
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DONT  BE  MORBID 

When  we  die,  we  become  statistics,  if 
nothing  else,  for  we  then  are  part  of  the 
mortEility  rate  of  some  disease  or 
operation.  It  is  easy  to  find  the  mortality 
rate,  you  just  have  to  count  the  bodies. 
Morbidity  is  quite  another  thing;  it  means 
getting  sick  but  not  dying.  Nausea  or 
headache  can  qualify  as  morbidity  then,  but 
so  might  acquiring  syphilis  or  losing  a leg. 
Morbidity  is  a timeworn  word,  and  one  that 
we  can  do  without.  It  is  very  real  to  the 
patient  who  has  innocently  acquired  syphilis, 
or  even  to  the  one  who  cannot  seem  to  stop 
vomiting.  But  while  these  things  are  real  and 
distressing,  they  are  hardly  a basis  for 
statistical  study  and  evaluation. 

For  not  all  forms  of  morbidity  are  equable. 
Headache  may  be  easily  remedied,  while 
fistula  may  not.  Mortality  rates  are  of 
paramount  importance;  Any  man’s  death 
diminishes  me,  said  Mr.  Donne.  We  want  to 
diminish  morbidity,  too,  but  counting  it  may 
be  next  to  impossible. 

-F.C. 


GOOD,  NOT  STABLE 

The  blood  pressure  is  stable,  is  one  of  the 
most  meaningless  sentences  I have  ever 
heard.  It  belongs  in  the  same  dustbin  as 
these  perfectly  silly  utterances. 

He’s  doing  as  well  as  can  be  expected. 

The  patient  is  responding. 

How  stable  got  into  our  jargon  I will  never 
know.  I was  once  told  that  the  BP  was 
stable,  but  when  I pursued  the  matter,  I 
found  that  it  wasn’t  good.  A stable  pressure 
of  70  is  hardly  benign,  while  a reading  of  120 
over  80  is  nice  to  hear.  And  when  you  are 
given  values  you  consider  normal,  you  never 
ask  how  long  it  has  been  going  on. 

One-twenty  over  eighty  is  good.  I don’t 
care  very  much  if  it’s  stable.  All  the 
one-twenty  over  eighties  I ever  saw  were  all 
right,  stable  or  not,  and  I suspect  that  they 
were  stable. 

How  did  the  idea  ever  get  started  that  a 
nonfluctuating  arterial  pressure  was  desir- 
able? I don’t  know.  I’ll  take  a fluctuating 
pressure  of  120  over  a stable  one  of  70  any 
time. 

-F.C. 
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AAy  Specialty:  Plastic  Surgery 


The  practitioners  of  plastic  and 
reconstructive  surgery  do 
some  of  the  oldest  operations 
in  surgery,  but  it  is  also  one  of  the  newest 
specialties.  Three  thousand  years  ago,  Mad- 
ras Indians  reconstructed  noses  with  fore- 
head flaps.  Italians  three  centuries  ago 
reconstructed  facial  features  with  arm  flaps. 
Presently  plastic  surgeons  are  in  the  fore- 
front of  some  of  the  most  modern  develop- 
ments, and  have  been  concerned  with  the 
transplantation  of  tissues,  the  development 
of  burn  centers,  muscle  skin  transplants,  free 
transplants  of  flaps  by  microvascular  tech- 
niques, and  the  transplant  of  tissues  and 
organs.  The  first  successful  kidney  trans- 
plant was  done  by  Joe  Murray,  a plastic 
surgeon  in  Boston,  who  is  still  active  in  this 
field.  Cosmetic  surgery  has  now  become 
respectable,  although  it  has  been  performed 
for  a long  time. 

The  specialty  encompasses  cosmetic  sur- 
gery of  face,  trunk,  and  extremities,  as  well 
as  a broad  field  of  reconstructive  surgery, 
including  the  repair  of  injuries,  infections, 
congenital  deformities  of  the  face,  hands,  and 
genitalia.  Depending  on  his  background  and 
training,  a plastic  surgeon  may  do  extensive 
hand  and  face  reconstruction,  treat  burns, 
head  and  neck  tumors,  clefts  of  the  lip  and 
palate,  and  facial  injuries  and  fractures. 
More  recently,  they  are  repairing  defects  by 
translocation  of  muscles  and  the  overlying 
skin,  reconstructing  the  breast  area  after 
mastectomies,  and  developing  techniques  to 
extensively  remodel  the  facial  skeleton  and 
skull  in  severe  congenital  deformities. 

The  operations  in  the  day  of  a plastic 
surgeon  may  range  from  the  simple  removal 
of  a mole  to  include  repair  of  a cleft  lip, 
remodeling  of  a nose,  doing  a face  lift, 
tightening  up  the  abdomen,  or  extensive 
removal  of  oral  or  facial  malignancy  with 
reconstruction. 

Cosmetic  surgery  is  defined  as  surgery  to 
improve  a feature  which  the  average  ob- 
server would  consider  as  within  the  range  of 
normal.  If  the  nose  is  a little  too  big,  or  the 
face  a little  too  wrinkled,  surgical  improve- 
ment is  considered  cosmetic  surgery. 
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Reconstructive  surgery  is  defined  as  sur- 
gery to  restore  a patient  who  may  have  been 
deformed  by  infection,  trauma,  or  a con- 
genital deformity,  to  as  nearly  as  normal  as 
possible. 

The  impetus  of  recent  wars,  and  the  great 
number  of  vehicular  accidents,  have  de- 
veloped a need  for  a great  deal  of  recon- 
structive surgery. 

Generally  surgeons  are  impatient,  and 
wish  to  cure  patients  by  surgery  as  soon  as 
possible,  rather  than  treating  patients  who 
have  chronic  diseases  by  medications.  The 
best  results  in  plastic  surgery  are  obtained 
only  by  careful,  meticulous  attention  to  a 
great  many  details,  and  a willingness  to  use 
many  little  stitches.  It  is  necessary  to  save 
as  much  tissue  as  possible  and  not  trim  away 
too  much.  A certain  degree  of  compulsive 
personality  is  necessary  for  this. 

This  surgery  is  sometimes  tedious,  but  the 
rewards  are  great.  One  gets  a tremendous 
sense  of  satisfaction  from  a patient  who  is 
happy  with  the  repair  of  a cleft  lip,  or  one 
who  hit  the  windshield  and  feels  that  his 
scars  are  inconspicuous. 

Since  my  internship,  I have  been  inter- 
ested in  surgery,  and  took  a residency  in 
surgery  at  the  University  of  Pittsburgh. 
While  there,  I became  acquainted  with 
plastic  surgery,  and  was  able  to  observe  and 
participate  in  surgery  done  by  Dr.  S.  M. 
Dupertuis,  who  maintained  the  highest  stan- 
dards. Soon  this  type  of  surgery  became 
much  more  interesting  to  me  than  any  other 
type.  It  is  creative  surgery,  in  that  we  are 
repairing  and  replacing  tissues,  rather  than 
extirpating  them.  In  this  way,  it  is  artistical- 
ly a type  of  sculpture.  Little  plastic  surgery 
is  routine,  and  almost  every  case  presents  a 
different  challenge,  often  with  several  pos- 
sible solutions.  I am  happy  to  have  become  a 
plastic  surgeon,  and  would  not  want  to  do 
anything  else. 
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Sojourn  to  St.  Lucia 


Having  a high  titer  of  wander- 
lust and  a desire  to  escape, 
the  rigors  of  Nebraska  win- 
ters, I answered  an  advertisement  in  a 
medical  journal.  Shortly  after,  a brochure 
arrived  detailing  opportunities  for  volunteer 
work  in  the  United  States  and  many  foreign 
countries.  After  reviewing  the  list,  we 
selected  St.  Lucia;  it  was  in  a warm  climate, 
they  would  take  volunteers  on  a short-term 
basis,  the  government  was  stable,  and  it  was 
a safe  place  to  take  the  fzunily  along.  Within 
several  months,  we  were  assigned  to  serve 
in  St.  Lucia  during  January. 

A few  days  after  Christmas,  we  bundled 
up  and  drove  to  Omaha  where  we  shed  our 
winter  coats  and  boarded  a flight  to  San 
Juan,  Puerto  Rico.  When  we  stepped  off  the 
plane  in  San  Juan,  the  temperature  was  85 
degrees  and  it  was  humid.  After  a short  taxi 
ride,  we  arrived  at  the  hotel  where  we 
changed  into  swimming  suits  and  headed  for 
the  beach.  The  next  day  was  spent  sight- 
seeing around  San  Juan  and  that  evening  we 
took  a two  hour  flight  to  St.  Lucia  where  we 
arrived  about  8 o’clock  in  the  evening,  just  in 
time  for  a New  Years  Eve  party  with  the 
other  medical  volunteers.  There  was  a mixed 
group  of  volunteers,  including  a surgeon  and 
pediatrician  husband  and  wife  team  from 
Massachusetts,  an  ophthalmologist  from 
Minneapolis,  an  ENT  man  from  Boston, 
another  pediatrician  from  Washington  State, 
an  anesthesiologist  from  Canada,  another  GP 
from  Canada,  and  three  medical  students 
from  London,  England.  Rounding  out  the 
medical  staff  was  a dentist  from  Scotland 
and  another  dentist  from  the  Isle  of  Wight  off 
the  coast  of  England. 

St.  Lucia  is  an  island  in  the  Caribbean 
which  is  at  the  southern  end  of  a chain  of 
islands  of  the  West  Indies.  The  climate  is 
subtropical  and  the  temperature  was  in  the 
80s.  The  hospital  was  located  about  three 
miles  from  the  ocean  and  there  was  a cooling 
sea  breeze  throughout  all  the  day.  There 
were  few  insects.  The  island  encompasses 
238  square  miles,  and  the  main  crops  are 
bananas  and  coconuts.  Tourism  is  a new 
industry  and  is  just  getting  started.  There- 
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fore,  the  island  is  quite  unspoiled.  It  is 
mountainous  and  the  roads  are  in  very  poor 
condition. 

The  St.  Lucians  have  a very  different 
attitude  about  life  than  we  are  used  to,  and 
everything  is  quite  casual  and  slow-paced. 
There  are  many  holidays  throughout  the 
year  and,  in  fact,  they  took  off  four  days  for 
New  Year’s  holiday.  The  hospital  is  a 100-bed 
hospital  run  by  the  Sisters  of  the  Sorrowful 
Mothers.  The  hospital  was  formerly  an  Air 
Force  hospital  during  World  War  II  and  then 
was  abandoned  for  more  than  20  years.  The 
Sisters  of  the  Sorrowful  Mothers  rebuilt  the 
hospital  and  it  serves  a population  of 
approximately  60,000  people  on  the  southern 
end  of  the  island. 

The  medical  experiences  were  excellent. 
My  first  night  on  call,  an  18  year  old  boy 
came  in  with  diarrhea  and  a temperature  of 
105  and  within  a very  short  time,  we  were 
unable  to  obtain  a blood  pressure  and  his 
pulse  rose  to  180.  Three  FVs  were  quickly 
steu-ted  and  the  patient  was  given  about 
6,000  ml  of  IV  fluids  and  started  on 
chloramphenicol.  That  was  my  first  case  of 
severe  typhoid  fever.  Syphilis  and  gonorrhea 
are  rampant  on  the  island  and  we  saw  many 
cases  during  our  stay. 

Being  interested  in  OB  and  pediatrics,  this 
is  where  I spent  most  of  my  time.  The  nurse 
midwives  do  most  of  the  deliveries  and  I was 
called  upon  to  do  only  the  complicated 
deliveries.  We  did  two  CesEU-ean  sections 
during  our  three  weeks  in  St.  Lucia.  One 
was  for  twins  with  a prolapsed  cord  and  the 
other  one  was  for  abruptio  placenta  with 
massive  hemorrhage.  Prematurity  is  a com- 
mon problem  and  we  had  five  babies  weigh- 
ing less  than  three  pounds;  who  did  amazing- 
ly well.  We  had  several  isolettes,  all  of  quite 
an  old  vintage,  but  they  were  quite  satis- 
factory. One  term  newborn  developed  sepsis 
on  the  second  postnatal  day  and  became 
quite  jaundiced  and  the  hemoglobin  dropped 
to  5.5.  All  blood  transfusions  are  done  with 
donor  blood,  so  we  drew  some  blood  from 
one  of  our  laboratory  technicians  and  trans- 
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fused  the  baby  through  an  umbilical  catheter. 
A sepsis  workup  was  carried  out  and  the 
baby  was  started  on  antibiotics.  The  bilirubin 
rose  to  18  mg  percent  and  there  being  no 
bilirubin  light  available,  we  had  to  manu- 
facture our  own  taking  the  cover  off  an  x-ray 
view  box  and  this  worked  very  well. 

An  11  month  old  baby  was  brought  into 
the  outpatient  clinic  having  been  ill  for  about 
three  days  with  vomiting,  fever,  and  its  head 
cocked  over  to  one  side.  We  did  a spinal  tap 
revealing  a hemophilus  influenza  meningitis 
with  a white  count  of  the  spinal  fluid  of  over 
4,000  and  bacteria  readily  seen.  This  infant 
was  treated  with  ampicillin  and  chloram- 
phenicol intravenously,  and  did  very  well 
initially.  I received  a letter  after  I got  home 
from  one  of  the  pediatricians  saying  that  the 
baby  had  done  well,  and  then  relapsed  and 
developed  a spastic  quadriplegia.  Another 
baby  was  admitted  to  the  hospital  with  what 
we  felt  to  be  gastroenteritis  which  is  an 
extremely  common  malady  in  this  area,  but 
by  the  next  morning  was  having  bloody 
stools  and  we  then  palpated  a mass  in  the 
right  lower  quadrant.  There  being  no  radi- 
ologist, I did  my  first  barium  enema  on  an 
infant  and  it  was  obvious  that  there  was  an 
intussusception  present.  The  baby  was  taken 
to  surgery  where  a very  large  intussuscep- 
tion was  reduced  with  great  difficulty,  but 
the  infant  did  quite  well. 

Standing  orders  for  patients  admitted  to 
the  hospital  were  CBC,  UA,  serology,  and 
stool  for  ova  and  parasites.  One  hapless 
fellow  seen  in  the  clinic  had  ova  from  five 
different  parasites  in  his  stool.  Also  in  this 
area,  many  patients  are  extremely  anemic.  It 
is  not  uncommon  to  have  a patient  in  the 
hospital  with  a hemoglobin  of  5 to  6 grams. 
Surprising  enough,  these  patients  are  gen- 
erally not  transfused  and  they  tolerate  their 
anemia  very  well  since  it  is  on  a chronic 
basis. 

Besides  working  in  the  hospital  admitting 
patients  and  caring  for  them,  I also  worked 
in  the  outpatient  clinic.  The  clinic  was  open 
from  8 to  4,  however  most  the  patients 
would  come  in  between  8 and  12.  Again,  in 
the  outpatient  clinic,  we  saw  many  types  of 
diseases;  diabetes  and  hypertension  were 
preveilent.  No  one  seemed  concerned  unless 
the  blood  sugar  exceeded  400  mg  percent  or 


the  patients  were  voiding  acetone.  Thus,  our 
work  day  was  usually  from  8 to  12  and  one 
had  the  afternoons  free  to  enjoy  the  sunshine 
and  the  ocean  which  was  just  three  miles 
distant.  There  was  also  a large  hotel  on  the 
ocean  which  allowed  the  doctors  to  use  their 
pool  free  of  charge.  We  were  on  call  about 
every  fifth  day  and  on  those  days  we  worked 
in  the  clinic  in  the  afternoon  also,  but  very 
few  patients  came  in.  The  patients  were 
charged  a fee  of  approximately  90  cents  to 
be  seen  in  the  clinic,  but  if  they  could  not 
pay,  there  was  no  charge. 

The  hospited  provided  the  doctor  and  his 
family  with  free  room  and  board.  We  lived  in 
a small  apartment  which  was  adequate  and 
we  ate  all  our  meals  in  the  hospited  cafeteria. 
The  food  was  nourishing  and  the  meals  were 
quite  helpful  to  someone  who  has  difficulty 
controlling  their  weight.  There  were  no 
between-meal  snacks. 

There  were  beautiful  beaches  within  a 
short  distance  of  the  hospital  and  the  hotel 
pool.  It  was  an  opportunity  to  get  caught  up 
on  reading.  The  doctors  had  a large  supply  of 
paperbacks  which  were  passed  among  us. 
There  was  also  free  time  to  explore  the 
island  which  is  beautiful.  We  hired  a taxi  and 
set  out  on  a tour  of  the  island.  It  is  38  miles 
from  Vieux  Fort,  where  the  hospital  was 
located,  to  Castries,  which  is  the  capitol  of 
the  island  on  the  northern  end.  The  road  was 
narrow,  filled  with  pot  holes,  curved,  as  the 
region  is  mountainous.  The  vistas  on  some  of 
these  curves  were  spectacular.  We  toured 
Castries  and  headed  back  to  Vieux  Fort  on 
the  other  side  of  the  island.  This  road  was 
straighter  and  in  better  condition.  We  had 
planned  to  rent  a car  while  we  were  there, 
but  transport  is  very  easy  without  a car.  The 
other  doctors  hitch-hiked,  so  we  did  too.  The 
natives  were  friendly  and  rides  could  easily 
be  obtained. 

All  too  quickly,  our  three  weeks  came  to 
an  end  and  it  was  time  to  come  home.  We 
flew  back  to  Omaha  where  we  arrived  about 
8:30  in  the  evening  to  a temperature  of 
minus  eleven  degrees.  This  was  a shock,  as 
our  bodies  had  become  acclimated  to  the  85 
degree  temperature.  All  in  all,  it  was  an 
extremely  valuable  and  rewarding  experi- 
ence and  we  are  looking  forward  to  doing 
this  again. 
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Successful  memagement  of 
the  patient  with  chronic  poly- 
arthritis depends  upon  recog- 
nition by  the  physician  of  the  complex  inter- 
relationship between  active  articular  de- 
struction, systemic  illness  and  the  inevitable 
response  of  any  patient  to  a debilitating 
disease.  Unlike  most  acute  medical  problems, 
rheumatoid  arthritis  is  not  one  brief  en- 
counter with  an  illness  which  either  responds 
to  appropriate  therapy  or  not.  It  rather 
demands  a change  in  the  patient’s  goals  and 
life  style  and  often  his  self  image.  Because  it 
is  a disease  which  waxes  and  wanes,  often 
without  explanation,  the  patient  may  attri- 
bute newly  found  symptoms  to  a host  of 
unlikely  causes.  By  the  same  token,  minor 
chEmges  in  drug  therapy  often  elicit  sub- 
jective improvement  out  of  edl  proportion  to 
the  treatment.  Given  this  set  of  circum- 
stances, it  is  not  surprising  that  patients 
become  disenchanted  with  current  methods 
of  treatment  and  that  physicians  largely 
avoid  entering  into  the  necessary  emotional 
contact  that  defines  the  patient-doctor  rela- 
tionship in  long  term  management  of  this 
disease. 

Rheumatoid  arthritis  is  a systemic  disease. 
Awareness  by  the  practicing  physician  of 
subtle  changes  in  the  patient’s  well  being 
frequently  leads  to  a suspicion  of  inflam- 
matory arthritis  long  before  there  is  labora- 
tory confirmation  or  obvious  articular  swell- 
ing. Often  the  patient  complains  of  mild 
morning  stiffness,  fatigue,  and  gradual 
weight  loss,  with  only  occasional  arthralgias. 
Slight  fever  is  not  unconrunon  and  tends  to 
occur  in  the  evening.  High  spiking  fever  is 
unusual  in  adults,  but  an  illness  resembling 
juvenile  Still’s  disease  has  been  described  in 
adult  onset  rheumatoid  arthritis  and  must 
be  differentiated  from  other  febrile  diseases. 


Characteristically,  morning  stiffness  wemes 
through  the  day,  but  recurrence  of  stiffness 
occurs  as  the  patient  relzixes  for  the  evening. 

At  this  stage,  fleeting  eirthralgias  may  be 
the  only  clue  to  em  underlying  connective 
tissue  disorder.  Forefoot  pain  is  character- 
istic, although  synovial  thickening  is  no- 
toriously difficult  to  detect  even  in  well 
advanced  cases.  Mild  synovied  proliferation  at 
the  wrists,  proximal  interphalangead  joints 
and  knees  is  more  easily  demonstrated. 
Small  amounts  of  intraarticular  fluid  ac- 
cumulation in  the  knees  causes  a positive 
bulge  sign  emd  analysis  of  this  fluid  is  crucial 
in  deciding  whether  the  patient  has  evidence 
of  inflammation  as  joints  previously  damaged 
by  osteoarthritis  may  become  involved  in  a 
superimposed  process.  Gelling  of  inflammed 
joints  results  in  rest  pain  and  whereas 
mechanically  daunaged  joints  are  painful  on 
weight  bearing  or  use,  mild  limbering  up 
exercises  may  restore  normal  joint  mobility 
to  those  that  are  chronically  inflammed. 
Splinting  of  involved  joints  results  in  sur- 
rounding muscle  weakness  and  it  is  common 
to  see  striking  atrophy  of  the  quadraceps 
mechanism  even  with  disease  of  short  dura- 
tion. Synovial  proliferation  at  the  wrists  may 
result  in  entrapment  of  the  median  nerve 
and  symptoms  of  the  carpal  tunnel  syn- 
drome. Less  often,  the  tarsal  tunnel  at 
the  ankle  is  compressed,  causing  painful 
paresthesias  in  the  distribution  of  the  pos- 
terior tibial  nerve.  Awareness  of  these 
neurologic  complications  may  prevent  muscle 
degeneration  if  treated  promptly.  Late  stage 
involvement  of  the  cervical  spine  may  allow 
atlanto-axial  subluxation  to  compress  the 
spinal  cord  and  may  require  bracing  or 
surgical  fusion.  Invasion  of  tendons  by 
proliferating  synovium  may  cause  rupture  or 
triggering.  Synovial  cysts  occur  commonly  in 
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the  popliteal  space  and  may  rupture  or 
dissect  in  the  calf.  Rheumatoid  nodules 
occurring  over  pressure  points  may  become 
secondarily  infected  and  require  excision. 

Extraarticular  manifestations  of  rheuma- 
toid arthritis  complicate  the  illness  and  may 
cause  serious  or  even  lethal  sequalae.  Most 
common  is  eye  involvement  by  the  sicca 
syndrome.  Artificial  replacement  of  tears  and 
adequate  protection  of  the  eyes  are  manda- 
tory to  prevent  corneal  abrasion  and  infec- 
tion. Scleral  nodules  may  perforate  the  globe 
if  left  unattended  and  require  careful  oph- 
thalmologic followup.  Pulmonary  involvement 
by  rheumatoid  nodules  must  be  dif- 
ferentiated from  other  lesions  occurring  in 
the  chest  but  once  diagnosed,  need  little 
care.  Likewise,  Felty’s  syndrome  usually 
constitutes  only  a hematologic  abnormality, 
but  if  neutropenia  is  severe,  susceptibility  to 
infection  may  be  encountered  and  splenec- 
tomy required.  Pleural  and  pericardial  ef- 
fusion occur  in  well  established  disease. 
Pericardial  tamponade  may  present  as  an 
emergency  and  require  rapid  pericardio- 
centesis and  the  creation  of  a pericardial 
window  surgically.  Hypocomplementemic  di- 
sease results  in  vasculitis  with  infarction  of 
skin  and  peripheral  nerves  and  is  the  most 
difficult  complication  to  treat  effectively. 
Raynaud’s  phenomenon,  may  likewise  result 
in  the  ischemic  ulceration  of  fingertips. 

Essential  to  management  of  the  rheuma- 
toid patient  is  an  understanding  of  the  daily 
patterns  of  his  or  her  life.  A farmer  whose 
livelihood  depends  upon  manual  labor  will 
experience  more  joint  destruction  particular- 
ly during  the  active  mfl2unmatory  phase  of 
his  disease  than  the  accountant  who  sits 
behind  a desk.  Mothers  with  dependent 
children  will  find  it  difficult  to  obtain  the 
needed  rest  required  in  the  management  of 
her  illness.  Formerly  self-assured  civic  lead- 
ers invariably  suffer  a decline  in  self  image 
with  the  onset  of  joint  deformity.  Thus 
emotional  factors  begin  to  emerge  and  must 
be  dealt  with  honestly  and  openly.  Prior  to 
the  initiation  of  any  therapeutic  program,  the 
physician  should  understand  the  patient’s 
goals  and  objectives  so  that  appropriate 
regimen  can  be  tailored  to  the  patient’s 
needs.  Once  the  diagnosis  of  rheumatoid 
arthritis  if  confirmed  or  suspected,  a basic 


program  of  therapy  can  be  instituted.  Ade- 
quate rest  is  imperative  and  the  patient 
should  be  urged  to  obtain  at  least  ten  hours 
sleep  per  night  as  well  as  an  afternoon  nap. 
Active  and  passive  exercises  for  involved 
joints  with  moist  heat  treatment  is  well 
tolerated  and  serves  to  prevent  flexion 
contractures.  Night  time  rest  splints  offer 
protection  for  involved  joints.  Metatarsal 
bars  alleviate  forefoot  discomfort  in  early 
stages  of  the  disease,  but  later  on  patients 
with  marked  forefoot  deformities  may  require 
specially  fitted  space  shoes.  Isometric  exer- 
cises serve  to  prevent  quadraceps  atrophy  in 
patients  with  knee  involvement. 

Modification  of  the  inflammatory  response 
by  drug  therapy  can  be  monitored  effectively 
by  utlizing  specific  laboratory  and  clinical 
parameters.  Active  infleunmation  results  in 
mild  anemia  which  is  largely  refractory  to 
hematinics.  The  sedimentation  rate  is  ele- 
vated early  on  and  serves  as  an  excellent 
predictor  of  response  to  therapy.  Serial 
quantitation  of  the  rheumatoid  factor  is  often 
helpful  and  complete  remission  of  the  disease 
may  be  heralded  by  disappearance  in  the 
serum  of  this  abnormality.  Similarly,  high 
levels  of  immunoglobulin  G and  M may 
decline  with  therapy  and  eventually  nor- 
malize. Estimating  the  number  of  painful  and 
swollen  joints,  quantitation  of  the  grip 
strength,  noting  the  time  necessary  to  walk 
15  meters  and  assessing  the  duration  of 
morning  stiffness  all  closely  reflect  the 
patient’s  response  to  treatment. 

Salicylates  remain  the  cornerstone  of  drug 
therapy  for  rheumatoid  arthritis.  Buffered 
products  given  in  therapeutic  dosage  are 
usually  well  tolerated.  A plasma  level  of 
20-25  mg  percent  is  optimal,  although  oc- 
casionally tinnitus  and  reversible  hearing 
loss  require  lowering  of  the  dosage.  Anti- 
coagulants can  be  given  concommitantly  so 
long  as  the  prothrombin  time  is  closely 
monitored.  Gastrointestinal  toxicity  can 
usually  be  avoided  if  salicylates  are  given 
with  meals  or  additional  antacids.  These 
agents  should  be  avoided  in  patients  with 
known  peptic  ulcer  disease,  especially  those 
in  whom  gastrointestinal  bleeding  has  oc- 
curred. True  allergy  to  salicylates  is  rare, 
but  has  been  found  in  patients  with  a triad  of 
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nasal  polyps,  urticaria  and  angioneurotic 
edema. 

The  recent  introduction  of  newer  non- 
steroidal antiinflammatory  drugs  has  added  a 
new  dimension  to  the  treatment  of  rheuma- 
toid arthritis.  Three  propionic  acid  deriva- 
tives, Naprosyn,  Motrin  and  Nalfon  are 
currently  available  in  the  United  States  and 
proquazone  (Barsan),  a neutral  propionate  is 
now  undergoing  final  clinical  trials.  Tolectin, 
a pyrrole  derivative  similar  to  Indocin,  is 
also  currently  available.  All  have  antipyretic, 
analgesic  and  antiinflammatory  properties 
comparable  to  aspirin.  Side  effects  are  less 
common  and  in  particular  gasto  intestinal 
blood  loss  is  less  frequent.  Tinnitus,  head- 
ache, drug  rash,  dyspepsia  and  peripheral 
edema  may  occur  but  seldom  lead  to  dis- 
continuation of  therapy.  Potential  drug  inter- 
actions have  been  observed  and  may  result 
in  prolonged  prothrombin  times  in  patients 
on  anticoagulant  drugs,  hypoglycemia  in 
patients  taking  sulfonylurea  compounds  and 
drowsiness  and  ataxia  in  patients  on  diphenyl- 
hydantoins.  The  mechanism  of  action  of  these 
drugs  is  poorly  understood,  but  at  least  part 
of  their  antiinflammatory  effect  is  mediated 
by  inhibition  of  prostaglandin  synthesis.  All 
are  readily  absorbed  by  the  gastrointestinal 
tract  tightly  bound  to  plasma  proteins  and 
excreted  largely  unchanged  in  the  urine. 
Naprosyn  has  the  advantage  of  a long  serum 
half  life  of  13  hours  allowing  twice  daily 
dosage  and  greater  patient  compliance.  The 
others  are  shorter  acting  and  require  four 
equally  divided  doses.  Because  of  their 
binding  to  plasma  proteins,  several  weeks 
may  be  required  to  obtain  a maximal 
response.  Concommitant  salicylate  adminis- 
tration may  lower  the  blood  levels  of 
nonsteroidal  agents  but  gold  salts  and  pen- 
icillamine may  be  added  safely. 

Indocin  and  Butazolidin  oie  best  reserved 
for  the  rheumatoid  variants,  acute  gout,  and 
osteoarthritis  of  the  hips.  Gastric  intolerance 
is  more  common  and  Butazolidin  has  the 
additional  advantage  of  bone  marrow  sup- 
pression and  marked  fluid  retention.  They 
are  seldom  indicated  in  the  long  term 
management  of  rheumatoid  arthritis. 

Antimalarial  drugs  are  thought  to  stabilize 
lysosomal  enzymes  and  have  long  been  used 


in  systemic  lupus  erythematosus.  They  are 
weak  antiinflammatory  agents  which  have  a 
cumulative  effect  with  delayed  onset  of 
action.  Up  to  six  months  may  elapse  before  a 
clinical  response  is  noted.  Side  effects  are 
uncommon  but  potentially  serious.  Macular 
pigmentation  may  occur  and  progress  to 
blindness  even  after  therapy  has  stopped.  A 
baseline  ophthalmologic  examination  is  man- 
datory with  particular  attention  to  the  visual 
fields  and  is  repeated  at  six  monthly  inter- 
veds.  Rarely  a proximed  myopathy  may  occur 
and  cause  weakness  of  the  shoulder  and 
pelvic  girdles.  The  drug  should  be  avoided  in 
patients  with  psoriasis  as  hyperpigmentation 
and  occasional  severe  skin  rashes  may  occur. 

In  the  patient  with  persistently  active 
polyarthritis  despite  the  use  of  salicylates  or 
nonsteroidal  antiinflammatory  drugs,  low 
dosage  corticosteroids  may  be  safely  added 
to  the  therapeutic  program  provided  the 
dosage  is  kept  low.  This  may  be  particularly 
advantageous  while  awaiting  a response  from 
antimalarials,  gold  salts,  penicdlimine  or 
immunosuppressives.  Alternate  day  therapy 
is  seldom  effective  in  alleviating  symptoms  in 
rheumatoid  arthritis  but  is  of  course  pre- 
ferable if  tolerated.  In  general  a dosage  of 
7.5  milligrams  per  day  or  less  of  prednisone 
is  effective  and  leads  to  few  side  effects. 
Gradual  reduction  is  attempted  as  the  di- 
sease comes  under  control  and  gradually  an 
attempt  is  made  to  wean  patients  off 
corticosteroids  altogether.  Intraarticular  in- 
jection of  joints  with  a long  acting  steroid 
preparation  is  effective  when  a patient  has 
only  a few  involved  joints  or  when  one  joint 
flares.  Repeated  injections  can  lead  to  asep- 
tic necrosis  of  bone  and  infection  is  a 
constant  risk.  Hypocomplementemic  disease 
with  vasculitis  responds  to  a temporary 
increase  in  dosage  of  steroids.  The  common 
side  effects  of  steroids  occur  predictively  at  a 
dosage  higher  than  7.5  milligrams  per  day. 
Hemorrhagic  gastritis  and  peptic  ulcer  di- 
sease are  probably  seen  more  frequently  in 
patients  with  rheumatoid  arthritis  because  of 
concommitent  usage  of  other  ulcerogenic 
antiinflammatory  agents.  Prior  to  any  general 
anesthetic  and  in  the  event  of  superimposed 
acute  illness,  all  patients  taking  cortico- 
steroids should  be  supplemented  with  paren- 
teral cortisone  preparations. 
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Gold  salts  are  capable  of  partially  or 
completing  suppressing  rheumatoid  arthritis 
in  about  60%  of  the  patients.  Unlike  anti- 
inflammatory drugs  which  modify  the  in- 
flammatory response,  chrysotherapy  is 
thought  to  interfere  with  the  immune  mech- 
anism is  some  unknown  way,  such  that  some 
patients  require  no  additional  agents  other 
than  a maintenance  injection  of  gold  salts 
once  remission  has  occurred.  Only  patients 
with  evidence  of  active  polyarthritis  are 
candidates  for  this  form  of  therapy  and  it  is 
contraindicated  in  burned  out  disease.  Week- 
ly injections  are  given  until  a dosage  of 
600-1,000  milligrams  is  attained  and  subse- 
quently the  frequency  of  injections  is 
lengthened  to  monthly  intervals.  Careful 
laboratory  monitoring  is  essential  and  a 
complete  blood  count,  platelet  estimate  and 
urinalysis  are  obtained  prior  to  each  injec- 
tion. A sudden  precipitious  drop  in  platelet 
count  may  occur  in  isolated  cases  of  aplastic 
anemia  and  sustained  granulocytopenia  has 
been  observed.  Significant  proteinuria  pre- 
cludes further  treatment  as  a nephrotic 
syndrome  may  occur.  Rarely  hepatic  enzyme 
changes  are  found  and  hepatitis  has  been 
documented.  Pruritis  demands  temporary 
cessation  of  therapy,  although  some  patients 
can  be  maintained  on  a lower  dosage 
once  the  skin  symptoms  clear.  Exfoliative 
dermatitis  may  require  high  dosage  steroid 
treatment  and  is  a definite  contraindication 
to  further  chrysotherapy.  Serum  gold  levels 
have  not  been  found  useful  in  predicting  a 
clinical  response  perhaps  due  to  differing 
degrees  of  protein  binding  and  are  not 
currently  recommended. 

The  status  of  immunosuppressive  agents  in 
the  treatment  of  rheumatoid  arthritis  is 
presently  unclear.  Although  there  is  some 
accumulated  evidence  which  attests  to  their 
effectiveness,  the  myriad  of  complications 
arising  from  their  usage  relegates  them 
currently  to  experimented  protocols.  The 


eventual  risk  of  neoplasia  is  documented  as 
experience  with  these  drugs  lengthens. 

Recent  clinical  trials  here  and  abroad 
suggest  that  D-Penicillamine  is  effective  in 
producing  a sustained  remission  in  rheuma- 
toid arthritis.  Effects  are  delayed  for  several 
months  and  careful  laboratory  monitoring  is 
essential.  Once  thought  to  be  relatively  free 
from  side  effects,  the  drug  has  been  found  to 
produce  an  immune  complex  nephropathy, 
severe  skin  rash,  stomatitis,  thrombocyto- 
penia, nausea,  neonatal  abnormalities  and  a 
peculiar  alteration  of  taste.  Recently  a go 
low,  go  slow”  regimen  has  circumvented 
many  of  these  difficulties  but  exact  main- 
tenance dosage  has  not  yet  been  ascertained. 

Finally,  properly  timed  orthepedic  surgical 
procedures  can  prevent  articular  damage  and 
soft  tissue  injury.  Synovectomy  of  the  knee 
and  wrists  has  been  shown  to  delay  the 
inevitable  joint  destruction  that  accompanies 
pannus  formation.  Release  of  trigger  fingers 
prevents  tendon  rupture  and  excision  of 
inflammed  synovium  around  an  entrapped 
nerve  salvages  muscule  integrity.  Removal  of 
popliteal  cysts  with  -simultaneous  knee  syno- 
vectomy prevents  painful  dissection  or  rup- 
ture into  the  calf.  Total  joint  replacement  for 
the  irreparably  damaged  joint  has  given  new 
hope  to  thousands  of  arthritics. 

The  total  management  of  the  rheumatoid 
patient  depends  upon  solid  knowledge  of 
available  modalities  of  therapy  combined 
with  compassion  for  the  person  afflicted.  In 
perhaps  no  other  illness  is  the  doctor-patient 
relationship  so  important.  Recent  advances 
have  revolutionized  the  treatment  of  rheu- 
matoid arthritis.  Despite  these  strides,  the 
spas  and  “miracle  cures”  continue  to  thrive 
because  of  misunderstanding  concerning  the 
nature  of  this  affliction.  Hopefully  better 
public  education  along  with  a concerted 
effort  by  the  medical  profession,  will  result 
in  improved  care  for  the  arthritic  patient. 
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Court-Committed  Alcoholics 


INTRODUCTION 

CIVIL  commitment  of  the  men- 
tally ill  to  psychiatric  facilities 
for  involuntary  treatment  is 
increasingly  being  challenged  by  critics  both 
within  and  outside  the  field  of  psychiatry. 
The  nature  of  this  criticism  is  concerned 
primarily  with  human  and  legal  rights  of  the 
individual. ‘ These  critics  state  that  only 
dangerousness  to  others  justifies  involuntary 
commitment.  Other  members  of  the  com- 
munity cannot  enforce  treatment  against  the 
individual’s  will  for  his  own  good,  either 
physical  or  moral.  No  amount  of  concern  for 
his  welfare  is  sufficient  reason  to  deprive 
such  an  individual  of  his  freedom.^ 

The  concept  of  dangerousness  at  present  is 
vaguely  defined  and  more  difficult  to  predict. 
The  alcoholic  cannot  be  argued  to  be  a 
dangerous  person  on  the  basis  that  continu- 
ation of  his  drinking  may  result  in  physical 
and  emotional  damage  to  himself  and  others 
in  the  immediate  future. 

The  present  study  examines  the  treatment 
outcome  over  a period  of  three  years  for  74 
alcoholics  who  were  court  committed  to  the 
Veterans  Administration  Hospital,  Lincoln, 
Nebraska,  for  treatment.  This  group  of 
alcoholics  is  compared  with  a random  sample 
of  patients  undergoing  treatment  for  al- 
coholism during  this  period,  including  com- 
mitted patients.  The  random  sample  con- 
sisted of  75  patients. 

COLLECTION  OF  DATA 
The  data  in  this  study  consist  of  four 
measures  on  each  of  the  two  groups  — the 
Minnesota  Multphasic  Personality  Inventory 
(MMPI),  ratings  by  staff  members  on  how 
well  patients  did  in  treatment,  the  drinking 
status  of  the  patients  at  the  time  of 
collection  of  the  data,  and  ratings  by  staff 
members  of  the  length  of  time  spent  with 
each  patient  while  in  inpatient  treatment.  All 
ratings  were  done  at  the  same  time  so  that 
the  ratings  of  improvement  during  treatment 
and  amount  of  time  spent  were  retro- 
spective. Where  the  staff  did  not  remember 
patients  well  enough  to  make  ratings,  ratings 
were  not  included. 
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The  MMPI  test  was  given  to  all  patients 
prior  to  their  starting  treatment. 

The  rating  scale  for  improvement  used 
during  inpatient  treatment  was:  no  improve- 
ment and  no  desire  for  sobriety;  desire  for 
sobriety  but  no  other  improvement:  desire 
for  sobriety  and  awareness  of  problems 
related  to  drinking;  desire  for  sobriety, 
awareness  of  problems,  and  plans  for  dealing 
with  these  problems;  and  desire  for  sobriety, 
awareness  of  problems,  plans  for  dealing 
with  these  problems,  and  changes  in  attitude 
or  behavior  so  that  some  of  the  problems  are 
solved. 

The  rating  of  length  of  time  spent  by  the 
staff  with  each  patient  was:  less  than 

average;  average:  above  average:  and  an 
excessive  amount  of  time.  The  average 
amount  of  time  spent  with  each  patient 
included  one-half  hour  of  multidisciplinary 
evaluation  and  planning  per  week.  Those 
who  took  less  than  the  average  amount  of 
time  did  not  make  full  use  of  the  treatment 
opportunities  and  did  not  require  this  weekly 
one-half  hour  of  multidisciplinary  planning. 
The  patients  in  the  above  average  category 
involved  one  hour  to  one  and  one-half  hours 
of  evaluation  and  planning  per  week.  Those 
patients  rated  as  having  utilized  an  excessive 
amount  of  time  needed  two  to  three  hours 
per  week  of  evaluation  and  planning,  includ- 
ing crisis  intervention,  coordination  of  treat- 
ment with  relatives,  employers  and  other 
community  agencies. 
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Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 

Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic: 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


70%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
§ • State  Museum 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  I).  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  and  Mrs.  Thomas  Surber 

Dr.  J.  L.  Greenwood 

Dr.  and  Mrs.  R.  H.  Mclntire 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Thomas  Jenkins 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  and  Mrs.  Richard  B.  Wilson 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  F'red  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  J.  R.  Schenken 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  I.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 


(Continued) 
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OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 

Dr.  and  Mrs.  John  L.  Gordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David.  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  A.  J.  Yonkers 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  .Maurice  Frazer 
Dr.  and  .Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott.  Jr. 

Dr.  and  Mrs.  R.  H Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 


Dodge  County  Medical  Auxiliary 
Northwest  Medical  Auxiliary 
Burt-Washington  County  Medical 
Auxiliary 

Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

70%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!!  Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 


University  of  Nebraska!  I 
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In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $. 
development  and  maintenance  of  the  Health  Galleries. 


for  the 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address:  

County  Medical  Society  — 

For  my  pledge  please  send  reminders Annually  Seml-annual!y  Quarterly 

■k  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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The  Letter  Box 


Dear  Dr.  Cole: 

Perhaps  your  readers  would  be  interested 
in  a brief  summary  of  the  status  of  the 
Vietnamese  physician  in  Nebraska.  I have 
enclosed  one. 

Sincerely, 

Margaret  E.  Faithe,  M.D. 

Professor 
Family  Practice 

UPDATE:  VITENAMESE  PHYSICIANS 
December  1978 

In  May  of  1975  28  Vietnamese  physicians 
arrived  in  Nebraska,  sponsored  by  21  Ne- 
braska communities.  This  project  involved  a 
statewide  effort  of  the  local  communities,  the 
State  Legislature,  The  Health  Department, 
NPPD,  two  universities,  the  Omaha  Public 
School  System  and  physicians  all  over  the 
state.  As  of  December  1978  most  of  these 
physicians  are  in  practice  in  Nebraska. 


In  practice: 

Bao  H.  Vu  Wymore 

Van  Bang  Nguyen  Ravenna 

Tu  Bang  Nguyen Ponca 

Dan  Nguyen  Bridgeport 

Due  Diem  Nguyen  Bridgeport 

Dung  V.  Le  Ashland 

Khang  V.  Tran  Sutherland 

Long  T.  Vu  Humboldt 

Luu  Phoung  T.  Pham  Wymore 

Hieu  L.  Nguyen  Shelton 

Tien  H.  Nguyen  Laurel 

Van  T.  Tran  Auburn 

Truong  Q.  Do  Spaulding 

Tuong  D.Pham  Sutherland 


To  the  Editor: 

The  Hematology  Division  is  cooperating 
with  the  National  Hemophilia  Foundation  in 
its  effort  to  identify  hemophiliacs  in  the 
State  of  Nebraska,  and  to  give  them  an 
opportunity  to  participate  in  the  develop- 
ment of  a National  Hemophilia  Registry.  This 
registry  will  be  a confidential  census  of  all 
U.S.  hemophiliacs,  to  create  the  first  nation 
wide  base  of  data  about  hemophilia  in  the 
United  States.  This  Registry  will  enable  the 
Hemophilia  Foundation  to  address  significant 
questions  which  are  now  unanswered,  such 
as  the  total  number  of  hemophiliacs,  the  type 
of  the  specific  disorder,  age  distribution,  the 
cost  of  treatment,  etc.  The  data  will  be  kept 
in  the  strictest  confidence  by  the  National 
Hemophilia  Foundation,  and  the  names  and 
addresses  of  patients  are  not  to  be  released. 

The  information  obtained  by  the  National 
Hemophilia  Foundation  will  not  only  provide 
new  data  about  hemophilia,  but  the  Founda- 
tion will  keep  individual  patients  informed 
about  new  research  breakthroughs,  the 
sources  of  potential  financial  aid,  the  latest 
developments  in  treatment  and  other  per- 
tinent information.  If  you  would  approve,  I 
believe  that  this  would  be  a useful  item  of 
information  to  publish  in  the  Nebraska 
Medical  Journal,  so  that  physicians  could  so 
inform  their  patients.  If  the  patients  wish  to 
register  with  the  foundation,  they  can  re- 
ceive a confidential  NHF  registry  form  from 
us. 

Sincerely  yours, 

Richard  B.  Davis,  M.D. 


Van  T.  Nguyen  Beatrice 

Trinh  Quang  Vinh  Ashland 

Kim  Chi  T.  Tran Clay  Center 

Cat  D.  Nguyen  Humboldt 

Five  in  residencies: 

2 Pediatrics  at  Creighton 
1 Pathology  at  Creighton 
1 Family  Practice  at  UNMC 
1 Rotating  Internship  at  Detroit 

Two  have  left  the  state. 


Professor  of  Medicine  and  Pathology 
Director,  Hematology  Division 
Univ.  of  Nebr.  Medical  Center 
42nd  and  Dewey  Ave. 

Omaha,  Nebraska  68105 
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n pharyngitis  a^^'tonsiiiitis 

...prompt  ternporary  relief 
of  pain  even  before 
patients  leave 
your  office. 


ven  Anesthetic 
ctiveness 

ing  the  throat  with  CEPASTAT 
i soothing  relief  within  minutes. 
)atients  will  appreciate  this  relief 
waiting  for  therapeutic  measures 
5 hold.  The  well-established 
letic  effects  of  CEPASTAT  pro- 
oothing  temporary  anesthesia  to 
itated  or  inflamed  oropharyngeal 
sa. 

•ASTAT  in  your 
tment  room  . . . 

as  a spray,  CEPASTAT  is  more 
jto  deliver  the  most  relief  to  the 
il  area  of  the  throat. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL  NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215 


relief  of  minor 
sore  throat  when 
patients  want  it . . 


.0^ 


CEPASTAT 

mouthwash/gargle/sore 
throat  lozenges 

Merrell 


sea 


0<*'* 


\VOC-^^ 


(PoW 

\ \ Each  gram 

^ contains:  Aerosporin* 

(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs:  In  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  pacirets. 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns.  sIrin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 


CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  In  the  external  ear  canal  if  the  eardrum  is  perforated 


secondary 

infection  in  the  chronx 
dermatoses,  it  should  be  borne  I 
mind  that  the  skin  is  more  liable  to  becon 
sensitized  to  many  substances,  including  neomycin 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  faili 
to  heal.  During  long-term  use  of  neomycin-contalni'  . 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontn 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avokk 
lor  that  patient  thereafter. 


INDICATIONS;  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  (or  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (Impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  Is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 


PRECAUTIONS:  As  with  other  antibacterial  prepi 
tions,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Including  fungi. 
Appropriate  measures  should  be  taken  if  this  oocui 


ADVERSE  REACTIONS:  Neomycin  Is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reportec 
(see  Warning  section). 


When  using  neomycin-containing  products  to  control 


Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


Between  Cases 


The  Diagnosis. 

Traumatic  subarachnoid  hemorrhoids. 

Heard  On  TV. 

It’s  been  brandied  about. 

Words  I Can  Do  Without. 

Name  of  the  game,  they  came  to  play,  we 
thought  you’d  like  to  know,  adjunct, 
provender,  pragmatic. 

Section  On  Dolorology. 

He  has  onset  in  the  body  of  lancing  of  the 
pain. 

Stabbing  pain,  I think. 


Epilepsy  Department. 

Julius  Caesar 
Alexander  the  Great 
Dostoyevsky 
They  all  had  it. 

Quote  Unquote. 

Yesterday’s  statistics  prove  the  exact 
opposite  of  yours.  How  do  you  account  for 
it?  So  be  it,  your  Honor,  but  y’see, 
yesterday’s  statistics  were  compiled  for  an 
entirely  different  purpose. 

From  Bless  Me,  Father,  by  Neil  Boyd. 

Genitourinary  Section. 

The  bladder  is  the  mirror  of  the  soul. 
Chinese  proverb. 


Department  Of  Anatomy,  Spelling,  & Church. 
Upper  lumber  pain  just  below  scapular. 

Diagnosis  Department. 

General  absence  of  the  right  kidney  and 
ureter. 

Veterinary  Division. 

A deer  has  no  gallbladder. 


On  Definitions. 

False  doctrine:  giving  people  the  wrong 
medicine. 


On  Medicine. 

The  practice  of  medicine  is  an  art,  based 
on  science. 

Osier. 

On  Sampling  And  Research. 

Next  time  the  doctor  wants  to  make  a 
blood  test,  don’t  let  him  take  just  that 
smear  — make  him  take  all  of  it. 

DeAndrea:  Killed  in  the  ratings. 

Department  Of  Eggs  & Cholesterol. 

How  many  chickens  have  coronaries? 

Anon. 


-F.C. 


Welcome  New  Members 

Ann  Lott,  M.D. 

600  North  Cotner 
Lincoln,  Nebraska  68505 


February  1979 


Nebraska  Medical  Journal 


55 


Our  Medical  Schools 


The  University  of  Nebraska  Medical 
Center’s  Center  for  Continuing  Education 
has  scheduled  several  courses  for  early  1979. 

1.  A course  in  fetal  assessment  will  be 
held  February  28  at  the  Holiday  Inn  West  in 
Omaha.  Cosponsor  is  the  Nebraska  Perinatal 
Society. 

2.  On  March  1 and  2 the  annual  course  in 
obstetrics  and  gynecology  will  be  presented 

Mcdicinews 

Coronary  care  and  the  practicing  physician; 
February  14,  15,  & 16,  1978;  at  The  Boys 
Town  Center  for  the  Study  of  Youth  Devel- 
opment, Boys  Town,  Nebraska;  sponsored  by 
Creighton  University  School  of  Medicine. 
Continuing  education  credits:  21.5  AMA,  21.5 
AAFP;  Cost:  $175.00;  Registration  deadline: 
February  7,  1979.  Write  to:  Creighton  Uni- 
versit}"  School  of  Medicine,  Continuing  Med- 
ical Education,  Omaha,  Nebraska  68178. 

Physicians'  Classified  — 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

OFFICE  & EQUIPMENT  AVAILABLE  to 
physician  wanting  to  set  up  practice.  Will  intro- 
duce. Contact;  R.  W.  Karrer,  M.D.,  15  East  18th 
Street,  Scottsbluff,  Nebraska  69361. 

FOR  SALE.  X-Ray  Unit  complete  — General 
Electric  Maxicon  diagnostic  table  with  table 
mounted  tube  stand.  X-Ray  Unit  G.E.  Model  R-6 
with  Model  LWRT  Coolidge  Rotating  Anode 
X-Ray  Tube,  X-Ray  Shield  and  other  accessories. 
All  equipment  in  excellent  condition.  Price 
negotiable,  contact  Herb  Ridgley,  (402)  498-1217. 

MEDICAL  DIRECTOR  — General  practitioner 
to  perform  general  examination,  care,  and  treat- 
ment of  patients  at  state  psychiatric  hospital. 
Forty-hour  week  with  rotating  on-call  duty.  No 
surgery.  Starting  salary  of  $41,000  to  $45,000, 
depending  on  experience.  Excellent  benefits. 
Contact:  II.  D.  Herrick,  M.D.,  Superintendent, 
Norfolk  Regional  Center,  Box  1209,  Norfolk, 
Nebraska  68701.  Call  Collect:  402-371-4343. 


at  the  Holiday  Inn  West.  Cosponsor  is  the 
Creighton  University  School  of  Medicine. 

3.  The  family  practice  review  program  will 
be  presented  in  the  Center  for  Continuing 
Education  February  12-23. 

4.  The  annual  course  on  diabetes  mellitus 
will  be  presented  March  29  and  30  in  the 
Center  for  Continuing  Education. 


Neonatology  for  everyone,  a multispecialty 
problem;  February  2-3,  1979;  at  Boys  Town 
Institute  for  Communication  Disorders  in 
Children,  Omaha,  Nebraska;  sponsored  by 
Creighton  University  School  of  Medicine. 
Continuing  education  credits:  10*/2  AMA 

Category  1;  cost:  $100.00;  registration  dead- 
line: January  26,  1979.  Write  to:  Creighton 
University  School  of  Medicine,  Continuing 
Medical  Education,  Omaha,  Nebraska  68178. 


DESIRE  YOUNG  MAN  to  associate  in  long 
established  two-man  general  practice  clinic  with 
the  purpose  of  eventually  taking  over  entire 
practice.  Terms  negotiable.  Available  immediate- 
ly. Contact  Dr.  P.  D.  Marx,  (402)  474-6672,  Lin- 
coln, Nebraska. 

NEBRASKA;  New  Hospital  Emergency  De- 
partment ready  to  expand  to  full  time  coverage. 
Hours  Monday-Friday;  no  weekends.  Two  phy- 
sicians needed  for  week  day/night  Emergency 
Department  coverage.  Excellent  Income  plus 
benefits.  Contact:  Box  »65,  NEBRASKA  MEDI- 
CAL JOURNAL,  1512  First  National  Bank  Build- 
ing, Lincoln,  Nebraska  68508. 


PSYCHIATRIC  RESIDENCY:  Immediate 

vacancies  for  PG2  through  PG4  through  July  1, 
1979.  Those  eligible  for  an  Iowa  Residents  license 
via  the  ECFMG  receive  stipends  of:  1st  year, 
$21,294;  2nd  year,  $22,360;  3rd  year,  $23,478, 
Those  eligible  for  a regular  Iowa  license  via 
FLEX  or  reciprocity  receive  stipends  of:  1st 
year,  $23,478;  2nd  year,  $24,648;  3rd  year, 
$25,896.  T.  B.  McManus,  M.D.,  Superintendent, 
Mental  Health  Institute,  Cherokee,  Iowa  51012. 
Call  Collect  712-225-2594.  Equal  Opportunity 
Flmployer. 
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Coming  Meetings 


PRACTICAL  INTERNAL  MEDICINE  FOR 
THE  PRACTITIONERS  - March  30-31, 
1979;  Ochsner  Medical  Institutions; 
Monroe  Hall.  Physician’s  registration  fee  is 
$110.00.  Resident’s  fee  is  $55.00.  Credit  — 
As  an  organization  accredited  for  contin- 
uing medical  education,  the  Alton  Ochsner 
Medical  Foundation  certifies  that  this  con- 
tinuing medical  education  activity  meets 
the  criteria  for  twelve  credit  hours  in 
Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Associa- 
tion. Also  approved  for  twelve  elective 
hours  by  the  American  Academy  of  Family 
Physicians.  Write  to:  Continuing  Educa- 
tion, Alton  Ochsner  Medical  Foundation, 
1516  Jefferson  Highway,  New  Orleans,  LA 
70121. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  29  - May  2,  1979, 
Holiday  Inn,  Kearney,  Nebraska. 

2ND  INTERNATIONAL  CLINICAL  GEN- 
ETICS SEMINAR  on  Management  of 
Genetic  Disorders,  under  the  auspices  of 
the  International  College  of  Pediatrics 
organized  by  the  Second  Department  of 
Pediatrics,  University  of  Athens,  June  4-7, 
1979,  Athens,  Greece.  Write  to:  Dr.  C. 
Bartsocas,  Second  Department  of  Pedi- 
atrics, University  of  Athens,  P.O.  Box 
3064,  Ambelokipoi,  Athens,  Greece. 


ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY  — The  Forteenth  Annual  Meet- 
ing will  be  held  at  the  Jackson  Lake 
Lodge,  Jackson  Hole,  Wyoming,  June 
13-17,  1979.  Write  to:  Ralph  J.  Kaplan, 
M.D.,  Secretary,  University  of  Oklahoma 
Health  Sciences  Center,  P.O.  Box  25606, 
Oklahoma  City,  OK  73125. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  July  22-26,  1979, 

Chicago,  Illinois. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session, , House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 

Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15. 
1980,  San  Antonio,  Texas. 


CRIPPLED  CHILDREN  CLINICS  - 

February  10  — Scottsbluff,  West  Nebraska 

Hospital  North 
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efore  prescribing,  please  consult  complete  product  information,  a 
jmmary  of  which  follows: 

he  effectiveness  of  Valium  (diazepam)  m long-term  use,  that  is,  more  than 
months,  has  not  been  assessed  by  systematic  clinical  studies  The 
lysician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
dividual  patient 

ontraindications:  Tablets  in  children  under  6 months  of  age,  known 
'persensitivity,  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
th  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
arnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
ipations  requiring  complete  mental  alertness  (e  g . operating  machinery, 
iving)  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
ive  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
jdominal  muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
Juals  (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
edisposition  to  habituation  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

|tAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
\IS  depressants 

31  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
|u  of  appropriate  treatment  When  using  oral  form  adjunctively  in  convul- 
(/e  disorders,  possibility  of  increase  in  frequency  and  or  severity  of  grand 
al  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
adication  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
jrary  increase  in  frequency  and  or  severity  of  Seizures 
JECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
tation,  swelling,  and.  rarely,  vascular  impairment  when  used  I V in/ect 
iwly.  taking  at  least  one  minute  tor  each  5 mg  (1  ml)  given,  do  not  use 
lall  veins,  i e , dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
erial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
ler  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
■minister  Valium  directly  I V.  it  may  be  injected  slowly  through  the  infusion 
ling  as  close  as  possible  to  the  vein  insertion 

Immister  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
;ry  reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
mitant  use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
•pression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
lie  When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
e at  least  13.  administer  in  small  increments  Should  not  be  administered 
patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
al  signs. 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic,  have  necessary  coun- 
termeasures available.  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion. depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity.  syn- 
cope. bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage;  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects.  Dialysis  is  of  limited  value. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500; 
Tel-E-Dose’  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls.  2 ml,  boxes  of  10, 
Vials,  10  ml,  boxes  of  1,  Tel-E-Ject*  (disposable  syringes).  2 ml.  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol.  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1,5%  benzyl  alcohol  as  preservative 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nulley.  New  Jersey  07110 


iS  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
itus  or  petit  mal  variant  status 

thdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
rred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal; 
jscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
der  careful  surveillance  because  of  predisposition  to  habituation/ 
pendence  Not  recommended  for  OB  use 

icacy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
iged  CNS  depression  observed  In  children,  give  slowly  (up  to  0 25 
)'kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence;  can  be 
seated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
propnate  adjunctive  therapy  is  recommended 
ecautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
refully  consider  individual  pharmacologic  effects — particularly  with  known 
mpounds  which  may  potentiate  action  of  Valium  (diazepam), ; e , 
enothiazines.  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
nts  Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
mpanying  depression  who  may  have  suicidal  tendencies  Observe  usual 
scautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
:h  compromised  kidney  function.  Limit  oral  dosage  to  smallest  effective 
lount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
lly  2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
erated). 

ONiy\AlJUK(diazepam) 

GIVB  TOU  THS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXBLITY 


5 MG/ML 


2-MG,  5-MG, 
lO-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-MLTEL-E-JECT® 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
lO-ML  VIALS 


PSYCHOTHERAPELmC 


ONLY 


VAUUM 


(diazepam) 

HAS  THESE  TWO 
DISTINCT  EFFECTS 


SKELETAL  MUSCLE 
RELAXAKT 

i 

f 


Please  see  preceding  page  for  a summary  of  product  information. 
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Accept 
no  substitute 
for  your  professional 
judgment 


As  a physician,  you  have  the  rightto 
prescribe  the  drug  which  you  believe 
will  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
cult to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
may  be  required  by  law  to  substitute 
another  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours:  its 
source  is  left  to  the  pharmacist’s  dis- 
cretion. You  will  have  forfeited  your 
right  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
accept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

• You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

• You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative 


f 1978  Pfizer  Inc 


PHARMACEUTICALS 


Misleading  Response  of  Malignant  Gastric 
Ulcers  to  Cimetidine  — R.  H.  Taylor  et  al 
(Central  Middlesex  Hosp,  London,  Eng- 
land) Lancet  1:686-687  (Apr  1),  1978. 

Four  patients  who  apparently  had  benign 
gastric  ulcer  were  treated  with  cimetidine. 
The  ulcers  healed  and  their  symptoms 
disappeared.  However  when  cimetidine  was 
stopped  the  symptoms  recurred.  Intra- 
mucosal  cancer  was  found  only  at  histopa- 
thological  examination  of  the  resected 
stomachs  in  two  of  the  four  patients,  and  in 
EiU  the  cases  malignancy  had  not  been 
detected  by  the  initial  serial  biopsies  and 
brush  cytology.  Relief  of  symptoms  of  malig- 
nant gastric  ulcers  by  cimetidine  may  delay 
diagnosis  and  appropriate  treatment. 


Coronary  Bypass  Graft  Fate  — G.  M. 

Fitzgibbon  et  al  (National  Defense  Medical 

Center,  Ottawa,  Ontario,  Canada)  Circula- 
tion 57:1070-1074  (June)  1978. 

All  1,400  coronary  bypass  grafts,  in  409 
survivors  of  414  patients  undergoing  440 
consecutive  bypass  operations,  were  selec- 
tively opacified  in  multiplane  cine  angiograms 
prior  to  hospital  discharge  and  1,132  (81%  ) 
were  restudied  at  one  year.  Grafts  were 
graded  A (excellent),  B (fair),  or  O (occluded) 
by  separate  assessment  of  proximal  and 
distal  anastomoses  and  bypass  trunks.  In 
early  graft  studies  89%  were  patent  (A  and 
B),  79%  graded  A;  at  one  year,  81%  were 
patent,  74%  graded  A.  Circumflex-marginal 
grafts  fared  less  well  early,  but  similarly , 
late,  compared  with  other  grafts.  Of  all 
grafts  graded  B early,  37%  became  A,  39% 
remained  B,  and  24%  were  occluded  at  one 
year;  90%  of  early  graded  A grafts  remained 
so,  4%  became  B,  and  6%  occluded;  the 
grading  system  seems  to  have  had  useful 
predictive  value.  Distal  anastomosis  defects 
dictated  early  B grading  in  81.3%  of  cases, 
trunk  defects  in  12.5% , and  proximal  an- 
astomosis defects  in  2.7% . Trunk  defects 
carried  a worse  prognosis  for  occlusion  than 
did  distal  anastomosis  defects.  Side-to-side 
vein-coronary  anastomoses  had  a significant- 
ly higher  patency  rate  than  terminal  end-to- 
side  coronary  anastomoses  with  the  same 
veins. 
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Tenuate’'® 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan' 

(diethylproplon  hydrochloride  NF)  controlled-release 

AVAIUBLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  proaram.  Abuse  of  amphetamines  ano  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  ^G.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  etlects.  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  shoulo  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Tnereloie,  epileptics  receiving  Tenuate 
should  be  caretully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  In  the  ECG  of  a healthy  young 
male  alter  ingestion  of  diethylproplon  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness.  jiT 
teriness.  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a tew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinai 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. 4 //era/c  Urticaria,  rash,  ecchymosis.  erythema.  fnPocr/ne 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
lopoielic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria 

DOSAGE  ANO  ADMINISTRATION:  Tenuate  (diethylproplon  hydro- 
chloride); One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylproplon  hydrochloride)  controlled-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regillne')  has  been  suggested  on  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension.  If  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richaidson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell" 

References  1.  Citations  available  on  request -Medical  Research 
Depariment,  MERRELL  RESEARCH  CENTER.  MERRELL-NATIONAL 
LABORATORIES.  Cincinnati.  Ohio  45215  2 Hoekenga,  M T 
O'Dillon,  R H . and  Leyland,  H M A Comprehensive  Review  ol  Dieth 
yipropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  ol  Anorectic  Drugs.  Florence,  Italy,  Jan  20-21. 1977. 
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75  mg.  controlled-release  tablets 


Whether  overweight  is  a 


or  just  uncomplicated  overweight. 


(diethylpropion  hydrochloride  NF) 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  ‘..anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  {Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ihuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Riirely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  .so  many  patients  in  .so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  pericxl 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  sigiiificantly 
fewer  C'NS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  .severe, 
has  Ix'en  as.sociated  with  Motriii,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

* Hu’  safety  aiul  effectiveness  of  Motriii  have  not  Ixvn  established 
in  patients  with  Functional  tdass  IV'  rheumatoid  arthritis 
(inca[vac'itated,  largely  or  wholly  Ix'dridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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ibuprofenUpphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857  /I 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 

Motrin  40)  rfq 

ituprofen,Upphn 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
b^n  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  Includes  nausea*,  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Flepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  1 1 d.  or  q i d Do 
not  exceed  2400  mg  per  day 
How  Supplied 
Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution  Federal  law  prohibits  dispensing  without  prescription. 

NIM-3 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
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Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Can  a new  BMW 

protect  your  dollar  against  inflation? 

Let  your  carefully  spent  dollars 
add  excitement  to  your  life. 


THE  ULTIMATE  DRIVING  MACHINE. 

Bavarian  Motor  Works,  Munich,  Germany 


Call  Dick  Beebee,  Sales  Mgr. 

JOHN  MARKEL,  INC 

716  No.  102nd  St. 

Omaha,  NE  68114 
402-393-9700 

Nebraska  WATS  1-800-642-8961 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc- 
Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas,  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  “E”  St.,  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Phyllis  L.  Miller,  Executive  Director 
120  No.  69th  St..  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Keiren  Mundy,  Associate  Director 
8401  West  Dodge  Road.  Suite  17.  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street.  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service.  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams.  Ph  D.,  Executive  Director, 

8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association,  Inc. 

1912  No.  90th  Street.  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska  lowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker.  Jr..  M.D.,  Secretary-Treasurer 
225  No.  Cotner  • E Bldg.,  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley.  M.D..  President 
811  West  William  Avenue.  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco.  M.D..  President 
8601  Dodge  Rd.,  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton,  PA.  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 

James  R.  Newland.  M I)..  Sec'y.-Treas..  Dept,  of  Pathology 
University  of  Nebraska  College  of  Medicine. 

42nd  & Dewey  Avenue,  Omaha  68105 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M.D..  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil.  Executive  Secretary 
8258  Ha.scall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.D..  Sec'y-Treas. 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Radiology 
Allen  D.  Dvorak.  M.D.,  Secretary-Treasurer 
Dept,  of  Radiology,  Creighton  Health  Ctr., 

601  No.  30th  St.,  Omaha  68131 
Nobrnska  Chapter  — American  College  of  Surgeons 
John  W.  Smith.  M.D,.  Secretary-Treasurer 
H.300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  ('hapter  of  Myasthenia  Gravis  F'oundation 
John  F,  Aita,  M.D,,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W,  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Ikmefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 

Ann  (^  (Jrandjean.  H I)..  M S . 1‘residenl 
8401  West  Dodge  Road.  Room  101,  Omaha  6811  I 


Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station. 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League.  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown,  Executive  Director 
Box  30247,  3100  "O"  Street.  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  "L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks.  President 

Nebraska  Methodist  Hospital.  8303  Dodge  St.,  Omaha  68114 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr..  M.D..  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
Norman  D.  West.  M.D..  President 
Community  Mental  Health  Center 
6901  No.  72nd  St..  Omaha  68122 
Nebraska  Public  Health  Association 

Ms.  Pamela  Specht,  Ph  D.,  President 
College  of  Business.  Creighton  University 
2500  California.  Omaha  68178 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D.,  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr..  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher,  M.D..  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland,  MT  (ASCP).  President 
920  No.  Ash.  Gordon  69343 

Nebraska  Society  for  the  Prevention  of  Blindness.  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness.  Inc..  4600  Valley  Road.  Room  203,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R Allely,  M.D  . President 
Suite  255  - Second  Floor  North.  450  East  23r<i. 

Memorial  Hospital.  Fremont  68025 

Nebraska  Society  of  Radiologic  Technologists 
A1  Robinson.  RT.  President 
Dept,  of  Radiology,  Great  Plains  Medical  Center 
601  West  Leota,  North  Platte  69101 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
P.O,  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68.509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  I)  Beavers.  M I)..  Secretary-Treasurer 
8552  Cass.  Omaha  681 14 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Patricia  Whyman.  CMA-AC,  President 
7300  So.  St..  #2.  Lincoln  68506 
Nebraska  Urological  Association 

('ecil  T.  Bromfield,  M.D.,  President 
4740  "A”  St.,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Boh  (iarey.  Executive  Director 
209  West  9lh  St.,  Hastings  68901 
Omaha  Mid-West  (Jinical  Society 

Ms.  Lorraine  FT  Seibel,  F'xecutive  Secretary 
540  Medical  Arts  Building.  Omaha  68102 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky,  F^xeculive  Director 
1600  No.  56th  St..  Lincoln  68.504 
University  of  Nebraska  Medical  ('enter 
Neal  A.  Vanselow.  M.D,.  ('hancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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For  hemorrhoids 
and  other 

anorectal  conditions 


External  hemorrhoids 


Internal  Pruritus  ani  Prootitis  Anal  fissures 

hemorrhoids 


Easy  to  handle, 
easy  to  insert, 
comfortably  shaped— 
Rxonly 


Easy  to  apply, 
nonstaining— 
Rxonly 


Prescribe 

Anusol-HC 

Suppositories /Crea  m 

for  symptomatic  relief 

• Effectively  reduces  inflammation  and  edema 

• Rapidly  relieves  pain  and  itching 


ANUSOl-HC'  SUPPOSITORIES 

Hemofrhoidol  Suppositones 

ANUSOL-HC*  CREAM 

Reclol  Cream  wim  Hydrocortisone  Acetate 

CAUTION:  Federol  low  prohibits  dispensing  without 

prescription. 

Description:  Eoch  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10  0 mg,  bismuth  subgallote. 

2 25%.  bismuth  resorcin  compound.  1 75%.  benzyl 
benzoate.  I 2%,  Peruvian  bolsom.  1 8%,  zinc  oxide. 
110%.  also  contoins  Ihe  iollowing  inoctive  ingredients 
bismuth  subiodide,  calcium  phosphate,  ond  certified 
coloring  in  o hydrogenated  vegetoble  oil  Pose 
Eoch  gram  o>  Anusol-HC  Cream  contains 
hydrocortisone  ocetote.  5 0 mg.  bismuth  subgollote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg  benzyl 
benzoote.  12  0 mg.  Peruvian  balsam,  18  0 mg  zinc 
oxide.  llOOmg  also  contains  the  Iollowing  inoctive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylparaben,  manylporoben,  polysorbote  60  and 
sortxton  monostearate  in  o woter-miscible  base  of 
minerol  oil,  glyceryl  stearate  and  water 
Indlcohons:  Anusol-HC  Suppositones  and  Anusol-HC 
Cream  are  odjunctive  therapy  for  the  symptomatic  relief  of 
pom  ond  discomfort  in  extemol  ond  internal 
hemorrhoids,  proctitis,  papillihs,  cryptitis,  anal  fissures, 
incomplete  fistulas  ond  relief  of  local  pom  ond  discomfort 
following  anorectol  surgery 


Anusol-HC  Cream  is  olso  indicated  for  pnintus  oni 
Anusol-HC  IS  especiolly  indicated  when  mflommation 
IS  present  After  acute  symptoms  subside,  most  patients 
con  be  maintained  on  regular  Anusol*  Suppositones  or 
Ointment 

Controindicotions:  Anusol-HC’  Suppositones  and 
Anusol-HC’  Cream  are  controindicated  in  those  patients 
with  0 history  of  hypersensitivity  to  any  of  the  components 
of  the  preporotion 

Womings:  The  safe  use  of  topical  steroids  dunng 
pregnancy  hos  not  been  fully  eslobiished  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessanly 
on  extensive  oreas,  in  lorge  amounis,  or  tor  prolonged 
penods  of  time 

Precouhons:  Symptomatic  relief  should  not  deloy 
definitive  diognoses  or  treatment  If  imtahon  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  therapy  instituted 
In  the  presence  of  on  infechon  the  use  of  an  appropriate 
antifungal  or  ontiboctenol  ogent  should  be  inshtuted  If  a 
fovorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  odequotely  controlled 
Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  ocetate  in  children  ond  infants 
Anusol-HC  IS  notfor  ophthalmic  use 
Dosoge  and  Administration:  Anusol-HC 
Suppositones— Adults  Remove  foil  wropper  ond  insert 
suppository  into  the  anus  One  suppository  in  the  morning 


and  one  at  bedtime,  tor  3 to  6 doys  or  until  inflammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Creom— Adults,  After  gentle  bathing  ond 
drying  of  the  onal  areo,  remove  tube  cop  and  apply  to  the 
exfenor  surtoce  ond  gently  rub  in  For  infemol  use,  attach 
the  plastic  opplicotor  and  insert  into  the  onus  by  opplying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medicotion  Cream  should  be  opplied  3 or  4 limes 
0 day  lor  3 to  6 doys  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 
NOTE  If  staining  from  either  of  the  above  products 
occurs,  Ihe  stain  may  be  removed  from  fobric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
foil  strips  with  Anusol-HC  W C printed  in  block 
Anusol-HC  Creom— one-ounce  tube  (N  0047-0090-01), 
with  plostic  opplicotor,  detachable  lobel 
Store  between  15°-3C7  C (59'-86‘  F) 

Full  information  is  available  on  request 

Warner/Chllcott 

Division,  Warner-Lambert  Compony 
Moms  Plains,  N J 07950 


AN-GP-91 


The  professional  source  of  anorectal  comfort 


Oral  Contraceptives  and  &east  Disease  — 
J.  L.  Kelsey  et  al  (Yale  Univ  School  of 
Medicine,  New  Haven,  CT  06510)  Am  J 
Epidemiol  107:236-244  (Mar)  1978. 

A case-control  study  of  the  relationship 
between  use  of  oral  contraceptives  and 

cancer  of  the  breast,  the  corpus  uteri,  and 
the  ovary  and  benign  breast  diseases  was 
undertaken  among  women  20  to  44  years  of 
age.  No  significant  association  was  seen 
between  use  of  oral  contraceptives  and 

breast  cancer.  It  was  found  that  the  longer  a 
woman  has  used  sequential  oral  contracep- 
tives, the  lower  her  relative  risk  of  benign 
breast  disease.  Use  of  combination  oral 
contraceptives  however,  did  not  appear  to 
influence  the  risk  of  benign  breast  disease. 
The  numbers  of  patients  with  cancer  of  the 
ovary  and  of  the  corpus  uteri  in  this  age 
group  were  too  small  for  any  conclusions  to 
be  reached. 


Liver  Function  Tests  After  Ligation  of 
Hepatic  Artery  — Y.-T.  N.  Lee  (Los 
Angeles  County  - USC  Medical  Center,  Los 
Angeles,  CA  90033)  J Surg  Oncol  10:305- 
320  (No.  4)  1978. 

Nine  patients  with  unresectable  primary 
and  secondary  malignancy  of  the  liver  had 
ligation  of  the  hepatic  artery  (HAL)  distal  to 
gastroduodenal  artery  as  a therapeutic 
measure.  Another  patient  had  similar  opera- 
tion for  hepatic  artery  aneurysm.  Their 
postoperative  liver  function  tests  were 
studied  and  the  patterns  of  changes  com- 
pared with  three  other  patients  who  had 
extensive  resection  of  tissues  but  without 
HAL.  It  appeared  that  liver  function  tests 
rarely  became  abnormal  after  major  opera- 
tions, whereas  HAL  produced  an  immediate 
rise  in  the  levels  of  lactic  dehydrogenase  and 
transaminase  (5  to  60  times  normal  value) 
and  creatine  phosphokinase  (4  to  15  times 
normal).  All  elevated  enzymes  returned  to 
preoperative  levels  within  a week.  Alkaline 
phosphatase  and  bilirubin  levels  rose  slightly 
after  HAL  and  returned  to  preoperative 
range  in  about  one  week.  However,  if  the 
patient  had  repeated  surgical  stress,  anoxic 
insult,  or  maximal  loss  of  the  hepatic 
parenchyma,  serum  enzyme  levels  only  rose 
slightly  after  HAL. 
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PERCOCET^S  (II 

Biief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET»-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming).  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and.  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5.  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications.  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET*--5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics. general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  iniuries. 

Acute  abdominal  conditions  The  administration  of 
PERCOCET"  -5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERCOCET"  -5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism.  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatoiy  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERCOCET "-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIDNS  The  CNS  depressant  effects  of 
PERCOCET " -5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS  6085  Bb 

DEA  Order  Form  Required 

PERCOCET'  IS  a U S.  registered  trademark  of  Endo  Inc 

€ndo  Inc. 

Manati.  Puerto  RicoOOTOl 
Subsidiary  of  Endo  Laboratories.  Inc 
Subsidiary  of  the  CXjPont  Company 


EDO-603E379 
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AUTHORIZED  CONTRACT  AGENT 


Coffee  Consumption  and  Mortality  — S. 
Heyden  et  al  (Duke  Univ  Medical  Center, 
Durham,  NC  27710)  Arch  Intern  Med  138: 
1472-1475  (Oct)  1978. 

Total  mortality  showed  no  association  with 
coffee  usage  in  the  four  race-sex  groups  of 
Evans  County,  Georgia.  Deaths  from  coron- 
ary heart  disease  (CHD)  in  white  men  and 
women  and  black  men  showed  no  statistically 
significant  difference  between  high  and  low 
coffee  consumers.  In  an  area  that  has  been 
designated  as  the  “Stroke  Belt,”  neither 
CHD  nor  cerebrovascular  death  rates  seem 
related  to  coffee-drinking  habits.  However, 
to  refute  or  confirm  the  allegations  of  a 
detrimental  influence  of  high  coffee  intake, 
larger  samples  are  needed.  Nevertheless,  the 
finding  that  mortality  from  all  causes  is  not 
increased  in  the  high  coffee-consuming  group 
means  that  a finding  of  increased  CHD 
mortality  with  high  coffee  consumption 
would  have  to  be  compensated  by  a pro- 
tective lower  rate  for  other  causes  of  death. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr..  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 

Oogela,  Lincoln.  Counties:  Cass,  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties:  Antelope, 
('edar,  Cuming.  Dakota,  Dixon,  Knox. 
Madison.  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller.  Columbus.  Counties:  Boone, 
Burt,  Colfax.  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk.  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties:  Clay.  F’ill- 
more.  Jefferson.  Nuckolls.  Saline, 
Thayer. 

Eighth  District:  Councilor:  James  E. 
Ramsay,  Atkinson.  Counties:  Boyd. 
Brown.  Cherry.  Holt.  Keyapaha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son. Kearney,  (’ounties:  Blaine,  Buf- 
falo, ('uster,  Dawson.  Garfield.  Grant, 
Greeley,  Hall.  Hooker.  Howard.  Loup, 
Sherman,  Thomas,  Valley.  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt. 
Hastings.  Counties:  Adams.  Chase, 

Dundy,  Franklin.  Frontier.  Furnas, 
Gosper.  Harlan,  Hayes,  Hitchcock, 
Kearney,  Phelps,  Red  Willow,  Web- 
ster. 

Eleventh  District:  (’ouncilor:  Ik?rl  W. 
Spencer,  Ogallula.  (4)unties:  Arthur. 
Deuel,  Garckm.  Keith.  Lincoln.  Logan. 
McPherson.  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  ('ounties:  Banner. 

Box  ButU»,  Cheyenne.  Dawes.  Kimball, 
Morrill.  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

*Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
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South  ('entral  Nebraska 
Southeast  Nebraska 
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Washington-  Burt 
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Northeast 


Lawrence  A.  McKinnis.  Hastings 


John  H.  Floyd.  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph.  David  City 
R.  J.  Dietz,  Plattsmouth 
A.  H.  Shamberg.  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen.  Broken  Bow 
Michael  L.  McCoy.  Gothenburg 
James  E.  Bridges.  Fremont 
Henry  J.  Billerbeck.  Randolph 

Patrick  C.  Gillespie.  Beatrice 
Gordon  D.  Bainbridge.  (Jr.  Island 
Gary  D.  Penner.  Aurora 


Douglas  M.  Laflan,  Creighton 

I).  W.  Ebers,  Lincoln 

Leland  F.  Lamberty.  North  Platte 

FMward  M.  Malashock.  Omaha 

Dean  R.  Thomson.  Syracuse 


Warren  R.  Miller,  Columbus 


John  E Hansen.  Jr  . Wahoo 
Donald  M.  (k*ntry.  Gering 
R.  Paul  Hoff.  Seward 
Richard  F^  Penry.  Hebron 

I*  L Wiebe.  Mc('ook 

James  D Ik'll.  York 


George  J.  Lytton,  Hastings 


Bruce  D.  Forney.  Alliance 
William  W.  Lyons.  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp.  FJmwood 

E.  L.  Sucha.  West  Point 
N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson.  Gothenburg 
William  B.  Eaton.  Fremont 
Robert  B.  Benthack.  Wayne 

Klemens  F'.  Gustafson.  Beatrice 
Sheridan  T,  Anderson.  Gr.  Island 
Richard  O.  Forsman.  Aurora 


Delwyn  J.  Nagengast.  Bloomfield 

W.  E.  Lundak,  Lincoln 

Mark  B.  Sorensen.  North  Platte 

John  F'.  F'itzgibbons,  Omaha 

Paul  R Madison.  Nebraska  City 


Ronald  W Klutman.  Columbus 


Robert  F^  Morris,  Ralston 
Robert  C.  Calkins.  Scottsbluff 
Roger  A Jacobs.  Seward 
Charles  F'  Ashby,  Geneva 

FJi/abeth  I),  F'dwards.  McCYwik 

lk*n  N.  Greenberg.  York 
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• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


A reminder 

ZYIOPRIM* 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
dru^  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprlm'  (allopurinol)  is  intended  for 
h treatment  of  gout,  either  primary,  or  secondary  to  the 
I hyperuricemia  associated  with  blood  dyscrasias  and 
I their  therapy: 

i2  treatment  of  primary  or  secondary  uric  acid  nephrop- 
I athy  with  or  without  accompanying  symptoms  of  gout 
1 3.  treatment  of  patients  with  recurrent  uric  acid  stone 
I formation: 

4 prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion. renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 
CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers 

Patients  who  have  developed  a severe  reaction  to 
Zyioprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivi^ 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death 
A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyioprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
Idiopathic  hemochromatosis 

In  patients  receiving  Purinethol*  (mercapto- 
purine)  or  Imuran^  (azathioprine),  the  concomitant 
arlministration  of  300-600  mg  of  Zyioprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyioprim*  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1 ) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyioprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents 
Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyioprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported 
In  some  patients  with  a rash,  restarting  Zyioprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyioprim* 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyioprim 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyioprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yii  for  up  to  five  years  on  Zyioprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyioprim  was  reported. 

Drug  Idiosyncrasy  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing. by  Zyioprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co.  Ftepresentative  or  from  Professional  Services  Depart- 
ment PML. 

U.S.  Patent  No.  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

/ Researctn  Triangle  Parl< 
Wellcome  / North  Carolina  27709 
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SUNDAY  — APRIL  29 

BOARD  OF  COUNCILORS 
HOUSE  OF  DELEGATES 
REFERENCE  COMMITTEES 

ANNUAL  RECOGNITION  AND  RELIGION  BANQUET 
Recognition  of  Fifty-Year  Practitioners 
"How  Do  You  Spell  Relief" 

The  Reverend  Dr.  George  W.  Carlson 
Cedar  Rapids,  la. 


MONDAY  — APRIL  30 

HOUSE  OF  DELEGATES 
NOMINATING  COMMITTEE 
SPORTSMAN'S  DAY 

Joggers  Quarter  Marathon 
Golf  Tournament 
Canoe  Trip 
Tennis  Tournament 


TUESDAY  — MAY  1 


SCIENTIFIC  BREAKFAST  MEETING 
"Medicine  In  Art" 

John  R.  Schenken,  M.D.,  Omaha 
SYMPOSIUM  ON  ADOLESCENT  MEDICINE 
"Endocrinology,  Growth  & Development" 

H.  Verdain  Barnes,  M,D.,  Chattanooga 
"Drug  Use  & Abuse" 

Richard  G,  Mackenzie,  M.D.,  Los  Angeles 
"VD,  Contraception  & Pregnancy" 

Lt.  Col.  Joe  M.  Sanders,  Jr.,  M.D,,  Denver 
ATHLETIC  MEDICINE  LUNCHEON 
"The  Double  Eagle  Flight" 

Mr.  Maxie  L.  Anderson,  Albuquerque 


SYMPOSIUM  ON  ADOLESCENT  MEDICAL  PROBLEMS 
'"Seizure  Disorders,  Diabetes,  Hypertension  & 
Problem  Cases" 

H.  Verdain  Barnes,  M.D. 

Richard  G.  Mackenzie,  M.D. 

Lt.  Col.  Joe  M.  Sanders,  Jr,,  M.D. 

" PARENTING  THE  ADOLESCENT" 

Round  Table  Discussion 
H,  Verdain  Barnes,  M.D. 

Richard  G.  Mackenzie,  M.D. 

Lt.  Col.  Joe  M.  Sanders,  Jr.,  M.D. 

FUN  NIGHT 

Dobytown  Dixieland  Band 


WEDNESDAY  — MAY  2 


HOUSE  OF  DELEGATES 
SYMPOSIUM  ON  WHAT'S  NEW  IN  MEDICINE 
"Common  Dermatoses" 

Loren  G.  Golitz,  M.D.,  Denver 
'"Mole  Sexual  Problems" 

Daniel  J.  Anzia,  M.D.,  Chicago 


"Common  Foot  Problems" 

O.  Max  Jordon,  M.D.,  Omaha 
Lonnie  R.  Mercier,  M.D.,  Omaha 
ANNUAL  DISTINGUISHED  LUNCHEON 
Installation  of  1979-1980  Officers 
Frank  H.  Tonner  Memorial  Lecture 
William  J,  Reals,  M.D.,  Wichito 


APRIL  29  thru  MAY  2 


>VWC 


KEARNEY,  NEBRASKA 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense  in 
Hyperlension"^ 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDFI.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  In  each  patient 
warrant 


(S' 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  In 
the  severely  ill,  with  urine  volume  less  than  one  I iter/d  ay, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-l-  levels  should 
be  determined.  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-(-  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K-l- 
frequently;  both  can  cause  K-H  retention  and  elevated 
serum  K-l-  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one.  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 


SKGFCO. 

a SmithKIine  company 

Carolina,  P.R  00630 


.in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  ... 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

'The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 

Merrell 


‘This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  ol  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FOA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis, 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy,  in  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS.  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  ol 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  ol  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIDNS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient"s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention:  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  ol  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia. nausea,  vomiting;  impotence;  suppression  ol  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excile- 
ment,  especially  in  elderly  persons,  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  ol 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  palienFs 
needs. 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonluls  syrup  three  or  four  times  daily.  Cdildien 
1 capsule  or  teaspoonlul  syrup  three  or  lour  times  daily.  Infants  'U 
teaspoonlul  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection  AduKs  2 ml.  (20  mg.)  every  lour  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  ol  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  DNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  Dcfober,  1978. 


Injectable  dosage  forms  manufactured  by  CDNNAUGHT  LABDRA- 
TORIES,  INC  . Swiftwaler,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc,,  Cincinnati, 
Ohio  45215,  US  A 


Combination  Chemotherapy  for  Metastatic 
Breast  Cancer  — T.  Nemoto  et  al  (T.  Dao, 
Roswell  Park  Memorial  Institute,  Buffalo, 
NY  14263)  Cancer  41:2073-2077  (June) 
1978. 

A prospective  randomized  clinical  study 
compared  three  treatment  modalities  — 
single-agent  chemotherapy  with  adriamycin, 
adrenalectomy,  and  combination  chemo- 
therapy with  Cytoxan,  5-FU,  and  prednisone 
(CEP)  — in  94  postmenopausal  women  with 
metastatic  breast  cancer.  These  patients  had 
not  received  previous  hormonal  or  cytotoxic 
chemotherapy  and  all  had  measurable  di- 
sease for  response  evaluation.  Patients  were 
randomized  to  one  of  three  therapeutic  arms: 
(1)  adrenalectomy,  CFP,  adriamycin,  in  se- 
quence, or  (2)  CFP,  adriamycin,  adrena- 
lectomy, in  sequence,  or  (3)  adriamycin, 
adrenalectomy,  CFP,  in  sequence.  Objective 
response  to  intitial  therapy  was  seen  in  nine 
of  26  adrenalectomy  patients  (35%  ),  12  of  32 
adriamycin-treated  patients  (38%  ),  and  13  of 
30  CFP-treated  patients  (43%  ).  Duration  of 
remission  was  much  better  in  CFP-treated 
patients  (median  duration  21.3  months)  com- 
pared with  adrenalectomy-  or  adriamycin- 
treated  patients  (median  durations  9.2  and 
7.6  months,  respectively).  The  evaluation  of 
the  overall  palliative  achievement  of  the 
three  fixed  arms,  based  on  response  to  at 
least  one  modality,  was  13  of  26  in  the 
adrenalectomy  sequence  (50%  ),  13  of  30  in 
the  CFP  sequence  (43%  ),  and  18  of  32  in  the 
adriamycin  sequence  (56% ).  There  was  no 
response  to  secondary  or  tertiary  therapies 
among  patients  receiving  CFP  as  the  initial 
treatment.  Combination  therapy  with  cyto- 
toxic and  hormonal  agents  is  superior  to  the 
single-agent  therapy  of  adrenalectomy.  How- 
ever, there  is  no  therapeutic  advantage  in 
using  CFP  as  an  initial  therapy  in  women 
with  advanced  breast  cancer. 

It  is  a comfort  to  the  miserable  to  have 
comrades  in  misfortune,  but  it  is  a poor 
comfort  after  all. 

Marlowe. 

I'or  mine  own  part,  1 could  be  well  content 
To  entertain  the  lag-end  of  my  life 
With  quiet  hours. 

Henry  IV. 


Merrell 


MrRRFLL  NATIONAL  LAQOMATORIES 
Ofviiionol  RichArdbon  MorrnlMnc 
C)ncinn«li  Ohio4521S  USA 


Nutrient  density  refers  to  the  nutritive 
role  of  foods  in  relation  to  the  energy 
they  contain.  Emphasizing  nutrient  density 
con  help  your  patients  safely  reach  their 
desired  weight. 

An  easy  way  for  your  patients  to 
understand  the  nutrient  density  principle 
is  to  picture  calories  of  energy  as  money. 
We  want  to  use  a limited  budget  of 
calories  to  buy  the  best  nutritive  value 
possible. 

The  nutrient  density  concept  can  be 
particularly  useful  to  your  overweight 
patients.  To  lose  weight,  we  need  to  cut 
down  on  our  caloric  intake. 

At  the  same  time,  though,  we  still  need 
to  get  a wide  variety  of  the  other 
nutrients  required  for  good  health.  That 
means  avoiding  "empty  calorie"  foods 


Nutrient  Density  — 

A Useful  Concept 
For  Weight  Control 

that  offer  calories  but  little  else  in  the 
way  of  nutrition. 

Nutrient  dense  foods  can  also  help 
patients  achieve  a varied,  balanced  diet 
. . . while  lessening  the  possibility  of 
gaining  weight. 

And  an  easy  way  to  get  that  balanced 
diet  is  to  daily  eat  nutrient  dense  foods 
from  the  milk,  meat,  fruit-vegetable  and 
grain  groups. 

If  you're  interested  in  diet  pads  or 
patients  handouts  on  weight  control, 
please  contact  Dairy  Council. 

Dairy  Council 
of  Central  States 

6901  Dodge,  Room  104, 

Omaha,  Nebraska  68132 


CHECK  YOUR  WAITING  ROOM. 


DOTHE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


A great  way  of  life. 


You’re  familiar  with  them  by  now  — attor- 
neys, accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 

Contact  (call  collect): 

Capt.  Robert  Brown,  1 16  South  42nd  Street, 

Omaha,  NE  (402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 
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contains  no  aspirin 


tablets 


Darvocet-N'KX)  cv 


lOO  mQ,  DOrVOn”N  (propoxyphene  ncpsviate) 

650  mg.  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Eli  Lilly  and  Company,  Inc. 
Carolina.  Puerto  Rico  0063 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


FAILURE  TO  DIAGNOSE 

This  is  not  new,  but  it  is  disturbing:  can  a 
patient  sue  for  failure  to  diagnose?  When  I 
say,  can  you  sue,  I mean  of  course,  can  you 
collect?  1 received  honors  in  my  physical 
diagnosis  course  in  school,  but  I always 
thought  they  had  the  wrong  man.  Still, 
suppose  one  student’s  proficiency  in  diag- 
nosis is  80%  and  another’s  is  90.  The  first 
student,  and  later  physician,  will  miss  diag- 
noses, that  the  other  fellow  will  get,  in  those 
10%  of  cases.  Is  he  to  be  punished  for  not 
being  as  good  a student?  You  would  then 
have  to  punish  the  entire  student  body,  or  at 
least  all  but  the  top  student. 

And  in  private  practice,  the  state  is 
punishing  every  doctor  in  the  country,  or  all 
but  one,  for  not  being  as  well-qualified,  or  as 
accomplished,  or  as  naturally  endowed,  as 
the  one  best  doctor  in  the  country. 

I know  failure  to  diagnose  can  be  serious, 
but  punishing  is  startling,  and  seems  im- 
proper. Still,  they  sue  the  doctor  for  missing 
a diagnosis;  and  it  suggests  to  me  that  if  you 
don’t  get  100  in  all  your  courses  in  medical 
school,  and  after  graduating,  you  will  be 
punished.  Whatever  happened  to  B-f  , and  to 
the  gentleman’s  C? 

-F.C. 

OPINIONS,  OPINIONS 

A patient  may,  with  reason,  want  another 
opinion. 

How  long  halt  ye  between  two  opinions? 

I Kings.  XVIII.  21. 

But  there  has  always  been  consultation. 

There  never  was  in  the  world  two  opinions 
alike,  no  more  than  two  hairs,  or  two 
grains;  the  most  universal  quality  is 
diversity. 

Montaigne. 

I have  done  without  it,  as  a patient. 

Some  praise  at  morning  what  they  blame 
at  night. 

But  always  think  the  last  opinion  right. 

Pope. 


Lawyers  don’t  do  it. 

So  many  men,  so  many  opinions;  everyone 
has  his  own  fancy. 

Terence. 

Pediatricians  don’t  do  it. 

“That  was  excellently  observed,”  say  I 
when  I read  a passage  in  another  where 
his  opinion  agrees  with  mine.  When  we 
differ,  then  I pronounce  him  to  be  mistaken. 
Swift. 

More  money. 

Second  thoughts  oftentimes  are  the  very 
worst  of  all  thoughts. 

Shenstone. 

I want  three  opinions,  to  break  the  tie. 

We  wish  you  a speedy  recovery,  by  a vote 
of  two  to  one. 

Anon. 

-F.C. 


WHY  DO  THEY  SPIT  SO  MUCH? 

My  exercise  consists  of  watching  baseball 
and  football  on  television,  and  I have  noticed 
that  the  managers  seem  almost  without 
exception  to  be  inveterate  spitters  and  the 
pitchers,  well  you  know  the  pitchers.  In 
football,  it’s  the  same  thing,  and  the  boxers 
do  it  between  rounds.  Baseball  players,  I 
have  read,  used  to  go  in  for  tobacco  chewing 
and  some  blow  gum  bubbles.  But  I wonder: 
is  all  of  this  due  to  chewing  tobacco  or  gum, 
do  these  sports  bring  about  an  increase  in 
salivation,  is  it  simply  a timeworn  custom,  or 
do  spitters  take  naturally  to  these  things 
that  are,  with  derision,  referred  to  as  contact 
sports? 

I watched  the  superbowl  game  and  cheered 
for  the  team  in  white  only  because  they  wore 
white  (the  good  guys,  you  know),  and  I 
remember  seeing  one  play  five  times  what 
with  four  replays,  and  somebddy  said,  this  is 
a game  that  has  been  waited  for.  I’ll  take  the 
spitting. 

-F.C. 
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NATURAL,  NATURALLY 

We  seem  to  be  dying  of  natural  diseases 
commonly  these  days.  Less  than  a century 
ago,  when  we  did  not  know  about  coronary 
artery  disease  and  appendicitis,  we  died  of 
acute  indigestion  and  of  natural  causes.  We 
all  have  to  die,  but  there  are  no  natural 
causes  and  there  are  no  natural  diseases. 
Diseases  have  names. 

We  do  not  eat  meat  when  the  animal  died 
a natural  death;  we  know  better. 

We  die  unnaturally,  of  diseases. 

And  diseases  have  names. 

-F.C. 


ON  ALMOST  DYING 

Sometimes  a patient  complains  of  having 
been  subjected  to  the  risk  of  injury  or  death 
during  treatment,  when  neither  injury  nor 
death  occurred.  If  there  is  brisk  bleeding, 
but  it  is  stopped  without  morbidity,  has  the 
patient  been  injured?  I think  not.  If  you  have 
been  brought  to  the  point  of  death,  whatever 
that  is,  and  then  recovered,  you  have  not 
died,  and  you  have  no  idea  of  what  dying  is 
like. 

If  you  walk  through  what  might  have  been 
a radioactive  source,  but  the  switch  was 


luckily  off,  are  you  injured?  But  I might  have 
died,  you  say;  well,  you  didn’t,  and  nothing  is 
going  to  happen  to  you.  You  leave  a building 
and  it  promptly  collapses,  and  you  think,  I 
might  have  been  killed;  but  you  weren’t. 
And  the  doctor  thinks  you  have  cancer  and 
operates,  and  you  don’t  have  cancer;  you 
might  have  died  during  the  operation,  but 
you  didn’t. 

Should  people  be  compensated  for  being 
subjected  to  the  risk  of  being  endangered  by 
something  that  did  not  happen?  I can  hear 
the  patient  say.  You  took  my  life  in  your 
hands,  I might  have  died;  I nearly  died;  you 
should  not  have  subjected  me  to  the  risk  of 
dying;  you  were  just  lucky  I didn’t  die.  Even 
though  I survived,  my  life  was  threatened  by 
what  you  did,  and  I deserve  to  be  compen- 
sated. 

When  no  injury  has  occurred,  the  patient 
has  not  been  injured;  and  when  you  have 
survived,  you  did  not  die.  When  something 
nearly  happened,  but  did  not  happen,  you 
have  not  been  hurt.  But  I might  have  died,  is 
no  argument,  when  you  didn’t  die. 

Actions  speak  louder  than  words,  and 
events  louder  than  the  risk  of  what  never 
happened.  Whatever  your  doctor  got  you 
into,  he  got  you  out;  good  for  him. 

-F.C. 
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ORIGINAL  ARTICLES 


Sexual  Sociopaths  in  Nebraska 


During  1976,  498  persons  were 
arrested  in  Nebraska  for  sex- 
ually related  crimes  not  in- 
cluding prostitution  or  sexually  related 
murder.  Of  these  498,  5 were  referred  to 
juvenile  court,  27  pleaded  or  were  found 
guilty,  and  24  had  cases  pending  at  the  end 
of  the  year.  The  other  442  cases  were  either 
not  prosecuted,  were  dismissed,  or  were 
prosecuted  for  a lesser  crime  which  obscured 
its  sexual  nature. 

Most  problems  of  sexual  offenders  are 
seen  as  social,  educational,  or  moral,  and  not 
medical  in  nature.  There  will  always  be 
debate  over  who  should  teach  moral  values 
and  social  and  sexual  skills  when  parents  fail 
to  do  so.  Legislation  and  court  decisions 
delegate  some  of  the  task  to  the  criminal 
justice  system,  but  also  clearly  place  some 
responsibility  on  institutional  psychiatry  in 
particular,  and  the  medical  profession  in 
general. 

Some  persons  seek  voluntary  help  for 
sex-related  problems  from  Nebraska’s  pri- 
vate practitioners,  its  community  mental 
health  centers,  and  its  regional  centers. 
Other  persons  are  involuntarily  committed  to 
regional  centers  before  their  problems  reach 
criminal  proportions.  Prison  inmates,  too, 
have  a right  to  medical  treatment.  To  the 
extent  that  medical  treatment  is  available  for 
sexual  problems,  the  profession  has  an 
obligation  to  provide  it.  Of  particular  interest 
are  persons  legally  determined  to  be  sexual 
sociopaths.  Here,  a separate  law  requires  the 
provision  of  medical  treatment. 

Nebraska’s  sexual  sociopathy  law  provides 
that  after  a person  is  convicted  of  a sexual 
offense,  the  judge  may  suspend  the  criminal 
proceedings  and  adjudicate  the  individual  as 
a sexual  sociopath.  A sexual  sociopath  is 
defined  as  one  who  is  disposed  to  repeated 
commission  of  sexual  offenses  which  are 
likely  to  cause  injury  to  the  health  of  others. 

After  preliminary  psychiatric  testimony, 
the  jury  may  declare  a person  to  be  a sexual 
sociopath.  Declared  sexual  sociopaths  are 
committed  to  a regional  center  for  up  to  90 
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days  of  additional  evaluation.  After  further 
testimony,  the  jury  makes  a determination  of 
treatability.  Legally  treatable  sexual  socio- 
paths are  committed  for  indeterminate 
periods  to  the  Security  Unit  at  the  Lincoln 
Regional  Center.  Untreatable  sexual  socio- 
paths are  committed  to  the  Nebraska  Penal 
and  Correctional  Complex  where  they  must 
be  kept  segregated  from  the  rest  of  the 
inmate  population.  In  practice,  there  are 
always  three  or  four  sexual  sociopaths  at  the 
Security  Unit  who  are  untreatable  but  who 
are  such  management  problems  that  they  are 
better  maintained  at  the  Security  Unit. 

During  1977,  2 persons  were  admitted  to 
the  Youth  Developrrient  Center  at  Kearney 
for  sexual  delinquencies,  37  were  sentenced 
to  the  Penal  Complex  for  sexual  crimes,  and 
3 were  committed  to  the  Penal  Complex  as 
sexual  sociopaths.  During  the  six  year  period 
1972  through  1977,  that  the  sexual  socio- 
path law  has  been  in  effect,  21  persons  have 
been  committed  to  the  Security  Unit. 

Because  of  wide  variability  in  persons  who 
receive  the  legal  label  sexual  sociopath,  there 
is  variability  in  professional  opinion  of  their 
treatability.  In  practice,  responsible  mental 
health  professionals  try  to  recommend  treat- 
ment for  those  thought  likely  to  respond  to 
what  is  available.  Persons  with  pronounced 
symptoms,  dating  from  early  adolescence, 
and  who  exhibit  multiple  indicators  of  dan- 
gerousness are  unlikely  to  be  recommended. 
Persons  with  less  pronounced  symptoms  of 
more  recent  manifestation  and  who  display 
fewer  indicators  of  dangerousness  are  more 
likely  to  be  recommended. 

The  treatment  of  sexual  sociopaths  at  the 
Security  Unit  takes  a variety  of  forms.  There 
is  group  therapy  aimed  at  impulse  control, 
identification  of  defenses,  learning  compas- 
sion for  others,  and  general  personal  growth. 
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Attempts  are  made  to  recruit  women  volun- 
teers to  help  teach  social  skills.  Social  scenes 
are  acted  out,  videotaped,  and  studied.  There 
are  sex  education  classes.  There  is  some 
gradation  in  the  degree  of  structured  living 
between  wards,  so  that  responsive  patients 
may  earn  some  increases  in  privileges  and 
freedom. 

Other  prospective  treatments  are  in  plan- 
ning stages  but  are  not  yet  practical  to 
implement.  Permission  to  use  cyproterone 
acetate  is  being  sought.  A system  of  conjugal 
visits  and  family  therapy  would  be  beneficial 
to  some  patients  but  is  not  yet  available. 

Society  seems  to  hold  a variety  of  con- 
fusing attitudes  towards  the  release  of 
sexual  offenders.  It  is  frequently  difficult  to 
get  a conviction.  Once  convicted,  many 
sexual  offenders  are  not  viewed  as  needing 
any  special  treatment.  Their  release  does  not 
attract  any  special  attention.  The  release  of 
other  offenders  does  seem  to  cause  concern. 
The  commission  of  further  offenses  by  some 
ex-offenders  causes  public  consternation  over 
the  fact  that  they  had  been  released  at  all. 
There  is  an  elusive  dividing  line  between 
when  it  is  socially  and  politically  advisable  to 
release  a sexual  offender  and  when  it  is  not. 
Sometimes  the  social  and  political  dividing 
line  does  not  correspond  with  the  legal 
dividing  line. 

A few  sexual  offenders  continue  to  commit 
or  attempt  sexual  offenses  while  in  con- 
finement. A few  are  assaultive  or  continuous 
management  problems.  A few  are  blatantly 
psychotic  or  severely  retarded.  For  these 
two  dozen  or  so  prison-patients,  it  is  rela- 
tively easy  to  defend  the  need  for  indefinite 
confinement.  Legal  pressure  for  their  release 
is  unlikely. 

Some  sexual  sociopathic  patients  have  the 
stability,  intelligence,  and  resources  to  de- 
velop marked  legal  pressure  for  their  re- 
lease. Strictly  psychiatric  symptoms  may 
disappear.  Presumably  the  law  does  not 
intend  an  indeterminate  commitment  to  be  a 
life  sentence.  In  the  absence  of  continued 


management  problems  or  of  documentable 
psychopathology,  parole  or  trial  release 
may  be  a legal  or  professional  obligation. 

The  law  intends  that  commitment  to  the 
Security  Unit  eventually  reach  a final  dis- 
position. Staff  psychiatrists  may  conclude 
that  a patient  has  received  maximum  hospi- 
tal benefits  but  is  still  a sexual  sociopath  and 
recommend  transfer  to  the  penal  complex. 
This  happens  to  an  average  of  one  patient 
per  year.  Staff  psychiatrists  may  also  con- 
clude that  a patient  is  safe  to  be  at  large  and 
recommend  release.  This  recommendation 
must  be  corroborated  by  non-staff  psy- 
chiatrists. If  the  judge  does  not  wish  to  make 
the  release  decision  by  himself,  he  may 
assemble  a jury  to  hear  the  psychiatric 
testimony.  In  the  period  1972-1977,  an  aver- 
age of  two  sexual  sociopaths  per  year  were 
released  from  the  Security  Unit,  usually  on 
probation. 

Even  sexual  sociopaths  committed  to  the 
Penal  Complex  as  not  treatable  at  the 
Security  Unit  are  sometimes  released.  The 
clinical  staff  faces  great  difficulty  in  calling 
an  inmate  dangerous  if  he  conforms  to 
expectations,  even  though  the  prison  en- 
vironment is  artificial  and  the  individual  is 
not  exposed  to  the  temptations  present  in 
the  outside  world. 

There  thus  emerges  a picture  of  at  least 
500  sexually-related  arrests  and  50  con- 
victions per  year  out  of  a population  of 
1,560,000.  Of  the  50  convictions,  an  average 
of  35  are  sentenced  to  prison,  3 or  4 are 
indefinitely  committed  to  prison,  and  3 or  4 
are  indefinitely  committed  to  the  Security 
Unit  of  Lincoln  Regional  Center.  Improved 
or  not,  an  average  of  30  sexual  offenders, 
including  two  sexual  sociopaths,  are  released 
each  year.  One  or  two  per  year  make 
newspaper  headlines. 
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On  Courage 


CANCEIR  has  disadvantages,  I 
mean,  aside  from  the  un- 
pleasant fact  that  it  can  short- 
en your  life.  It  subjects  you  to  surgery  for 
its  own  deviltry.  It  sometimes  requires  more 
operating  for  recurrence  or  simply  for  e.x- 
ploration.  Emergency  surgery  may  be 
necessary,  for  adhesions  and  bowel  obstruc- 
tion. And  there  is  chemotherapy,  with  its 
nausea  and  vomiting. 

But  how  to  have  cancer,  that  is,  how  to 
live  with  it,  is  something  that  wants  going 
over.  I am  a physician,  and  nameless.  The 
asterisk  is  the  result  of  my  hemicolectomy. 

For  the  anguish  of  hearing  your  surgeon 
tell  you,  and  remembering  every  morning  all 
over  again,  there  is  only  the  certainty  of  it 
all,  and  knowing  there  is  nothing  you  can  do 
about  it,  together  with  the  small  comfort  of 
realizing  that  everybody  gets  something. 
One  becomes  philosophical  because  one  must. 

Nausea  and  vomiting  can  be  fought  with 
marijuana,  if  you  can  get  it.  Candy  helps,  but 
weight  gain  follows  as  the  night  the  day. 
Chewing  gum  is  better;  it  is  easily  carried. 


by  SEMICOLON* 


and  it  allows  you  to  be  hungry  at  mealtime. 
Hard  coffee  candy  is  good.  Bananas  are 
excellent.  Bland  food  is  better  than  spicy. 
Drugs  didn’t  help  the  nausea.  And  since 
weight  loss  is  associated  with  defeat,  gaining 
weight  may  be  good  for  you. 

Unwanted  gain  in  weight  is  nicely  fought 
with  brisk  early-morning  walking. 

There  are  things  for  pain. 

And  what  is  left  is  fear,  fear  of  dying,  but 
we  are  not  immortal,  we  were  never  told  we 
were.  Trust  in  one’s  doctor,  a sound  philo- 
sophical outlook,  the  comfort  we  get  from 
friends  and  their  assurance,  and  the  will  to 
succeed,  the  desire  to  live,  the  urge  to  fight, 
and  above  all,  belief  in  recovery,  these  are  of 
supreme  importance. 

Benign  things  can  be  deadly,  and  on  the 
other  hand,  you  can  live  with  cancer.  The 
thing  is,  do  it  well. 
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Infection  Control  in  Hospitals: 
Current  Trends  and  Requirements 


Five  percent  of  all  patients  ad- 
mitted to  hospitals  in  the 
U.S.A.  develop  a hospital- 
acquired,  or  nosocomial,  infection.  These 
infections  may  be  serious  or  even  fatal  for 
the  patient.  In  addition,  they  prolong  hos- 
pital stays  and  collectively  add  hundreds  of 
millions  of  dollars  to  hospital  costs  annually. 
In  the  state  of  Nebraska  283,396  patients 
were  admitted  to  acute  care  hospitals  in 
1976.  ‘ If  5%  of  these  patients  developed 
nosocomial  infections,  the  approximate  num- 
ber of  nosocomial  infections  in  Nebraska  per 
year  would  be  14,000. 

Hospitalized  patients  are  more  vulnerable 
to  infectious  diseases  than  outpatients  or 
healthy  persons.  Normal  anatomic  and  phy- 
siologic barriers  to  pathogens  are  altered. 
Intravenous  catheters,  urinary  catheters, 
endotracheal  tubes,  surgical  wounds,  and 
burns  may  interfere  with  the  integrity  of 
anatomic  barriers.  Antibiotics  may  eliminate 
the  protective  value  of  normal  bacterial  flora 
of  mouth,  gut,  vagina,  or  skin.  At  the  same 
time  the  ability  of  the  body  to  combat 
potential  pathogens  which  have  bypassed 
local  barriers  is  compromised  by  certain 
disease  states  and  therapeutic  modalities. 

Nosocomial  infections  cannot  be  completely 
eliminated,  but  they  can  be  minimized  by  a 
good  infection  control  program.  The  most 
recent  Standards  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  (Feb.  1978)  man- 
date such  an  infection  control  program  for  all 
hospitals.  2 Such  programs  are  also  required 
by  the  Medicare  Conditions  of  Participation 
and  new  state  standards.*” 

Essentials  of  an  Infection  Control  Program 
The  major  elements  of  an  infection  control 
program  are  listed  in  Table  1.  In  general,  the 
most  common  sites  of  nosocomial  infection 
are  urinary  tract,  respiratory  tract,  and 
surgical  wounds,  while  the  most  common 
pathogens  responsible  for  these  infections 
are  Escherichia  coli  and  Staphylococcus 
aureus.^  However,  each  hospital  and  each 
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service  within  the  hospital  has  its  own 
particular  nosocomial  infection  problems.  An 
infection  control  program  is  based  on  ac- 
curate information  about  nosocomial  infec- 
tions in  that  hospital,  and  the  infection 
surveillance  program  provides  that  informa- 
tion. 

The  surveillance  program  will  facilitate  the 
early  detection  of  in-hospital  epidemics. 
These  must  be  investigated.  Sometimes  a 
common  source  can  be  identified  such  as  room 
humidifiers,^  contaminated  TV  solutions,^  or 
personnel  who  are  nasal  carriers  of  S. 
aureus.  Infection  surveillance,  review  of 
antibiotic  use,  and  study  of  antibiotic  resis- 
tance trends  provide  information.  The  other 
elements  in  Table  1 are  directed  towards 
control  or  prevention  of  nosocomial  infec- 
tions. 

The  first  step  in  developing  an  infection 
control  program  is  the  formation  of  an 
infection  control  committee.  This  committee 
coordinates  the  hospital  infection  control 
program.  The  committee  must  have  the 
support  of  the  hospital  administration.  It 
must  also  have  the  authority  to  intervene 
when  a dangerous  situation  (such  as  an 
outbreak  of  S.  aureus  infections)  arises  in  the 
hospital. 

The  committee  should  include  representa- 
tives from  the  major  medical  staff  depart- 
ments, the  hospital  administration,  nursing 
service,  and  the  microbiology  laboratory,  as 
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TABLE  I 

MAJOR  ELEMENTS  OF  AN  INFECTION  CONTROL  PROGRAM 


ELEMENTS 
Infection  Surveillance 
Control  Measures 
Data  Collection  and  Evaluation 
Policy  Formation 
Procedure  Review 
Education 

Environmental  Control 
Input  into  Employee  Health  Program 
Interaction  with  Microbiology  Lab 
Antibiotic  Utilization  Review 
Community  Health  Impact 


EXAMPLES 

Document  and  Record  Infections 
Detect  and  Investigate  Clusters  of  Infections 
Determination  of  Nosocomial  Infection  Rate 
Isolation  Manual 

Sterilization  of  Surgical  Instruments 
Inservice  Nursing  Education  F’rograms 
Inspect  Laundry,  Kitchen,  etc. 

Tuberculosis  Screening 
Review  Antibiotic  Resistance  Trends 
Prophylactic  Antibiotic  Review  and  Audit 
Disease  Reporting  to  Health  Departments 


well  as  the  nurse  epidemiologist.  Ideally,  the 
chairman  of  the  committee  should  be  some- 
one with  special  interest  or  training  in 
infectious  diseases. 

The  Role  of  the  Nurse  Epidemiologist 

The  nurse  epidemiologist  is  an  individual 
with  an  interest  in  infection  control  who 
works  in  conjunction  with  the  infection 
control  committee.  A background  in  clinical 
medicine,  usually  nursing,  is  helpful  in 
carrying  out  the  duties  of  the  nurse  epi- 
demiologist. Some  knowledge  of  basic  micro- 
biology is  also  beneficial. 

Concurrent  surveillance  of  nosocomial  in- 
fections may  consume  the  majority  of  the 
nurse  epidemiologist’s  time.  Before  starting 
any  surveillance  program,  the  infection  con- 
trol committee  must  develop  criteria  for 
determining  presence  and  classification  of 
infections.  Hospitals  may  use  the  Center  for 
Disease  Control  guidelines  without  change  or 
may  adapt  them  to  their  particular  situation. 
The  guidelines  must  be  approved  by  the 
medical  staff  of  the  hospital.  The  nurse 
epidemiologist  will  need  advice  from  a 
physician,  often  the  chairman  of  the  infection 
control  committee,  when  complicated  cases 
arise.  In  order  to  obtain  meaningful  informa- 
tion from  the  surveillance  data,  consistency 
and  accuracy  are  of  primary  importance. 
Adherence  to  the  approved  guidelines  and 
following  a set  schedule  for  surveillance  help 
to  insure  accuracy.  Interpretation  of  surveil- 
lance data  is  facilitated  by  recording  on  a 
special  form.  The  infection  control  committee 
will  determine  the  actual  information  to  be 


collected  and  analyzed.  A convenient  form 
can  then  be  designed  by  the  nurse 
epidemiologist. 

Infection  surveillance  information  is  avail- 
able from  several  sources.  Daily  visits  to  the 
microbiology  laboratory  are  necessary  to 
review  culture  results.  Rounds  to  patient 
care  areas  are  made  to  search  for  clues  to 
tne  presence  of  infection:  fever,  abnormal 
x-rays,  Foley  catheters,  antibiotic  use,  dress- 
ing changes,  etc.  Information  is  obtained 
from  both  the  chart  and  communication  with 
the  nurses.  After  reviewing  a case,  the  nurse 
epidemiologist,  using  the  approved  guide- 
lines, will  decide  if  a nosocomial  infection  is 
present.  If  it  is,  a form  is  completed  for  that 
patient. 

Surveillance  data  are  not  useful  unless 
tabulated,  analyzed,  and  shared  with  the 
medical  staff  and  hospital  administration.  A 
report  summarizing  the  nosocomial  infections 
is  prepared  for  the  infection  control  com- 
mittee. A sample  form  is  shown  in  Figure  I. 
Data  must  lead  to  control  measures.  The 
infection  control  committee  should  decide 
which  reports  should  be  developed  and  to 
whom  they  should  be  distributed.  They  may 
then  recommend  policy  or  procedural 
changes,  further  studies,  or  inservice  educa- 
tion. The  effectiveness  of  both  the  surveil- 
lance program  itself  and  the  control 
measures  should  be  evaluated. 

Educational  programs  are  an  ongoing  ef- 
fort. Content  should  be  agreed  upon  by  the 
infection  control  committee  and  the  nurse 
epidemiologist.  Head  nurses  or  division  di- 
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FIGURE  I 

SAMPLE  REPORT  FORM 

NOSOCOMIAL  INFECTIONS  REPORT 


Month: , 19 


rectors  may  also  request  inservice  education 
relating  to  various  aspects  of  infection 
control.  A basic  introduction  to  the  infection 
control  program  will  be  an  integral  part  of 
hospital  orientation  of  all  new  employees. 

All  hospital  departments  are  involved  in 
the  infection  control  program.  The  Joint 
Commission  on  Accreditation  of  Hospitals 
requires  that  written  infection  control  po- 
licies and  procedures  be  developed  for  all 
services  throughout  the  hospital.^  The  in- 
fection control  committee  and  the  nurse 
epidemiologist  will  coordinate  this  effort  and 
review  these  policies  and  procedures  an- 
nually. Similarly,  the  nurse  epidemiologist 
has  input  into  isolation  policies  and  will 
frequently  be  consulted  about  isolation  tech- 
niques. 

In  small  hospitals  (i.e.  less  than  150  beds) 
the  above  duties  may  not  require  a full-time 
nurse  epidemiologist.  A full-time  person  may 
be  justified  by  combining  the  role  of  the 
nurse  epidemiologist  with  other  functions, 
such  as  employeed  health  nurse,  safety 
officer,  or  utilization  review  nurse. 

The  new  nurse  epidemiologist  can  get 
assistance  or  information  from  a variety  of 
sources.  Structured  training  programs  in 
nosocomial  infection  surveillance,  prevention 
and  control  are  available  at  the  Center  for 
Disease  Control,*’  Atlanta,  Georgia:  the  Uni- 
versity of  Iowa,''  Iowa  City.  Iowa;  and 


elsewhere.  A list  of  basic  reference  materials 
can  be  obtained  from  the  authors  of  this 
article. 

The  Role  of  The  State  Health  Department 

Infection  control  programs  can  assist  the 
State  Health  Department  by  promptly  re- 
porting notifiable  disease  which  they  iden- 
tify. The  health  department  in  turn  can  help 
hospital  infection  control  programs  by  facili- 
tating various  diagnostic  tests,  coordinating 
investigations  of  epidemics,  providing  litera- 
ture, and  serving  as  liaison  with  the  Center 
for  Disease  Control. 

The  health  department  is  interested  in 
three  categories  of  infectious  diseases  in  the 
hospital:  non-nosocomial  infections  which  are 
reportable,  reportable  nosocomial  infections, 
and  nonreportable  nosocomial  infections 
which  are  a problem  for  the  infection  control 
committee  from  the  standpoint  of  source  and 
control.  The  nurse  epidemiologist  would,  in 
the  course  of  making  rounds,  have  the 
opportunity  to  take  note  of  the  occurrence  of 
any  of  the  above. 

The  reasons  for  notifying  the  state  are  as 
follows:  notifiable,  non-nosocomial  infections 
may  pose  a public  health  threat  to  the 
community  at  large.  If  the  disease  in 
question  was  communicable  prior  to  hospital 
admission,  persons  in  the  community  would 
be  at  risk.  Hospital  personnel  would  also  be 
at  risk  until  precautions  against  transmission 
were  taken.  In  most  communities  the  hos- 
pital administration  and  private  physicians 
are  not  involved  with  disease  control  meas- 
ures outside  the  hospital.  The  state  health 
department  assumes  this  role.  Examples  of 
reportable  diseases  which  fall  into  this  cate- 
gory are:  hepatitis  A,  salmonellosis,  shigel- 
losis, and  tuberculosis.** 

Some  diseases,  such  as  tetanus,  botulism, 
and  Legionnaire’s  disease,  may  require  the 
expediting  of  infrequently  performed  labora- 
tory procedures  or  the  obtaining  of  antisera. 
The  health  department  can  usually  locate 
resources  and  make  shipping  arrangements 
for  specimens  and  sera  to  state,  regional,  and 
national  facilities.  With  regard  to  rabies,  the 
health  department  will  facilitate  shipment  of 
animal  specimens,  vaccine,  and  hyperimmune 
globulin. 
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Non-reportable  nosocomial  infections  may 
be  caused  by  a variety  of  fungal,  bacterial, 
and  viral  agents.  Examples  of  infections  in 
this  category  are  Serratia,  Staphylococcus, 
and  Pseudomonas.  When  assistance  with 
control  of  an  outbreak  of  infections  caused  by 
one  of  these  agents  is  desired,  the  problem 
should  be  reported  to  the  State  Health 
Department  Division  of  Standards  which  in 
turn  notifies  the  State  Epidemiologist.  If  the 
complexity  or  scope  of  the  problem  justifies, 
CDC  is  invited  to  investigate  by  the  State 
Epidemiologist.  Serotyping  for  epidemiologic 
markers  can  be  performed  at  either  the 
State  Health  Laboratory  or  the  CDC,  At- 
lanta, Georgia,  for  S.  aureus.  Pseudomonas 
sp.,  E.  coli,  and  other  bacteria.  Specimens  of 
these  bacteria  must  be  sent  to  the  State 
Health  Laboratory  since  the  CDC  will  not 
accept  them  without  referral. 

Expenses  incurred  for  viral  cultures  and 
antibody  titers  may  be  defrayed  if  first 
cleared  by  the  State  Epidemiologist’s  office. 
The  most  commonly  requested  are  entero- 


virus, adenovirus,  and  influenza.  A prepara- 
tion for  shipment  protocol  is  available  from 
the  office  of  the  State  Epidemiologist. 

The  recent  recognition  of  the  importance 
of  nosocomial  infections  has  led  to  a rapid 
increase  in  the  number  and  scope  of  infection 
control  programs  in  hospitals.^  An  effective 
program  requires  cooperation  between  the 
hospital  administration  and  the  medical  staff. 
The  infection  control  committee  coordinates 
the  program  (Figure  II)  in  the  hospital, 
effecting  many  of  its  actions  through  the 
nurse  epidemiologist.  Optimal  public  health 
efforts  require  communications  between  vari- 
ous hospitals  in  the  state,  an  effort  which  is 
orchestrated  by  the  state  health  department. 

References  may  be  obtained  from  the 
authors. 
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Group  B Streptococcal  Infections 
in  Neonates 


OVER  the  past  decade,  Group  B 
I streptococcal  disease  (Gr.  B) 
has  become  a frequent  cause 
of  infection  in  the  neonate.'  ^ In  some 
centers  it  is  the  most  common  organism 
isolated  from  the  neonate.  Eickhoff  and 
colleagues  reported  Gr.  B to  be  the  leading 
cause  of  sepsis  in  their  hospital.^ 

Group  B streptococcal  infection  in  the 
neonate  presents  as  two  separate  clinical 
entities,  early  onset  and  late  onset  disease. 
The  organism  remains  susceptible  to  peni- 
cillin or  ampicillin.  However,  even  with 
treatment,  morbidity  and  mortality  rates  are 
high,  varying  from  40-80  percent.* 

Approximately  30  percent  of  pregnant 
women  harbor  Group  B streptococcus  in 
their  vagina.  These  women  are  usually 
asymptomatic.  In  the  early  onset  disease 
theorganism  colonizes  the  infant  at  birth. 
The  infant  acquires  the  disease  by  ascending 
intrauterine  infection  or  by  passing  through 
the  birth  canal.  Although  1.2  to  37  percent  of 
infants  are  colonized  at  delivery,  the  in- 
cidence of  infection  for  colonized  infants 
remains  low,  2 to  3 per  1,000  live  births.' 
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Characteristically  early-onset  disease  may 
present  as  apnea  and  have  features  similar 
to  idiopathic  respiratory  distress  syndrome. 
Temperature  instability,  lethargy,  cyanosis, 
poor  feeding,  and  shock  are  some  of  the 
clinical  features  associated  with  Gr.  B in- 
fection. Signs  of  sepsis  present  early  in  the 
neonatal  period,  at  less  than  10  days  of  age, 
but  more  commonly  within  the  first  24hours. 
Obstetrical  complications  such  as  premature 
rupture  of  the  membranes  and  premature 
delivery  are  commonly  associated  with  early- 
onset  disease. 2- " Table  I shows  the  different 
clinical  presentations  in  early  and  late  onset 
Gr.  B disease. 


TABLE  I 

COMPARISON  OF  EARLY 
AND  LATE  ONSET 
GR.  B STREPTOCOCCAL 
DISEASE 

EARLY 

LATE 

Onset  of  symptoms 

Less  than  10  days  of  age 

Greater  than  10  days 

OH  complications 

IVemature  rupture  of 
membranes  and  difficult 
delivery 

None 

Serotype  of  (Jr.  H 

Serotype  1 

Serotype  111 

Type  of  illness 

Sepsis 

Pneumonia 

Meningitis 

Symptoms 

Mimics  RDS 
Early  onset  apnea 
Cyanosis 
Shock 

'I’e  m pe  r a t u r e i ns  ta  b i 1 i ty 

Lethargy 

Irritability 

Fever 

Bulging  fontanelle 

Kpidemiology 

Colonized  maternal  vagina 

Nosocomial 
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Figure  1 

Roentgenogram  of  infant  with  Gr.  B Streptococcal  infection  mimicking  hyaline  membrane 
disease. 


All  five  serotypes  of  Gr.  B may  be  the 
etiology  of  the  infection;  however,  serotype  I 
is  more  commonly  associated  with  early- 
onset  infection.  The  same  serotype  of  the 
organism  can  usually  be  isolated  from  the 
mother’s  vaginal  canal. ^ 

The  absolute  diagnosis  of  Gr.  B sepsis  in 
the  neonate  is  made  by  isolation  of  the 
organism  from  blood  and/or  spinal  fluid 
cultures.  Since  this  infection  has  an  as- 
sociated high  mortality  rate,  it  would  be 
helpful  to  be  able  to  diagnose  the  disease 
before  the  onset  of  shock.  Several  laboratory 
methods  have  been  used  as  screening  meas- 
ures to  aid  in  the  diagnosis.  An  initial  CBC 
with  a peripheral  white  count  of  less  than 
5,000  or  greater  than  20,000;  an  absolute 
neutrophil  band  count  of  greater  than  2,000; 
or  a Gram  stain  of  the  gastric  aspirate 
showing  gram  positive  cocci  may  all  be 
suspicious  for  sepsis  and  should  be  used  in 
conjunction  with  the  clinical  presentation.^' « 
The  chest  roetgenogram  may  show  pneu- 
monia or  more  commonly  it  mimics  hyaline 
membrane  disease  (see  Figure  l).^  When  Gr. 
B infection  is  suspected,  cultures  of  blood, 
spinal  fluid  and  urine  should  be  obtained  and 


appropriate  antibiotic  therapy  initiated  im- 
mediately. Antibiotics  should  not  be  withheld 
pending  results  of  culture. 

Late-onset  infection  presents  as  focal  in- 
fections or  as  meningitis.5  These  infants  are 
usually  10  days  of  age  or  older  with  no 
associated  obstetrical  compilations.  The  or- 
ganism tends  to  be  acquired  by  environ- 
mental contamination  rather  than  via  ma- 
ternal vaginal  colonization.  Again  all  sero- 
types may  infect  the  infant  but  in  late-onset 
disease  serotype  III  is  more  commonly 
isolated.  The  mortality  in  late-onset  disease 
is  approximately  30%  ; in  survivors,  mor- 
bidity seen  as  neurologic  complications  is 
common. 6 

Penicillin  is  the  antibiotic  of  choice  for  the 
treatment  of  Group  B streptococcal  infections 
in  a dose  of  150,000-250,000  u/kg/d  ad- 
ministered parenterally  for  10  days.  Current 
information  now  suggests  a combination  of 
penicillin  and  an  aminoglycoside  may  be 
more  effective  in  eradicating  the  organism. 
This  information  resulted  from  the  recent 
evidence  of  recurrence  of  Gr.  B infection 
after  treatment  with  penicillin  alone  was 
discontinued.^ 


^1 
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The  incidence  of  Gr.  B streptococcal 
infection  has  increased  in  frequency  over  the 
past  few  years.  Since  there  is  an  associated 
high  mortality  rate,  early  diagnosis  and 
treatment  are  essential  for  improved  sur- 
vival. 
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My  Specialty: 

Urological  Surgery  and  Diagnosis 


UROLOGY  is  a surgical  sub- 
specialty which  allows  for  a 
high  degree  of  accuracy  in 
diagnosis  and  effective  treatment.  This 
specialty  encompasses  the  differential  diag- 
nosis, medical  and  surgical  treatment  of 
lesions  and  dysfunctions  of  the  entire  uro- 
genital tract  in  the  male  and  the  urinary 
tract  in  the  female.  The  urologist  renders 
services  to  all  age  groups  from  newborn 
through  the  entire  life  span. 

By  reason  of  optical  and  manipulative 
instruments  peculiar  to  the  specialty  of 
urology,  unique  methods  of  diagnosis  and 
surgery  have  evolved. 

Understanding  the  need  for  recognizing 
those  individuals,  who  by  their  training  are 
proficient  in  this  specialty,  the  American 
Board  of  Urology  was  established  in  1934  in 
Chicago,  Illinois.  Its  purpose  was  to  ascertain 
and  certify  the  competency  of  physicians  who 
specialize  in  urology. 

At  the  present  time  requirements  are  as 
follows: 

1)  M.D.  degree  from  an  approved  medical 
school. 

2)  Two  years  preliminary  graduate  residency 
training  preferably  in  general  surgery. 

3)  Urological  residency  of  three  years  in  an 
approved  program. 

Licensure  and  practice  of  the  specialty: 

Part  I Written  qualifying  examination. 

Part  II  Certifying  examination  which  can  be 
taken  only  after  18  months  in  the 
practice  of  urology  after  finishing  all 
previous  requirements. 

A urologist  may  choose  to  practice  as  a 
physician  in  private  practice,  institutional, 
educational,  or  governmental  service  areas. 


LEROY  W.  LEE,  M.D. 

Senior  Urologist, 

Bishop  Clarkson  Memorial  Hospital,  Omaha 
Professor  of  Urology, 

University  of  Nebraska  Medical  Center,  Omaha 


He  is  also  prepared  to  devote  his  career  to 
clinical  or  basic  research  if  so  inclined. 

Urologists  have  several  specialized  organi- 
zations available  for  membership  aside  from 
the  usual  A.M.A.  and  component  associa- 
tions. Among  these  organizations  are  the 
American  Urological  Association  and  the 
various  sections  of  the  A.U.A.,  the  latter 
depending  on  geographic  location  of  the 
practitioner.  These  organizations  are  geared 
to  provide  postgraduate  medical  education 
and  current  information  on  advances  in  the 
practice  of  this  specialty.  State  urological 
associations  are  prevalent,  and  other  uro- 
logical organizations  of  more  limited  member- 
ship with  various  spheres  of  interest  do 
exist. 

Urologists  for  the  most  part  are  dedicated, 
friendly  extroverts  who  enjoy  their  work  and 
families  and  have  a low  incidence  of  personal 
and  marital  problems. 

Services  rendered  to  patients  are  for  the 
most  part  greatly  appreciated  since  there  is 
a high  level  of  accurate  diagnosis  and 
effective  medical  and  surgical  relief  that  can 
be  afforded. 

Urology  is  a highly  rewarding  field  of 
endeavor  and  I have  never  met  a urologist  in 
clinical  practice  who  wished  that  he  had 
chosen  a different  career. 
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Down  Memory 

1.  Once  upon  a time  the  doctor  was 
prudent  and  discreetly  buried  his  mistake, 
and  he  was  loved  by  the  community  and  his 
patients.  The  modern  doctor  is  scientific,  and 
fearlessly  has  a post  mortem  examination 
made  before  he  buries  his  mistake.  And  he  is 
sued  by  his  patient’s  relatives  and  loved  by 
the  relative’s  lawyer. 

2.  I think  the  day  will  come  when  all 
new-born  babies  will  be  turned  over  to  the 
pediatrician. 

3.  I do  not  wish  to  conclude  this  paper, 
however,  without  a protest  against  the 
indiscriminate  opening  of  normal  mastoid  and 
middle  ear  cavities  upon  gastrointestinal 
symptoms  alone.  Such  a protest  would  seem 
superfluous  were  it  not  that  such  a course 
has  been  openly  suggested  and  only  too 
frequently  pursued. 

4.  Reciprocity  with  other  states  is  not  yet 
satisfactory. 

5.  Mal-practice  is  based  upon  negligence. 


Lane 

Medical  negligence  in  law,  is  doing  some- 
thing that  a reasonably  prudent  doctor  would 
not  do  under  the  circumstances,  or  failure  to 
do  something  that  a reasonably  prudent 
doctor  would  do  under  the  circumstances. 

6.  There  will  never  be  a really  satisfactory 
method  of  delivering  a woman  in  heart 
failure. 

7.  The  question  of  eugenic  sterilization  and 
the  legalization  of  the  imparting  of  contra- 
ceptive information  to  patients  in  the  regular 
course  of  medical  practice  is  sure  to  come  up 
in  the  not  too  distant  future. 

8.  Of  the  demands  of  rural  communities 
for  physicians  which  came  to  the  A.M.A.  in 
the  last  several  years  and  were  investigated 
(93  in  number)  it  was  found  that  in  33%  of 
the  cases  there  was  a physician  available  in 
that  community,  in  48%  a physician  was 
available  within  five  miles  and  in  88%  within 
ten  miles. 

Nebraska  State  Medical  Journal 
March,  1929 
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One  close  to  Caesar  told  him  to  beware  the 
Ides  of  March— the  date  on  which  Brutus 
did  his  thing.  We  have  to  beward  the  Ides  of 
April— Dept,  of  Internal  Revenue.  Let's 
explore  a tiny  facet  of  this. 

The  all-items  component  of  the  Consumer’s 
Price  Index  rose  9%  from  December  1977 
through  December  1978,  while  the  medical 
care  cost  component  was  rising  8.8%  In 
December  1978,  the  all-items  component 
went  up  0.6%  , while  the  medical  component 
was  increasing  0.4% . The  administration’s 
bill  to  impose  a mandatory  ceiling  was 
defeated  in  Congress  last  year.  If  the 
voluntary  effort  led  by  the  American  Hospi- 
tal Association,  the  Federation  of  American 
Hospitals  and  the  AMA  fail  to  keep  expendi- 
tures within  certain  limits,  the  Administra- 
tion will  call  for  another  federal  ceiling  on 
hospital  expenditures. 

Compare  this  effort  of  cost  containment 
with  that  of  your  Uncle  Sam. 

Last  year  HEW  had  a budget  of  185  billion 
dollars.  This  year  would  you  believe  205 
billion  dollars?  This  is  an  11%  increase  and 
translates  to  two  thirds  of  the  national 
budget,  more  than  any  country  other  than 
the  USSR  spends  in  a year’s  time. 

Remember  what  a billion  is? 

A billion  seconds  ago— the  bombing  of 
Pearl  Harbor. 


A billion  minutes  ago— Christ  was  on 
earth. 

A billion  hours  ago— man  had  not 
appeared  on  earth,  and 
A billion  dollars  ago— was  yesterday. 

Houtz  G.  Steenburg,  M.D. 
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NMF?  WHAT  AND  WHY 

We  have  all  heard  the  letters  NMF,  but 
may  have  forgotten  what  it’s  all  about,  and 
there  are  new  Auxiliary  members  who  may 
not  know  exactly  what  this  organization  is 
and  what  it  does. 

The  Nebraska  Medical  Foundation  offers 
loans  up  to  $2,500  per  year  to  students  who 
have  entered  training  in  medicine  and/or  the 
allied  health  fields,  whose  parents  are  resi- 
dents of  the  State  of  Nebraska.  The  student 
must  have  completed  his/her  first  semester 
of  professional  training  prior  to  applying  for 
a loan.  The  interested  students  fill  out  an 
application,  which  can  be  obtained  at  their 
school  or  from  the  NMF  office,  and  send  the 
completed  form  to  the  NMF  office.  The 
student  goes  through  the  First  National 
Bank  and  Trust  Company  of  Lincoln  in 
working  out  the  details  of  the  loan.  The  only 
stipulation  is  the  student  pick  up  the  money 
in  person. 

NMF  was  founded  in  1948.  The  loan 
program  was  expanded  in  1963.  Since  that 
date  1,158  loans  have  been  granted  for  a 


total  of  $1,301,330  to  medical,  dental,  nurs- 
ing, physical  therapy,  medical  technology 
students,  and  interns  and  residents. 

Now  a Student  Research  Scholarship  Pro- 
gram for  Creighton  University  School  of 
Medicine  and  the  University  of  Nebraska 
College  of  Medicine  has  also  been  estab- 
lished. A $1,000  grant  goes  to  each  school 
each  year  for  cancer  and  heart  research.  If 
more  money  is  received  in  the  Foundation, 
more  grants  and  the  size  of  grants  can  be 
increased. 

The  Foundation  is  primarily  funded 
through  donations  by  physicians,  Nebraska 
Medical  Association  Auxiliary  through  their 
fund  raising  projects,  and  memorials. 

As  stated  earlier,  this  is  not  just  for 
medical  students.  It  would  be  nice  to  see 
communities  get  together  with  all  the  health 
professions  to  start  a joint  fund-raising 
project  for  NMF. 

Let’s  support  our  State,  our  Medical 
Schools  and  our  People  to  make  the  good  life 
better. 
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Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln.  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Ftecognition  is  given  to  individual  and  medical  organizations 
as  follows: 


BK Nh^FACTOFtS  (name  on  specific  exhibit) 
F’AI’FttFNS  (name  on  a patron  plaque) 
tSPONSORS  (certificate  of  appreciation) 
Other  Supporters 


$5.000-$25,000 
1,000-  4,999 

200-  999 

10-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 

Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 
Dr.  Ralph  Luikart 
Dr.  Arnold  W.  Lempka 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 
PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 

E.  Burkette  Reed  Estate 
Banker's  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 

Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic  : 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


70%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Continued 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iUary  Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
• • State  Museum 


Ifrri&^es 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr, 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  Wilham  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women's  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Wilhs  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr,  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  anc 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West.  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  I’ahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  and  Mrs.  J'homas  Surber 

Dr.  J,  L.  Greenwood 

Dr.  and  Mrs.  R.  H.  Mclntire 

Dr.  and  Mrs.  C,  Lee  Retelsdorf 

Dr.  and  Mrs.  Thomas  Jenkins 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  and  Mrs.  Richard  B.  Wilson 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr,  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr,  Julian  .lacobs 

Dr.  and  Mrs,  John  Stamm 

Dr.  H,  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 


Dr.  and  Mrs.  O.  S.  Troester 
Dr.  and  Mrs.  M.  Jack  Mathews 
Dr,  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 
Dr.  and  Mrs.  C.  A.  McWhorter 
Dr.  John  C.  Robbins 
Dr.  and  Mrs.  O.  Garland  Bare 
Dr.  and  Mrs.  Harold  E.  Cahoy 
Dr.  and  Mrs.  R.  F.  Statton 
Dr.  and  Mrs.  John  C.  Denker 
Dr.  F.  E.  Stivers 
Dr.  and  Mrs.  Robert  Hillyer 
Dr.  and  Mrs.  Duane  W.  Krause 
Dr.  Hobart  E.  Wallace 
Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  ITederick  D.  Catlett 
Dr,  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr,  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  J.  R.  Schenken 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  1.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  .lohn  C.  Sage 

Dr.  .lohn  W.  Goldkrand 

Dr,  and  Mrs.  Keay  Hachiya 

Dr,  S.  R.  Winston 

Dr.  William  G,  Simpson 

Dr.  Howard  B.  Hunt 
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!*ha  Great  Laxative  Esc^e 


This  aslhmalic 

isn’t  worried  about  his  nexi  breath... 


he's  active 
he’s  eftectively 
maintained  on 


contains  theophylline  (anhydrous)  1 50  mg 
and  glyceryl  guoiocolote  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions:  For  the  sympromonc  relief  of  bronchosposnc 
conditions  such  os  bronchlol  osrhmo.  chronic  bronchitis 
ond  pulmonory  emphysemo 

Wornings:  Do  nor  odminisrer  more  frequently  than  every 
6 hours  or  wirhm  12  hours  ofrer  reaol  dose  of  any  preporo- 
non  containing  theophylline  or  ommophylline  Do  nor 
give  other  compounds  conroining  xonrhine  derivorives 
concurrently 

Precautions:  Use  with  caution  in  ponenrs  with  cardiac 
diseose  hepatic  or  renol  impairment  Cancurrenr  adminis- 
rrarion  with  certain  anribiarics,  I. e clindamycin  erythro- 
mycin, rroleondomycin,  moy  result  in  higher  serum  levels 
of  rheophylline  Plosmo  prothrombin  ond  focror  V moy 
increose,  bur  ony  clinicol  effect  is  likely  to  be  smoll  Merob- 
olires  of  guoifenesin  moy  contribute  to  increosed  unnory 
5-hydroxyindoleoceric  ocid  reodings  when  determined 
with  nirrosonophrhol  reogent  Sofe  use  m pregnoncy  hos 
nor  been  esroblished  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed 

Adverse  Reoaions:  Theophylline  moy  exert  some  snmu- 
loting  effea  on  the  central  nervous  system  Its  odminisrro- 
rion  moy  couse  locol  irntotion  of  the  gosrnc  mucoso  with 
possible  gosrnc  discomfort  nouseo  ond  vomiting  The 
frequency  of  odverse  reocrions  is  relored  ro  the  serum 
theophylline  level  ond  is  nor  usuolly  o problem  or  serum 
theophylline  levels  below  20  meg  'ml 
How  Supplied:  Copsules  m bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100.  Liquid  in  borrles  of  1 pint  ond  1 
gollon 

See  package  insert  lor  complete  prescribing  information. 


pharmaceutical  division 

C Metd  Johnson  & CofTipsnv  • E vinivilis.  Indian*  47721USA  MJL  0-42* 
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OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  P'rederich  Hathaway 

Dr.  and  Mrs.  John  I,.  (Jordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr  Roy  S.  Cram 

Dr.  Joseph  David.  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  .Mrs.  Stephan  K.  U'oodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  .Mrs.  Stephan  K.  U’oodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 


Dr.  Oliver  J.  F’ogue 

Dr.  Hans  Rath 

Dr.  James  V\'.  Dinsiiiore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs  Rudolph  Strnot 

Dr.  A.  J.  Yonkers 

Dr.  Russell  C.  Brauer 

Dr.  and  .Mrs.  C.  F.  Ferciot 

Dr  ,1.  R Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  (i.  F.  (leiger 
Dr.  Joseph  C.  Scott.  Jr. 

Dr.  and  Mrs.  R.  H Meissner 

Dr.  R.  U.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B Gen.  and  .Mrs.  P.  A,  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michail  I).  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

.Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  .Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  .Miles  Skultety 


Dodge  County  Medical  Auxiliary 
Northwest  Medical  Auxiliary 
Burt-Washington  County  Medical 
Auxiliary 

Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr,  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  F’enry 
Dr.  Ffryce  G.  Shopp 
F)r.  Marjorie  Kwan 
Fir.  and  Mrs.  IF.  W.  Fiounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  F’.  Brolsma 

Dr.  and  Mrs,  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr,  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  FMace 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  h'itzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  1^.  Ffammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

70%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!!  Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 


University  of  Nebraska  ■ ■ 
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II  thM? 


ealth 
alleries 


In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $. 
development  and  maintenance  of  the  Health  Galleries. 


for  the 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address: 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

★ October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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Between  Cases 


Report  To  The  Patient. 

Your  right  ear  is  lower  than  your  left. 

Quote  Unquote. 

The  doctor  looked  at  the  sick  man  and  felt 
his  pulse,  said  that  he  could  not  examine 
him  immediately  after  a hemorrhage,  and 
gave  the  necessary  instructions. 

Schnitzler. 

Words  I Can  Do  Without. 

Schema,  documentability,  funnily,  hospice, 
perceptual,  penchant,  comity. 

On  Thanatology. 

The  kiss  of  death  is  like  taking  a hair  out 
of  milk. 

Babylonian  Talmud. 

Quote  Unquote. 

No  one  on  a sinking  ship  has  ever  been 
reported  seasick. 

Golden. 

On  Surgical  Infallibility. 

I have  been  mistaken,  but  I have  been 
mistaken  less  than  other  surgeons. 
Dupuytren. 

On  Diagnosis. 

A patient  with  a written  list  of  symptoms 
— neurasthenia. 

Osier. 

Viscera  And  Longevity. 

Is  life  worth  living? 

It  depends  upon  the  liver. 

Anon. 


What  Is  Medicine? 

Medicine  has  been  defined  to  be  the  art  or 
science  of  amusing  a sick  man  with 
frivolous  speculations  about  his  disorder, 
and  of  tampering  ingeniously,  till  nature 
either  kills  or  cures  him. 

Jeffrey. 

What  Is  Sickness? 

Sickness  is  a sort  of  early  old  age. 

Pope. 

What  Is  Health? 

Never  hurry;  take  plenty  of  exercise; 
always  be  cheerful,  and  take  all  the  sleep 
you  need,  and  you  may  expect  to  be  well. 
Clarke. 

Quote  Unquote. 

When  you  shut  out  the  sun  from  the 
window,  the  doctor  comes  in  at  the  door. 
Chinese  proverb. 

On  Holidays,  I Think. 

There  is  no  outlet  for  demonstrating  your 
feelings  towards  people  whom  you  simply 
loathe.  That  is  really  the  crying  need  of 
our  modern  civilizaton. 

Saki  (Munro):  The  Feast  of  Nemesis. 

Section  On  Psychiatry. 

I always  thought  that  since  the  insane 
made  their  own  world  it  was  more 
pleasurable  than  this  one  that  is  made  for 
us. 

Oh,  no,  it  is  unbearably  painful. 

Paddy  Chayefsky:  The  Tenth  Man. 

-F.C. 
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Our  Medical  Schools 


The  newborn. 

Internationally  recognized  medical  experts 
will  join  Creighton  University  faculty  in 
presenting  a continuing  education  program 
for  practicing  physicians  which  will  empha- 
size problems  of  the  newborn  infant. 

Neonatology  for  Everyone  — A Multi- 
specialty Problem,  will  be  February  2-3,  in 
the  Boys  Town  Institute  Auditorium  adja- 
cent to  Saint  Joseph  Hospital  at  601  North 
30th  Street. 

Guest  faculty  for  the  two-day  program 
include:  the  President-elect  of  the  American 
Board  of  Microbiology,  Eileen  L.  Randall, 


Ph.D.  Dr.  Randall  is  Associate  Professor  of 
Clinical  Pathology,  Northwestern  University 
Medical  School;  one  of  the  founders  of  the 
subspecialty  of  neonatology;  Lula  O Lub- 
chenco,  M.D.,  Professor  of  Pediatrics,  Uni- 
versity of  Colorado  Medical  Center;  and 
Maria  Delivoria-Papadopoulos,  M.D.,  Pro- 
fessor of  Pediatrics  and  Physiology,  Univer- 
sity of  Pennsylvania  and  Director  of  New- 
born Services,  Hospital  of  the  University  of 
Pennsylvania.  She  will  discuss  respiratory 
problems  of  the  neonate. 

Call  the  Office  of  Continuing  Medical 
Education  at  449-2550. 


Coming  Meetings 


NEBRASKA  ACADEMY  OF  FAMILY  PHY- 
SICIANS’ ANNUAL  SCIENTIFIC  AS- 
SEMBLY, March  23-24,  1979,  Holiday  Inn, 
72nd  and  Grover  Streets,  Omaha,  Ne- 
braska. 

PRACTICAL  INTERNAL  MEDICINE  FOR 
THE  PRACTITIONERS  - March  30-31, 
1979;  Ochsner  Medical  Institutions; 
Monroe  Hall.  Physician’s  registration  fee  is 
$110.00.  Resident’s  fee  is  $55.00.  Credit  — 
As  an  organization  accredited  for  contin- 
uing medical  education,  the  Alton  Ochsner 
Medical  Foundation  certifies  that  this  con- 
tinuing medical  education  activity  meets 
the  criteria  for  twelve  credit  hours  in 
Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Associa- 
tion. Also  approved  for  twelve  elective 
hours  by  the  American  Academy  of  Family 
Physicians.  Write  to:  Continuing  Educa- 
tion, Alton  Ochsner  Medical  Foundation. 
1516  Jefferson  Highway,  New  Orleans,  LA 
70121. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  29  - May  2,  1979, 
Holiday  Inn,  Kearney,  Nebraska. 

2ND  INTERNATIONAL  CLINICAL  GEN- 
ETICS SEMINAR  on  Management  of 
Genetic  Disorders,  under  the  auspices  of 


the  International  College  of  Pediatrics 
organized  by  the  Second  Department  of 
Pediatrics,  University  of  Athens,  June  4-7, 

1979,  Athens,  Greece.  Write  to:  Dr.  C. 
Bartsocas,  Second  Department  of  Pedi- 
atrics, University  of  Athens,  P.O.  Box 
3064,  Ambelokipoi,  Athens,  Greece. 

ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY  — The  Forteenth  Annual  Meet- 
ing will  be  held  at  the  Jackson  Lake 
Lodge,  Jackson  Hole,  Wyoming,  June 
13-17,  1979.  Write  to:  Ralph  J.  Kaplan. 
M.D.,  Secretary,  University  of  Oklahoma 
Health  Sciences  Center,  P.O.  Box  25606. 
Oklahoma  City,  OK  73125. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  July  22-26,  1979, 

Chicago,  Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates. 
December  2-5,  1979,  Sheraton  Waikiki 
Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 

1980,  San  Antonio,  Texas. 
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Failure  to  Detect  Intra-Abdominal 
Metastases  From  Breast  Cancer  — J.  M. 
Thomas  et  al  (St  George’s  Hosp,  London, 
England)  Br  Med  J 2:157-158  (July  15) 
1978. 

Premastectomy  staging  laparotomy  should 
be  performed  in  patients  with  primary 
breast  cancer  whose  cancer  most  likely  has 
disseminated  beyond  the  regional  nodes.  In 
the  presence  of  occult  gross  metastases 
detected  by  staging  laparotomy,  mastectomy 
will  not  provide  additional  protection  against 
local  recurrence  of  disease.  The  importance 
of  excluding  patients  with  occult  gross 
metastases  from  studies  on  adjuvant  chemo- 
therapy (designed  to  treat  micrometastases) 
is  discussed.  Aggressive  methods  of  staging 
are  justified  to  protect  the  patient  as  far 
as  possible  against  unnecessary  mastectomy 
and  to  identify  those  patients  who  should  be 
treated  by  therapeutic  chemotherapy  rather 
than  adjuvant  chemotherapy. 


Physicians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  flfth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

MEDICAL  DIRECTOR  — General  practitioner 
to  perform  general  examination,  care,  and  treat- 
ment of  patients  at  state  psychiatric  hospital. 
Forty-hour  week  with  rotating  on-call  duty.  No 
surgery.  Starting  salary  of  $41,000  to  $45,000, 
depending  on  experience.  Excellent  benefits. 
Contact:  H.  D.  Herrick,  M.D.,  Superintendent, 
Norfolk  Regional  Center,  Box  1209,  Norfolk, 
Nebraska  68701.  Call  Collect;  402-371-4343. 


PSYCHIATRIC  RESIDENCY:  Immediate 

vacancies  for  PG2  through  PG4  through  July  1, 
1979.  Those  eligible  for  an  Iowa  Residents  license 
via  the  ECFMG  receive  stipends  of:  1st  year, 
$21,294;  2nd  year,  $22,360;  3rd  year,  $23,478. 
Those  eligible  for  a regular  Iowa  license  via 
FLEX  or  reciprocity  receive  stipends  of:  1st 
year,  $23,478;  2nd  year,  $24,648;  3rd  year, 
$25,896.  T.  B.  McManus,  M.D.,  Superintendent, 
Mental  Health  Institute,  Cherokee,  Iowa  51012. 
Call  Collect  712-225-2594.  Equal  Opportunity 
Employer. 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information.  FDA  has  classified  the  in- 
dications as  follows; 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  bemgr 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxic 
HCl  and/or  clidinium  Br, 

Warnings:  Caution  patients  about  possible  combined  effect: 
with  alcohol  and  other  CNS  depressants,  and  against  hazarc 
ous  occupations  requiring  complete  mental  alertness  (e  g.. 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  us 
caution  in  administering  Librium®  (chlordiazepoxide  HCl)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsion: 
reported  following  discontinuation  of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  sms 
est  effective  amount  to  preclude  ataxia,  oversedation,  conk 
Sion  (no  more  than  2 capsules/day  initially,  increase  gradua 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropic: 
seems  indicated,  carefully  consider  pharmacology  of  agent 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  re 
ported  in  psychiatric  patients.  Employ  usual  precautions  m 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established 
Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax  Whr 
chlordiazepoxide  HCl  is  used  alone,  drowsiness,  ataxia,  cc 
fusion  may  occur,  especially  in  elderly  and  debilitated,  avo 
able  in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  r< 
ported  in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symf 
toms,  increased  and  decreased  libido — all  infrequent,  geni 
ally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment,  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  H(I)I, 
making  periodic  blood  counts  and  liver  function  tests  advi: 
able  during  protracted  therapy  Adverse  effects  reported  v 
Librax  typical  of  anticholinergic  agents,  i.e  . dryness  of  mo 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipa 
has  occurred  most  often  when  Librax  therapy  is  combmeo 
with  other  spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


In  treating  irritable  bowel  syndrome* 


!)nhance  your  therapeutic  expectations 

with 

Each  capsule  contains 
5 mg  chlordiazepoxide  HCl 


antianxiety/antispasmodic/antimotility 


Librax  is  uraque  among  G.I.  medications 
; in  providing  tne  specific  antianxiety  action  of 

! LEBRIUMXchlordiazepoxidefCl)  as  well  as  the  potent 

i antispasmodic  and  antimotility  actions  of 

' QUARZANXclidiniur#  Br)  fcradjunctive  therapy 

I of  irritable  bowel  iyndrane. 

! 

i 


* Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


WashingtoNotes 


Fedc'ral  iiisiiraiire. 

The  Carter  Administration  appears  to  be 
leaning  toward  a broad  national  health 
insurance  proposal  that  features  establish- 
ment of  a federal  insurance  program  — 
healthcare  — to  stand  alongside  existing 
private  plans. 

While  commitment  is  not  final,  a National 
Health  Plan  (NHP)  has  been  submitted  by 
HP]W  to  the  White  House  for  approval. 

The  NHP  is  the  one  that  high  level  policy 
discussions  are  centering  on  now.  It  is  a 
more  sweeping  national  health  insurance 
plan  (NHI)  than  expected.  There  had  been  an 
inclination  at  HEW  for  a long  time  to  adopt 
much  more  modest  variations  of  NHI  in 
response  to  Carter’s  frugal  government  cam- 
paign. The  program  finally  settled  upon  at 
HEW  reflects  a significant  bow  to  the 
pressures  of  organized  labor  and  Senator 
Edward  Kennedy  (D-Mass.)  for  a compre- 
hensive NHI. 

The  Administration  won’t  be  submitting 
its  final  legislative  proposal  to  Congress  for 
several  months.  HEW  in  its  report  to  Carter 
emphasized  the  tentative  nature  of  the  plan’s 
provisions. 

Following  is  a description  of  the  NHP 
proposal  in  which  much  of  the  language  is 
that  of  the  HEW  Department. 

The  universal,  mandatory  national  health 
insurance  program  would  provide  the  same 
standard  of  insurance  protection  for  all 
Americans  through  either  the  public  or 
private  sector. 

The  plan  would  establish  a federal  in- 
surance program  — healthcare  — under 
which  people  would  be  covered  by  either 
NHP  or  by  private  insurance  plans  meeting 
federal  standards.  Employers  would  be  re- 
quired to  purchase  coverage  for  employees 
from  NHP  or  private  plans  would  be  covered 
for  the  same  standard  benefit  package  and 
treated  equally  by  health  service  providers, 
because  all  insurance  plans  would  reimburse 
providers  at  the  same  rates.  Comparability 
between  public  and  private  plans  in  benefits 


and  rates  of  payment  to  providers  would  be 
achieved  through  standards  governing  bene- 
fits offered  by  private  plans  and  their  rates 
of  payment  to  hospitals,  physicians  and  other 
health  service  providers.  Providers  would 
have  no  reason  to  distinguish  between 
persons  enrolled  in  different  insurance  plans 
because  all  financial  transactions  would  occur 
between  providers  and  insurance  plans, 
rather  than  providers  and  patients;  and  all 
plans  would  pay  the  same  amount  for  a given 
service. 

The  benefit  package  for  all  plans  would 
include  hospital,  physician,  outpatient,  labora- 
tory and  x-ray  services,  a complete  pre- 
vention package  as  well  as  limited  coverage 
of  mental  health,  alcoholism  and  drug  abuse 
services,  and  outpatient  drugs. 

Under  one  set  of  provisions,  the  HEW 
Secretary  working  with  a provider  rate 
negotiation  board  would  annually  set  pay- 
ment rates  for  all  services  covered  under  the 
plans  at  levels  calculated  to  meet  a spending 
target  established  by  the  Congress.  Hospitals 
would  be  reimbursed  prospectively. 

Under  an  alternative  set  of  provisions,  fee 
schedules  would  be  established  for  phy- 
sicians, and  expense  limits  for  hospitals. 

The  NHP  system  would  be  financed 
through  a combination  of  premiums,  current 
medicare  payroll  tax  payments,  and  federal 
general  revenues. 

A federal  reinsurance  fund  would  serve  to 
equalize  the  cost  of  exceptionally  high  ex- 
penses among  private  insurance  plans  and 
NHP.  The  reinsurance  fund  would  assume 
responsibility  for  any  individual  expenditure 
in  excess  of  $50,000.  Reinsurance  would  be 
financed  through  federal  general  revenues. 

A health  advisory  group  of  the  Republican 
National  Committee  has  rejected  any  pro- 
gram of  federally-financed,  federally- 
administered  national  health  insurance,  call- 
ing instead  for  appropriate  steps  to  provide 
for  the  poor  and  those  threatened  by 
catastrophic  expenses. 

The  report  was  filed  by  the  Health 
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Subcommittee  of  the  GOP  Committee’s  Ad- 
visory Council  on  Human  Concerns.  Heading 
the  panel  was  former  Pennsylvania  Senator 
Hugh  Scott. 

The  efforts  of  the  Carter  Administration 
and  the  Kennedy-Labor  wing  to  impose  a 
sweeping  NHI  program  were  assailed  in  the 
Republican  Committee’s  report:  A Statement 
on  Health  Policy. 

Hospital  costs. 

President  Carter  has  told  Congress  that  it 
must  act  this  year  on  the  Administration’s 
hospital  cost  containment  proposal. 

In  his  State  of  the  Union  Speech,  Carter 
said,  “There  will  be  no  clearer  test  of  the 
commitment  of  this  Congress  to  the  anti- 
inflation fight  than  the  legislation  I will 
submit  again  this  year  to  hold  down  inflation 
in  hospital  care.” 

The  plan  faces  a tough  fight  in  Congress 
where  the  general  mood  is  in  opposition  to 
controls.  The  Senate  approved  a watered- 
down  version  of  the  Administration  plan  in 
the  last  few  days  of  the  previous  Congress, 
but  the  House  refused  to  act. 

HEW  Secretary  Califano  gave  the  picture 
a new  twist  with  a request  that  hospitals 
next  year  limit  their  expenditure  increase  to 
9.7  percent. 

The  HEW  proposed  quideline  was  attacked 
immediately  as  totally  unrealistic  and  based 


on  assumptions  which  we  believe  are  un- 
reasonable, by  the  Federation  of  American 
Hospitals. 

The  American  Hospital  Association  quickly 
joined  the  attack  with  the  statement  that  a 
9.7  percent  cap  would  absolutely  endanger 
our  ability  to  take  care  of  patients. 


Our  fees. 

Here’s  how  physicians’  fees  compared  with 
other  price  changes  in  1978. 

The  annualized  rate  of  growth  of  phy- 
sicians’ service  prices  for  1978  as  a whole 
(8.0  percent)  was  less  rapid  than  either  the 
all  items  (9.1  percent)  or  the  all  services  (9.7 
percent)  indices  of  the  consumer  price  index. 


Federal  aid  to  medical  education. 

Reacting  strongly  to  the  President’s  bud- 
get message,  the  Association  of  American 
Medical  Colleges  (AAMC)  warned  that  medi- 
cal education  may  become  confined  to  the 
wealthy  if  the  Carter  Administration  suc- 
ceeds in  chopping  federal  aid. 

John  A.D.  Cooper,  M.D.,  AAMC  president, 
said  the  Carter  Administration  budget  would 
cut  broad  medical  educational  support  (capi- 
tation) by  50  percent  this  year  and  eliminate 
it  altogether  next  year.  Federal  student 
financial  aid  also  would  be  sharply  reduced. 


Books 


Current  medical  diagnosis  & treatment;  by  Marcus 
A.  Krupp,  M.D.  and  Milton  J.  Chatton,  M.D.;  1130 
pages;  limp  cover  $18.00;  published  1979  by  Lange 
Medical  Publications,  Los  Altos,  California  94022. 


This  book  first  appeared  in  1962,  and  reappears 
every  year,  so  that  this  would  be  its  18th  edition.  The 
size  and  cost  goes  up  annually,  but  not  by  much.  It  is 


by  no  means  a handbook,  with  over  a thousand  pages 
and  33  chapters  and  35  contributors. 

The  book  is  completely  reset;  it  has  an  appendix  and 
a good  index.  It  appears  in  six  translations,  and  three 
more  will  follow.  The  print,  as  always,  is  good,  and 
reading  is  easy.  I think  it  is  a full-fledged  textbook,  and 
one,  as  the  authors  say,  that  is  meant  to  stay  on  the 
desk,  not  on  the  shelf. 

Good  book. 

-F.C. 
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Multiple  Daily  Insulin  Injections  in  the 
Treatment  of  Diabetic  Retinopathy  — T. 
Ashikaga  et  al  (Univ  of  Vermont  School  of 
Medicine,  Burlington,  VT  05401)  Diabetes 
27:592-596  (May)  1978. 

Data  based  on  the  prospective  study  of 
Job  et  al  were  reanalyzed  while  initial 
number  of  microaneurysms  and  duration  of 
patient  follow-up  were  controlled.  The  re- 
ported statistical  difference  in  the  rate  of 
microaneurysm  increase  between  the  single 
and  the  multiple-daily-injection  groups  may 
be  due  to  a difference  in  a subgroup  who  had 
a larger  number  of  microaneurysms  initially 
and  who  were  studied  for  a shorter  time.  No 
uniform  difference  was  observed  in  the 
results  of  the  treatment  between  the  groups 
given  a single  injection  and  those  given 
multiple  injections. 


Comparison  of  the  Tine  and  Mantoux  Tuber- 
culin Tests  — J.  A.  Lunn  (St.  George’s 
Hosp,  London,  England)  and  A.  J. 
Johnson,  Br  Med  J 1:1451-1453  (June  3), 
1978. 

Intracutaneous  (Mantoux  5 TU)  and  tine 
tuberculin  tests  were  performed  on  the 
opposite  arms  of  307  individuals.  The  results 
of  each  test  were  read  by  two  independent 
observers  at  either  48  or  72  hours.  Positive 
readings  were  recorded  in  59%  of  the 
Mantoux  tests;  induration  was  10  mm  or 
more  in  34.7%  of  cases.  Positive  readings 
were  recorded  for  3.9%  of  the  tine  tests,  and 
a further  15.5%  were  recorded  in  the 
doubtful  category.  The  tine  test  is  unsuitable 
for  epidemiological  use  because  of  the  high 
proportion  of  negative  and  doubtful  results 
in  persons  positive  on  the  Mantoux  test.  For 
the  same  reasons  its  usefulness  in  clinical 
practice  is  very  limited. 


The  Effects  of  Air  Cleaners  on  Hay  Fever 
Symptoms  in  Air-Conditioned  Homes  — J. 
B.  Kooistra  et  al  (Univ  of  Wisconsin 
Center  for  Health  Sciences,  Madison,  WI 
53706)  J Allergy  Clin  Immunol  61:315-319 
(Apr)  1978. 

High-efficiency  air  cleaners  that  remove 


99%  of  particles  greater  than  6 /n  from  the 
air  are  now  available.  In  an  eight-week 
prospective  double-blind  crossover  study  of 
the  efficacy  of  the  addition  of  these  cleaners 
to  home  central  air  conditioning,  20  adults 
allergic  to  ragweed  or  Alternaria,  or  both, 
kept  daily  medication  records  and  symptom 
scores.  The  authors  recorded  daily  outdoor 
pollen  and  mold  counts,  bimonthly  inside  and 
outside  the  home  pollen  and  mold  counts, 
and  a physician’s  evaluation  of  efficacy. 
When  the  cleaners  were  in  place,  there  was 
a trend  toward  lower  symptom  scores  and 
also  daytime  and  evening  scores.  Only  the 
decrease  in  symptoms  which  occurred  during 
night  hours  were  statistically  significant. 


A babe  is  fed  with  milk  and  praise. 

Lamb. 

Parents  deserve  reproof  when  they  refuse  to 
benefit  their  children  by  severe  discipline. 
Petronius  Arbiter. 

Must  women  have  a doctor  or  a dance? 
Young. 
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“There  was  a mixup  in  the  transplant.  You  lost  a 
kidney  but  gained  an  ovary." 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  OSS' 

iach  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

ust  one  tabiet  b.i.d.f  or  iO  to  i4  days 


Action  at  urinary/vaginal/lower  bowel  sites  helps 
liminate  reservoirs  of  infecting  organisms 

I Distinctive  antibacterial  action  plus  wide  spectrum 
'elps  eradicate  recurrent  UTI 

I Low  incidence  of  bacterial  resistance  in  community 
■ractice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


efore  prescribing,  please  consult  complete  product  informa- 
3n,  a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
factions  due  to  susceptible  strains  of  the  following  or- 
anisms:  Escherichia  coli,  Klebsiella-Enterobacter.  Proteus 
'abilis.  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
at  initial  episodes  of  uncomplicated  urinary  tract  infections 
? treated  with  a single  effective  antibacterial  agent  rather 
lan  the  combination.  Note:  The  increasing  frequency  of  resis- 
,nt  organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
ally  in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
trlnli  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
itients  9 months  to  16  years  of  age  who  were  immunosup- 
essed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
ederal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
ate  bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
ousceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
bn  likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
e urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
jonse.  "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
namides;  pregnancy;  nursing  mothers;  infants  less  than  two 
onths  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
!>sociated  with  sulfonamides.  Experience  with  trimethoprim  is 
uch  more  limited  but  occasional  interference  with  hematopoiesis 
as  been  reported  as  well  as  an  increased  incidence  of  throm- 
Dpenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
imarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
ay  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
e recommended;  therapy  should  be  discontinued  if  a signifi- 
antly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
; hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
ronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
'ogenase  deficiency,  hemolysis,  frequently  dose-related,  may 
:cur  During  therapy,  maintain  adequate  fluid  intake  and  perform 
equent  urinalyses,  with  careful  microscopic  examination,  and 
;nal  function  tests,  particularly  where  there  is  impaired  renal 
mction. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
limethoprim  are  included,  even  if  not  reported  with  Bactrim. 
load  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
p anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
Vpoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
:>ns:  Erythema  multiforme,  Stevens-Johnson  syndrome, 
eneralized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
ckness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
eriorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
ation,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
ans;  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
apatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache. 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
the'^apy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Please  see  back  cover. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  trac 

Please  see  reverse  side  for  summary  of  product  information. 


Her  next  attack  of  cystitis  ma^jrequire 

the  Bactrint 

3-system  counterattack 


ROCHE 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Enters 
bacteriaceae  in  the  bowel  without  the  emergence  of  res] 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introl 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


BALCONY 
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PEDIATRIC  INDICATIONS* 
FOR  BACTRIM  CONTINUE 

TO  GROW.. 


URINARY  TRACT 
INFECTIONS 


PNEUMOCYSTIS 

CARINII 

PNEUMONITIS 


SHIGELLOSIS 


ACUTE  OT/T/S 
MEDIA 


'Involving  susceptible  orgonisnns. 


Please  see  Indications  section  in  summary  of  product  information  on  last  page  of  this  advertisement. 


NOW.. 

ROCHE  INTRODUCES 


NEW 

CHERRY  FLjWOR 

BACTRIM 

PEDIATRIC 

SUSPENSION 


Each  teaspoonlul  (.S  ml)  contains 
40  mg  trimethoprim  and  200  mg  sulfamethoxazole. 


ESPECIALLY  FLMORED 
FOR  CHILDREN' 


Also  available:  The  original  fruit-licorice  flavor  to  be  prescribed 
:is  "Bactrim  Suspension."  The  some  active  ingredient  formulation— the  difference  is  the  flavor. 

Contraindicated  in  children  under  2 months  of  age.  Please  see  summary  of  product  information  on  following  page. 


(trimethoprim  and  sulfamethoxazole) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabiiis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  frequency  of  resistant  or- 
ganisms limits  the  usefulness  ol  all  antibacterials,  especially  m these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  influenzae 
or  Streptococcus  pneumoniae  when  in  physician's  judgment  if  offers  an  advantage 
over  other  antimicrobials.  Limited  clinical  information  presently  available  on  effec- 
tiveness of  treatment  of  otitis  media  with  Bactrim  when  infection  is  due  to  ampicillin- 
resistant  Haemophilus  influenzae.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indicated  for 
prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flesneri  and  Shigella  sonnet  when 
antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date,  this 
drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were  im- 
munosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  lo  Inmelhoprim  or  sulfonamides,  pregnancy  nursing 
moiners  mlanls  less  man  two  months  ol  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL  PHARYN- 
GITIS. Clinical  studies  show  that  patients  with  group  A ^ hemolytic  streptococcal  tonsil- 
lopharyngitis  have  higher  incidence  of  bacleriologic  failure  when  treated  with  Bactrim  than 
do  those  treated  with  penicillin  Deaths  Irom  hypersensitivity  reactions  agranulocytosis 
aplastic  anemia  and  other  blood  dyscrasias  nave  been  associated  with  sulfonamides  Expe- 
rience with  tfimeihoprim  is  much  more  limited  but  occasional  interference  with 
hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of  Ihrombopenia  with 
purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat  fever,  pallor 
purpura  or  laundice  may  be  early  signs  ol  serious  blood  disorders  Frequent  CBC  s are 
recommended  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  Use  cautiously  m patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency,  severe  allergy  or  bronchial  asinma  In  patients  with  glucose-6- phosphate 
dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  During  therapy, 
maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin  reassess  coagulafion 
time  when  administering  Bactrim  to  these  patients 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Stood  dyscrasias  Agranulocytosis,  aplastic  anemia 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reaclions  Erythema  mulliforme,  Slevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization.  arthralgia  and  allergic  myocarditis  Gasirointes- 
linal  reactions  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea 
and  pancreatitis  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression,  convul- 
sions, ataxia  hallucinations,  tinnitus,  vertigo,  insomnia  apathy,  fatigue,  muscle  weakness 
and  nervousness  Miscellaneous  reactions  Drug  fever,  chills  toxic  nephrosis  with  oliguria 
and  anuria  periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities 
to  some  goitrogens.  diuretics  (acetazolamide.  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production  diuresis  and  hypoglycemia 
in  patients,  cross-sensitivity  with  these  agents  may  exist  In  rats,  long-term  therapy  with 
sulfonamides  has  produced  fhyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections-  l DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp  (20ml)bid  for  10-14  days  Use  identical  daily  dosage 
lor  5 days  lor  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media  8 mg. kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  lor  10  days  Use  identical  daily  dosage  lor  5 days  for  shigellosis  A guide  follows 
Children  two  months  ol  age  or  older 
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For  patienis  with  renal  impairment 

Crealinine 

Recommended 

Clearance  {mt  mm) 

Desaqe  Reqimen 

Abbve  30 

Usual  slandard  reqimen 

15-30 

V?  Ihe  usual  reqimen 

Below  15 

Use  not  recommended 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  20  mg  kg  trimethoprim 
and  too  mg  kg  sullarnethoxazole  per  24  hours  in  equal  doses  every  6 hours  lor  14  days  See 
complele  product  information  lor  suggested  children  s dosage  table 
Supplied:  Double  Slrenglh  IDSI  tablets  each  containing  160  mg  Inmelhoprim  and  800  mg 
sulfamethoxazole  bottles  ol  100  Tel  E Dose’ packarjes  ol  100  Prescription  Paks  ol  20  Tablets 
each  conlaining  80  rnq  Inmelhoprim  and  400  mg  suHamellioxazole  bottles  ol  100  and  500 
Tel-E  Dose*  packages  ol  100  Prescription  Paks  ol  40.  available  singly  and  in  nays  ol  10  Pediat 
lie  Suspension,  containing  m each  leaspoonful  (5  ml)  Ihe  equivalent  ol  40  mg  Inmelhoprim  and 
200 mg  sulfamethoxazole  cherry  llavorod  bottles  of  16oz  (1  pinl)  Suspension,  conlaining  in 
each  leaspoonful  (5  ml)  Ihe  equivalent  ol  40  mg  Inmelhoprim  and  200  mg  sullamelhoxazole 
fruit  licorice  flavored  bolllesol  16oz(1  pint) 
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Neurosurgical  Management  of  the  Elderly 
Patient  — E.  Reichenthal  and  M.  N.  Shalit 
(Tel  Aviv  Univ  Mediceil  School,  Petah 
Tiqva,  Israel)  Surg  Neurol  10:153-156 
(Sept)  1978. 

Of  59  patients  who  were  over  65  years  of 
age  and  were  operated  on  for  diverse 
neurosurgical  problems  between  January 
1975  and  September  1976,  the  referral 
diagnosis  was  correct  in  only  about  half. 
Most  of  the  patients  diagnosed  as  cerebro- 
vascular accident  or  senile  dementia  were 
found  to  be  suffering  from  intracranial 
space -occupying  lesions  or  normal  pressure 
hydrocephalus.  Post-operatively  there  was  a 
significant  improvement  in  48%  of  these 
geriatric  patients,  with  no  change  in  23%  , 
and  a poor  result  in  29%  . When  the  data  on 
patients  with  benign  lesions  were  considered 
separately,  there  was  a significant  improve- 
ment in  60%  , with  no  change  in  23%  , and 
a poor  result  in  only  17%  . 
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locations  should  be  shown  in  the  text 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor, 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included 

Reference  citations  should  conform  to  Index  Medicus.  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers, 
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"Common  Foot  Problems" 

O,  Max  Jardon,  M.D.,  Omaha 
Lonnie  R.  Mercier,  M.D.,  Omaha 
12:00  ANNUAL  DISTINGUISHED  LUNCHEON 
Installation  of  1979-1980  Officers 
Frank  H.  Tanner  Memorial  Lecture 
William  J.  Reals,  M.D.,  Wichita 


APRIL  29  thru  MAY  2 
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For  hemorrhoids 
and  other 

anorectal  conditions 


External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis 


Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rxonly 


Prescribe 

Anusol-H0 

Su  ppositori  es /Qed  m 

for  symptomatic  relief 

• Effectively  reduces  inflammation  and  edema 

• Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

HemofThoidol  Suppositories 

ANUSOL-HC  CREAM 

Rectol  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  low  prohibits  dispensing  without 

prescnption. 

Description:  Eoch  Anusol-HC  Suppository  contoins 
hydrocortisone  acetate,  10  0 mg.  bismuth  subgallate, 

2 25%.  bismuth  resorcin  compound,  1 75%.  benzyl 
benzoate,  1 2%  Peruvion  baisam,  1 8%.  zinc  oxide. 

1 1 0%.  olso  contains  the  following  inactive  ingredients 
bismuth  subiodide  calcium  phosphate,  and  certified 
coloring  in  o hydrogenated  vegetable  oil  bose 
Each  grom  ol  Anusol-HC  Creom  contains 
hydrocortisone  acetate,  5 0 mg,  bismuth  subgallate 
22  5 mg,  bismuth  resorcin  compound.  17  5 mg  benzyl 
benzoate,  12  0 mg,  Peruvion  balsam,  18  0 mg,  zinc 
oxide,  1 10  0 mg,  also  contains  the  following  inactive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylparaben,  mefhylporoben,  polysorbate  60  ond 
sorbitoh  monosteoraie  in  a woter-miscible  base  of 
mineral  oil,  glyceryl  stearate  ond  water 
Indicotions:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  odjunctive  theropy  for  the  symptomatic  relief  of 
pain  and  discomfort  in  external  and  internal 
hemorrhoids,  proctitis,  papillitis,  cryptitis,  onol  fissures, 
incomplete  fistulas  and  relief  of  locol  pom  and  discomfort 
following  anorectal  surgery 


Anusol-HC  Cream  is  also  indicated  for  pruritus  oni 
Anusol-HC  IS  especiolly  indicated  when  intlammotion 
IS  present  After  acute  symptoms  subside,  most  patients 
con  be  mointoined  on  regular  Anusol  ’ Suppositories  or 
Ointment 

Confraindicotions:  Anusol-HC  Suppositones  and 
Anusol-HC*  Cream  ore  contraindicated  in  those  patients 
with  0 history  of  hypersensitivity  to  ony  of  the  components 
ot  the  preporotion 

Warnings:  The  sate  use  of  topicol  steroids  dunng 
pregnoncy  hos  not  been  fully  estoblished  Therefore, 
during  pregnoncy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  large  amounts,  or  for  prolonged 
penods  of  time 

Precoutions:  Symptomatic  relief  should  not  delay 
definitive  diognoses  or  treatment  If  initafion  develops, 
Anusol-HC  Supposifories  and  Anusol-HC  Creom  should 
be  disconfinued  and  oppropnofe  therapy  instituted 
In  the  presence  of  on  infection  the  use  of  on  appropriote 
onfifungol  or  antibacferial  ogenf  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequately  controlled 
Core  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
Anusol-HC  IS  not  tor  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositones— Adults  Remove  toil  wrapper  ond  insert 
suppository  into  the  onus  One  suppository  in  the  morning 


and  one  at  bedtime,  for  3 to  6 days  or  until  inftommotion 
subsides  Then  maintain  patient  comfort  with  regulor 
Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bathing  ond 
drying  ot  the  anal  area,  remove  tube  cop  and  apply  to  the 
extenor  surface  and  genfly  rub  in  For  internal  use,  attach 
the  plostic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication  Creom  should  be  applied  3 or  4 times 
a day  for  3 to  6 days  until  inflammation  subsides  Then 
mointoin  patient  comfort  with  regular  Anusol  Ointment 
NOTE  If  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  woshing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  ond  24  (N  0047-0089-24),  in  silver 
toil  strips  with  Anusol-HC  W C printed  in  block 
Anusol-HC  Cream— one-ounce  tube  (N  0047-0090-01), 
with  plostic  applicator,  detachable  label 
Store  between  15°-30‘  C (59"-86"  F) 

Full  information  is  available  on  request 

warner/Chiicott 

Division,  Womer-Lombert  Compony 
Moms  Plains,  N J 07950 
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The  professional  source  of  anorectal  comfort 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher.  Ph.D.,  Executive  Director 
2.'541  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Ilhnois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago.  Illinois  60610 
American  Societjy  of  Anesthesiologists 
Mr.  J.  W.  Ancles,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  “M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  ,1.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

G.  J.  'rhcobald,  Jr.,  Executive  Director 
25  West  39lh  Street,  New  York.  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

205  East  42nd  St.,  New  York,  N.Y.  10017 
National  Rehabilitation  Association 
1,522  “K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook,  Illinois  60521 
.Southwestern  Surgical  Congress 
.James  11.  Rickman,  M.l).,  Councilor 
626  .Sharp  Bldg.,  Lincoln,  Nebraska  68508 


Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2,5  mg  clidinium  Br, 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma:  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  {e  g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  m 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e  . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets 
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ROCHE 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


In  treating  irritable  bowel  syndrome* 


Enhance  your  therapeutic  expectations 

with 

Librax 


Each  capsule  contains 
mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimbtility 


Librax  is  unique  ammg  G.I.  rnedkatiois 
in  providing  tne  specific  antianxiety  action  of 
LIBRIUMXchlordiazepoxide  fCl)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 
QUARZANXclidinimI  Br)  forai^unctive  therapy 
of  irritable  bowel  syndrane. 


I 


*Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  pre.senting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objc^ctive  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  G1  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*TT>c  safety  and  cftcctivcficss  of  Motriri  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  Ivdridden,  or  cemfined  to  wheelchair; 
little  or  no  self-care). 
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Motrin 400 mg 

ibuproferiU|:^n 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


J-6857-4 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


The  confidence  that  comes  from  experience- 
one  more  reason  to  orescribe 

Motiin400it^ 

ibjprofeaUpphn 

Indicatjons  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  \WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain*, 
heartburn",  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Eever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 
Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
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Upjohn 


The  Up)ohn  Company 
Kalamazoo,  Michigan  49001 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING— IMPAIRED 
PATIENT  TO  A . 


Hearing  Aid  Speciaiist 


YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Omaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service 
2022  Avenue  A 
Kearney,  Nebraska  68847 . 
(308)  237-7297 

Beltone  Hearing  Aid  Service 
2716  Cheyenne  Street 
Columbus,  Nebraska  68601 
(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
1004  West  5th  Street 
North  Platte,  Nebraska  69101 
(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  13th  Street 
Lincoln,  Nebraska  68508 
(402)  432-6265 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 
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IN  NEBRASKA 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas.  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific.  Suite  212.  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  “E”  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Phyllis  L.  Miller,  Executive  Director 
120  No.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey.  Executive  Director 
Karen  Mundy,  Associate  Director 
8401  West  Dodge  Road,  Suite  17,  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J,  Williams.  Ph.D.,  Executive  Director, 

8707  West  Center  Road.  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs.  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building.  Omaha  68131 
Muscular  Dystrophy  Association,  Inc. 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska*Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker.  Jr.,  M.D.,  Secretary-Treasurer 
225  No.  Cotner  • E Bldg..  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley,  M.D.,  President 
811  West  William  Avenue,  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco.  M.D.,  President 
8601  Dodge  Rd..  Suite  234.  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton,  PA.  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 

James  R.  Newland.  M.I).,  Sec'y.-Treas..  Dept,  of  Pathology 
University  of  Nebraska  College  of  Medicine. 

42nd  & Dewey  Avenue.  Omaha  68105 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.I).,  Sec’y-Treas. 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Radiology 
Allen  D.  Dvorak.  M.I)..  Secretary-Treasurer 
Dept,  of  Radiology.  Creighton  Health  Ctr., 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — Americon  College  of  Surgeons 
.John  W.  Smith,  M.I)..  Secretary-Treasurer 
8.300  Dodge  St..  #124,  Omaha  68114 
Nebraska  ('hapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S,,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 

Ann  (.’.  Grandjean,  K.l)..  MS.  President 
8401  West  Dodge  Road,  Room  101,  Omaha  6HM1 


Nebraska  Easter  Seal  Society 

David  E.  Evans.  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road.  Suite  129.  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown.  Executive  Director 
Box  30247,  3100  "O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks,  President 

Nebraska  Methodist  Hospital.  8303  Dodge  St..  Omaha  68114 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
Norman  D.  West,  M.D.,  President 
Community  Mental  Health  Center 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  Public  Health  Association 

Ms.  Pamela  Specht,  Ph  D.,  President 
College  of  Business,  Creighton  University 
2500  California,  Omaha  68178 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom.  M.D.,  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr..  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  for  the  Prevention  of  Blindness.  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  4600  Valley  Road,  Room  203,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M.D.,  President 
Suite  255  • Second  Floor  North,  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 

Nebraska  Society  of  Radiologic  Technologists 

A1  Robinson,  RT,  President 

Dept,  of  Radiology,  Great  Plains  Medical  Center 

601  West  Leota,  North  Platte  69101 

Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M.D.,  Director  of  Health 
P.O.  Box  95007.  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretary-Treasurer 
85.52  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Patricia  Whyman,  CMA-AC.  President 
7300  So.  St.,  #2,  Lincoln  68506 
Nebraska  Urological  Association 

Cecil  T.  Bromfield.  M l),.  President 
4740  "A"  St..  IJncoln  68510 
Nebraska  Veterinary  Medical  Association 
Bob  Garey.  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  K.  Seibel,  Executive  Secretary 
540  Medical  Arts  Building,  Omaha  68102 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky,  Executive  Director 
16(H)  No.  56th  St..  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Vnnselow.  M.I).,  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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When  the  indications  surface . . . 


Net  wt  1 oz 


Net  wt  1/2  oz 


Net  wt  1/32  oz 

(approx) 
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\\  ' Each  gram 

contains:  Aerosporin® 
(Ftolymyxin  B Sulfate)  5.000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis): traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
thedevelopmentofinfection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


SoNLEY 
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SUPPLY  COMPAIVY 

2435  "O  ' St.,  Lincoln,  Nebraska  68510 

AUTHORIZID  CONTRACf  AGENT 


Combination  Chemotherapy  for  Advanced 
Breast  Cancer  — G.  T.  Kennealey  et  al 
(Yale  Univ  School  of  Medicine,  New 
Haven,  CT  06510)  Cancer  42:27-33  (July) 
1978. 

Forty-eight  women  with  advanced  met- 
astatic carcinoma  of  the  breast  were  treated 
with  one  of  two  combination  chemotherapy 
regimens:  adriamycin  and  cyclophosphamide 
or  adriomycin,  cyclophosphamide,  metho- 
trexate, and  5-fluorouracil.  The  response  rate 
in  the  two-drug  treatment  group  was  50% 
and  in  the  four-drug  treatment  group,  55%  . 
The  median  duration  of  response  was  ten 
months  in  both  groups.  Dramatic  responses 
were  seen  in  patients  with  visceral  met- 
astases.  Patients  who  responded  to  chemo- 
therapy had  a significantly  longer  survival 
than  nonresponders  (P<.01).  The  long  inter- 
val between  adriamycin  doses  (six  weeks)  in 
the  four-drug  regimen  did  not  adversely 
affect  the  response  rate  — an  important 
finding  in  view  of  the  dose-related  cardiac 
toxicity  of  this  agent. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson.  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope. 
Cedar.  Cuming.  Dakota,  Dixon.  Knox. 
Madison,  Pierce,  Stanton,  Thurston. 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller.  Columbus.  Counties:  Boone. 

Burt.  Colfax.  Dodge.  Merrick.  Nance. 
F^latte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  Seward.  Counties:  Butler, 

Hamilton.  Polk,  Saunders,  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties:  Clay,  Fill- 
more. Jefferson,  Nuckolls,  Saline. 
Thayer. 

Eighth  District:  Councilor:  James  E. 
Kamsay,  Atkinson.  Counties:  Boyd, 
Brown.  Cherry,  Holt,  Keyapaha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son. Kearney.  Counties:  Blaine,  Buf- 
falo. Custer,  Dawson,  Garfield.  Grant, 
Greeley,  Hall.  Hooker.  Howard.  Ix)up, 
Sherman.  Thomas.  Valley.  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase. 
Dundy.  Franklin.  Frontier.  Furnas, 
Gosper.  Harlan.  Haves.  Hitchcock. 
Kearney.  Phelps,  Rea  Willow.  Web- 
ster. 

h^leventh  District:  Councilor:  Berl  W. 
Spencer.  Ogallala.  Counties:  Arthur. 
Deuel.  Garden.  Keith.  Lincoln.  U>gan. 
McPherson.  Perkins. 

Twelfth  District:  Councilor:  ('alvin  M. 
Oba.  Scottsbluff.  Counties:  Bonner. 

Box  Butte,  Cheyenne.  Dawes.  Kimball, 
Morrill.  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


PRESIDENT  SECRETARY-TREASURER 

Lawrence  A.  McKinnis.  Hastings  George  J.  Lytton,  Hastings 


COUNTY 

Adams 

•Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Phelps 

Platte- lyoup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington- Burt 
York 

Northeast 


John  H.  Floyd,  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph.  David  City 
R.  J.  Dietz.  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 
Michael  L.  McCoy.  Gothenburg 
James  E.  Bridges.  Fremont 
Henry  J.  Billerbeck,  Randolph 


Edward  M.  Maiashock.  Omaha 

Dean  R.  Thomson.  Syracuse 
Bryce  G.  Shopp.  Imperial 

Warren  R.  Miller.  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
J.  Paul  Giabasnia.  Papillion 
John  E.  Hansen.  Jr..  Wahoo 
Donald  M,  Gentry.  Ciering 
R.  Paul  Hoff.  Seward 
Richard  E.  Penry.  Hebron 
H C.  Su*wart.  Pawnee  City 
P.  L.  Wiebe,  McCook 

James  I).  Bell.  York 


Bruce  D.  Forney.  Alliance 
William  W.  Lyons.  Kearney 
Gerald  W.  Luckey.  David  City 
Glen  D.  Knosp.  Elmwood 

E.  L.  Sucha,  West  Point 
N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson.  Gothenburg 
William  B.  Eaton.  Fremont 
Robert  B.  Benthack.  Wayne 


John  F Fitzgibbons.  Omaha 

Paul  R.  Madison.  Nebraska  City 
Paul  F.  Bottom.  Grant 

Ronald  W.  Klutman.  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
Michael  J.  Moran.  Papillion 
Robert  E.  Morris.  Ralston 
Robert  C.  Calkins.  Scottsbluff 
Roger  A.  Jacobs.  Seward 
Charles  F Ashby.  Cieneva 
R L Burghart.  Falls  City 
Elizabeth  D.  Edwards.  McCook 

Ik*n  N.  Greenberg.  York 


Patrick  C.  Gillespie,  Eleatrice 
Gordon  D.  Bainbridge.  Gr.  Island 
Gary  D.  Penner.  Aurora 


Douglas  M.  Laflan,  Creighton 

D.  W.  Ebers,  Lincoln 

Leland  F.  Lamberty,  North  Platte 


Klemens  E.  Gustafson.  Beatrice 
Sheridan  T.  Anderson.  Gr.  Island 
Richard  O.  Forsman.  Aurora 


Delwyn  J.  Nagengast.  Bloomfield 

W.  E.  Lundak.  Lincoln 

Mark  B.  Sorensen.  North  Platte 
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Stroke  After  Acute  Myocardial  Infarction  — 
P.  L.  Thompson  and  J.  S.  Robinson  (Sir 
Charles  Gairdner  Hosp.,  Perth,  Western 
Australia)  Br  Med  J 2:457-459  (Aug.  12) 
1978. 

Of  783  patients  with  acute  myocardial 
infarction,  13  (1.7%)  suffered  a stroke.  All 
the  strokes  occurred  in  patients  whose  peak 
serum  creatine  kinase  (CK)  level  was  over 
1,160  lU/L  (eight  times  the  upper  limit  of 
normal):  the  only  exception  was  a patient 
with  a preexisting  ventricular  aneurysm.  The 
incidence  of  stroke  in  the  282  patients  with 
CK  over  1,160  lU/L  was  4.2%,  21  times  the 
incidence  when  peak  CK  was  below  this 
value  (0.2% ).  Higher  peak  serum  enzyme 
levels  were  associated  with  an  even  higher 
incidence  of  stroke.  Comparison  of  peak 
enzyme  levels  with  cumulated  CK  showed  a 
close  correlation  (r=  0.90  with  peak  CK; 
r=  0.85  with  peak  aspartate  transaminase), 
suggesting  that  the  peak  enzyme  levels 
reflected  infarct  size.  Thus  the  risk  of  stroke 
after  infarction  was  a function  of  myocardial 
infarct  size;  two  thirds  of  patients  had 
negligible  risk  of  stroke. 


HEALTH  CENTRAL 
NEEDS 

FAMILY  PRACTITIONERS 
INTERNISTS 
OB/GYN  SPECIALISTS 
PEDIATRICIANS 

A federally-qualified,  staff  model  health 
maintenance  organization  opening 
January,  1979. 

Nebraska's  capital  city  of  approximate- 
ly 200,000,  home  of  the  University  of 
Nebraska. 

This  represents  a ground  floor  op- 
portunity to  practice  under  ideal  condi- 
tions in  a modern  new  facility  and 
three  excellent  hospitals  in  the  com- 
munity. 

Salary  commensurate  with  experience. 
Liberal  fringe  benefit  package.  Mal- 
practice insurance  paid.  Relocation  ex- 
penses paid. 


Send  curriculum  vitae,  including  salary 
requirements  to: 

JOHN  L.  LUCAS,  M.D. 
Medical  Director 

HEALTH  CENTRAL 

17th  & N Street 
Lincoln,  NE  68508 

For  immediate  attention,  call: 
(402)  475-7000 
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Myocardial  Necrosis  Following  General  An- 
esthesia in  Hemoglobin  SC  Disease  — A. 
S.  Rockoff  et  al  (Mount  Sinai  Hosp,  Hart- 
ford, CT  06112)  Pediatrics  61:73-74  (Jan) 
1978. 

A 4-year-old  girl  with  hemoglobin  SC 
disease  died  following  general  anesthesia. 
Autopsy  showed  widespread  intravascular 
sickling:  staining  with  hematoxylin-basic 

fuchsin-picric  acid  demonstrated  newly  de- 
veloped massive  myocardial  necrosis,  a rare- 
ly documented  finding.  Anesthesia  may  pro- 
duce conditions  that  provide  “crises”  in 
patients  with  sickle  hemoglobinopathies.  Pre- 
operative identification  of  sickle  states  and 
careful  attention  to  hydration  and  oxygena- 
tion may  minimize  anesthetic  risks  in  these 
patients. 


Exercise  Testing  in  the  Detection  of  Severe 
Coronary  Artery  Disease  — V.  M.  Jelinek 
et  al  (St  Vincent’s  Hosp,  Fitzroy,  Victoria, 
Australia)  Aust  NZ  J Med  8:361-365  (Aug) 
1978. 

The  clinical  value  of  exercise  testing  in  the 
detection  of  severe  coronary  artery  disease 
was  examined  in  289  men  and  45  women. 
The  diagnosis  of  coronary  artery  disease 
could  be  reliably  made  without  exercise 
testing  in  patients  with  angina  pectoris 
which  markedly  restricted  walking  or  which 
was  accompanied  by  pathological  Q waves  on 
the  ECG.  Such  patients  usually  had  coronary 
artery  disease  involving  two  or  three  major 
vessels.  Exercise  testing  was  an  aid  to 
diagnosis  in  patients  with  a normal  standard 
ECG  and  chest  pain  suspicious  of  myocardial 
ischemia,  either  mild  angina  or  atypical. 
When  exercise  testing  resulted  in  both  angina 
and  ST  segment  depression  in  men,  coronary 
artery  disease  was  present  in  38  of  41  (93%  ) 
cases.  Three-vessel  disease  was  found  in  only 
six  of  100  (6%  ) men  whose  exercise  test  did 
not  evoke  angina  and  ST  segment  change.  A 
normal  exercise  test  in  a woman  with 
suspicious  chest  pain  and  a normal  ECG  was 
associated  with  normal  coronary  arteries  in 
14  or  15  (93% ) cases.  Exercise  testing  is 
valuable  in  the  assessment  of  patients  with  a 
normal  standard  ECG  and  a differential 
diagnosis  of  mild  angina  pectoris  and  atypical 
chest  pain. 
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OMAHA  OFFICE: 

L.  Roger  Corner,  Representative 
91 1 0 West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE 

Germany  or  Little  Rock  — Alaska  or 
Tucson.  Arizona  — whatever  your  geo- 
graphical preference,  we  ll  work  to  place 
you  there.  And  you'll  know  the  assign- 
ment before  you  are  committed. 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine.  We 
also  provide  excellent  salaries.  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area.  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about 
Air  Force  medicine. 

Contact  (call  collect): 

Copt.  Robert  Brown 
1 16  South  42nd  St.,  Omaha,  NE 
(402)  221-4319 

AIR  FORCE  HEALTH  CARE  AT  ITS  BEST 

A great  way  of  life. 
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If  the  AMA  didn’t  speak 


for  the  profession,  who 

Who  would  speak  for  the  profession  on  the  2,500 
health  bills  introduced  in  every  Congress'^  Orthe 
regulations  issued  by  federal  agencies'^ 

Who  would  state  the  profession's  views  on  na- 
tional health  insurance'!’  Utilization  Review  Regu- 
lations'!’ The  Health  Planning  Act  of  1974'? 
Maximum  Allowable  Cost  Regulations'?  Health 
Manpower'? 

Who  would  provide  the  scientific  input  and  the 
practitioner's  experience  and  knowledge  so  es- 
sential to  legislation  on  drugs,  cancer,  heart  dis- 
ease, communicable  diseases'?  Can  you  think  of 
anyone'? 


would? 

The  fact  is,  there  is  only  one  organization  that 
can  — and  does  — speak  for  the  profession  as  a 
whole.  The  AMA. 

It  does  so  to  protect  the  basic  freedoms  of 
medical  practice  in  any  federal  health  program 
that  might  be  enacted;  and  even  more  important, 
to  promote  legislation  for  better  health  care  for 
the  entire  public. 

The  AMA’s  voice  can  only  be  as  strong  as  the 
members  of  the  profession  choose  to  make  it. 
With  your  support,  the  AMA  can  be  even  more 
effective  spokesman. 


Join  us. 

We  can  do  much  more  together. 

Dept  of  Membership  Development 

American  Medical  Association 

535  N Dearborn  St. /Chicago,  IL  60610 

Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 


City/State/Zip 
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Additional  Intormatlon  available 

to  the  prolesslon  on  request  from 
Ell  Lilly  and  Company 

Indianapolis,  Indiana  46206 

700565 

Eli  Lilly  and  Company,  Inc. 

Carolina,  Puerto  Rico  00^ 
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IN  APPRECIATION 


The  Nebraska  Medical  Association  recognizes  and 
expresses  appreciation  to  the  following  firms  and 
organizations  for  the  contributions  they  made  to  the 
scientific  program  of  the  1979  Annual  Session: 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Bristol  Laboratories 

Donley  Medical  Supply  Company 

Dorsey  Laboratories 

CIBA-GEIGY  Corporation, 

Pharmaceuticals  Division 

Eli  Lilly  and  Company  and  Dista  Products  Company 

Mead  Johnson  & Company 

Medical  Liability  Mutual  Insurance  Company 
of  Nebraska 

Merck  Sharp  & Dohme, 

Postgraduate  Program 

Nebraska  Medical  Foundation,  Inc. 

Parke-Davis 

Randal  Data  Systems,  Inc. 

A.  H.  Robins  Company 

St.  Paul  Fire  and  Marine  Insurance  Company 
Smith,  Kline  & French  Laboratories 
The  Upjohn  Company 
Wyeth  Laboratories 
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Tenuate" 

(diethylpropion  hydroctiloride  NF) 

Tenuate  Dospan' 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
d6scnb6d  b6low 

CONTRAINDICATIONS:  Advanced  arterioscierosis.  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anrf  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG,  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  Include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  ate 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen,  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  shoultf  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary, 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a lew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride); One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloridejcontrolleo-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  In  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  etfects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  Is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine*)  has  been  suggesterfon  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension,  it  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey.  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  RIchardson-Merrell  Inc 
Cincinnati.  Ohio  45215.  U S A 
Licensor  of  Merrell" 

References:  1.  Citations  available  on  reguest -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER. MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2,  Hoekenga.  M T . 

0 Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence.  Italy.  Jan.  20-21, 1977 
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75  mg.  controlled-release  tablets 


A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension:  see  additional 
Warnings  and  Precautions  on  the  opposite  page.)  q 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  imiDortant  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Ibnuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite 


Before  prescribing,  please  consuH  complete 
uct  information,  a summary  of  which  follows 
Indications;  In  adults,  urinary  tract  infecti; 
complicated  by  pain  (primarily  pyeloneph'iti< 
pyelitis  and  cystitis)  due  to  susceptible  orga- 
(usually  £.  coli,  Klebsiella-Aerobacter,  Staph 
coccus  aureus,  Proteus  mirabilis,  and,  less  ‘ 
quently,  Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note: 
fully  coordinate  rri  vitro  sulfonamide  s^nsit - 
tests  with  bacteriologic  and  clinical 
aminobenzoic  acid  to  follow-up  culture  me<j> 
increasing  frequency  of  resistant  organisms 
the  usefulness  of  antibacterials  including  su 
fonamides.  Measure  sulfonamide  blood  level 
variations  may  occur;  20  mg/l(X)  ml  should 
maximum  total  level. 

Contraindications:  Children  below  age  12:  s 
fonamide  hypersensitivity;  pregnancy  at  te-' 
during  nursing  period;  because  Azo  GantancI 
tains  phenazopyridine  hydrochloride  it  is  co,| 
dicated  in  glomerulonephritis,  severe  hepa;  j 
uremia,  and  pyelonephritis  of  pregnancy  wtti 
disturbances. 

Warnings:  Safety  during  pregnancy  not  estai 
Deaths  from  hypersensitivity  reactions,  agra 
tosis,  aplastic  anemia  and  other  blood  dysc 
have  been  reported  and  early  clinical  signs 
throat,  fever,  pallor,  purpura  or  jaundice) 
dicate  serious  blood  disorders.  Frequent  CB 
urinalysis  with  microscopic  examination  are 
ommended  during  sulfonamide  therapy. 
Precautions;  Use  cautiously  in  patients  witr 
paired  renal  or  hepatic  function,  severe  alie 
bronchial  asthma;  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whc 
dose-related  hemolysis  may  occur.  Mainta  '* 
adequate  fluid  intake  to  prevent  crystallunal 
stone  formation.  ! 

Adverse  Reactions;  Blood  dyscrasias  (agran; 
ulocytosis,  aplastic  anemia,  thrombocytope-] 
leukopenia,  hemolytic  anemia,  purpura,  hy|[ 
thrombinemia  and  methemoglobinemia);  a/., 
reactions  (erythema  multiforme,  skin  erupfg 
Stevens- Johnson  syndrome,  epidermal  nec;j 
urticaria,  serum  sickness,  pruritus,  exfoliatl 
dermatitis,  anaphylactoid  reactions,  penor:" 
edema,  conjunctival  and  scleral  injection, .; 
sensitization,  arthralgia  and  allergic  myoca' 
G.l.  reactions  (nausea,  emesis,  abdominal 
hepatitis,  diarrhea,  anorexia,  pancreatitis  ~ 
stomatitis);  CNS  reactions  (headache,  per 
neuritis,  mental  depression,  convulsions,  a; 
hallucinations,  tinnitus,  vertigo  and  insomr- 
miscellaneous  reactions  (drug  fever,  chills 
nephrosis  with  oliguria  and  anuria,  periartcr 
nodosa  and  L.  E.  phenomenon).  Due  to 
chemical  similarities  with  some  goitrogens,' 
uretics  (acetazolamide,  thiazides)  and  oral 
glycemic  agents,  sulfonamides  have  cause  ^ 
instances  of  goiter  production,  diuresis  ar-=" 
glycemia.  Cross-sensitivity  with  these  agr  ; 
exist. 

Dosage;  Azo  Gantanol  is  intended  for  the  ai 
painful  phase  of  urinary  tract  infections.  U; 
adult  dosage:  2 Gm  (4  tabs)  initially,  then- 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  p?', 
causes  other  than  infection  should  be  sou^ 
After  relief  of  pain  has  been  obtained,  cor 
treatment  with  Gantanol  (sulfamethoxazoli 
be  considered. 

NOTE:  Patients  should  be  told  that  the  or« 
dye  (phenazopyridine  HCI)  will  color  the  uf 
Supplied:  Tablets,  red,  film-coated,  each . 
ing  0.5  Gm  sulfamethoxazole  and  100  mg- 
phenazopyridine  HCI— bottles  of  l(X>and 

X \ Roche  Laboratories 

C ROCHE  > Division  of  Hoffmann-La  R;- 
\ / Nutley,  New  Jersey  0711“ 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


HOW  LONG  IS  AN  ARTICLE  GOOD? 

Medical  reports,  like  the  people  who  write 
them,  age;  and  like  submolecular  particles, 
they  have  lives  and  half-lives.  Articles  that 
seemed  earth-shaking  are  not  remembered; 
consider  foci  of  infection  theories.  Manu- 
scripts once  thought  to  be  breath-taking 
proved  less  important  and  are  forgotten; 
think  of  status  lymphaticus.  But  then  there 
are  the  really  significant  advances:  the 

discovery  of  the  circulation  of  the  blood,  the 
introduction  of  antibiotics  and  vaccines,  en- 
dotracheal anesthesia,  and  the  estimation  of 
blood  pressure.  At  the  beginning,  it  is  not 
possible  to  say  what  is  spectacular  and  what 
is  humdrum,  what  will  last  and  what  will 
not.  And  too  often  to  escape  notice,  what  is 
really  good  is  derided  and  held  up  to  scorn, 
which  may  be  the  hallmark  of  greatness. 

The  theory  that  what  was  called  acute 
indigestion  was  actually  heart  disease  was 
not  received  enthusiastically;  and  the  diag- 
nosis of  appendicitis  and  the  invention  of 
appendectomy  did  not  receive  immediate 
acclaim.  It  is  hard  to  tell  diamonds  from 
glass  when  we  first  look,  but  time  and 
statistics  are  on  our  side,  and  ten  years 
later,  we  can  easily  separate  sense  from 
nonsense.  I suppose  most  articles  are  lucky 
to  survive  twenty  years  and  then  fade  into 
oblivion  and  are  read  no  more.  The  several 
outstanding  contributions  to  our  literature 
endure  forever,  and  deserve  to  be  read  more 
and  to  be  remembered.  Most  articles  age  as 
fast  as  their  ink  dries,  but  the  really  fine 
essays  are  there,  uncrowded  now,  and 
immortal. 

-F.C. 


ALL  OUR  MINORITIES 

My  readers  and  I constitute  a minority 
group,  since  there  are  more  nondoctors 
than  doctors,  and  also  because  there  will  be 
more  who  do  not  read  this  essay  than  those 
who  do.  In  my  church  preference  I am 
outnumbered,  but  I have  to  say  that  there 
are  more  who  do  not  belong  to  anybody’s 
church  than  who  do.  As  an  anesthesiologist,  I 


am  in  a smaller  group,  and  in  editing,  I have 
joined  a tiny,  but  select,  class. 

Of  the  four  billion  people  in  the  world,  few 
live  in  Nebraska,  and  fewer  still  in  Lincoln. 
Adding  geography,  religion,  profession,  and 
age  (most  people  are  not  my  age),  I find  that 
I am  a minority  of  one. 

My  group  is  of  course  unique,  and  so  it  is 
exclusive;  I would  not  have  it  any  other  way. 
But  one  on  God’s  side  is  a majority,  someone 
wiser  than  I once  said.  We  are  all  in 
minorities,  how  could  it  be  otherwise?  That 
is  why  we  have  names  and  social  security 
numbers. 

We  have  identities,  and  each  of  us  has 
uniqueness.  I wonder  about  cloned  frogs,  and 
of  cutting  eggs  in  two  to  get  twins. 
Whatever  it  is  that  makes  us  different  from 
everybody  else,  you  may  call  it  souls  if  you 
like;  it  is  there,  and  it  will  always  be  there. 
It  is  like  what  they  used  to  say  about 
snowflakes;  no  two  of  us  are  alike. 

-F.C. 

THE  SEVEN  DEADLY  SINS 
OF  STATISTICS 

The  only  valid  approach  to  problem-solving 
in  medicine  is  the  statistical.  We  may  feel 
that  it  is  theoretically  unsafe  to  walk  in  front 
of  a moving  truck,  but  this  is  only  because  it 
has  been  tried.  Even  so,  the  statistical 
method  is  often  used  unwisely,  for  there  are 
seven  ways  to  spoil  a study. 

1.  Consider  the  tendency  to  report  only 
good  results.  Because  of  pride,  and  fear  of 
lawsuits,  one  does  not  like  to  say,  I treated  a 
patient  with  a new  method,  and  he  died. 
Therefore,  an  original  procedure  may  receive 
a handful  of  glowing  announcements  and 
achieve  early  and  unwarranted  popularity 
until,  when  it  is  late,  negative  reports  come 
in.  Negative  reports  are  no  less  valuable 
than  positive,  and  they  should  be  published. 

2.  Questionary  studies  are  subject  to  many 
objections.  Replies  are  usually  received  from 
too  few  workers,  and  one  wonders  why  the 
others  did  not  answer  and  how  they  were  all 
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chosen.  Different  institutions  may  classify 
the  same  patient  in  unlike  categories.  The 
instigator  of  a questionary  study  is  often 
asking  others  to  do  his  work. 

3.  Too  many  authors  do  not  realize  how 
many  cases  are  needed  to  make  a series 
significant;  thirty  cases  are  not  always  proof. 
And  the  statisticed  value  of  a single  case, 
once  glorified,  is  little. 

4.  As  far  as  we  know  and  to  the  best  of 
our  knowledge,  are  phrases  that  render  a 
series  useless.  If  there  are  patients  from 
whom  you  have  not  heard,  you  may  not  say 
that  they  are  alive  and  well,  as  far  as  you 
know.  A patient  who  does  not  respond  is 
likely  to  be  dead. 

5.  Statistical  follow-up  does  not  consist  in 
waiting  for  patients  to  come  to  the  office. 
Significant  conclusions  depend  on  scheduling 
appointments  and  on  vigorous  letter  writing 
by  the  investigator. 

6.  The  phrase  what  we  set  out  to  show  at 
the  beginning  of  a manuscript  means  that 
you  do  not  need  to  read  more;  the  author 
knew  what  he  was  going  to  conclude  before 
he  began  the  study.  And  the  words  I feel  or 
it  seems  to  me  means  that  the  writer  has  no 
evidence  to  support  his  conclusions.  I believe 
is  not  proof. 

7.  Eliminating  cases  from  the  series  must 
be  fought  at  every  turn.  Once  we  say,  this 
patient  does  not  really  belong  in  our  case- 
counting, the  study  has  become  worthless. 
There  is  only  one  way  to  find  the  mortality 
rate,  and  that  is  to  count  the  dead  bodies; 
and  without  exception. 

We  are  plagued  with  conflicting  answers 
to  important  problems,  so  that  we  do  not 
know  what  to  do.  Shall  we  perform  radical 
mastectomy?  Is  coronary  artery  bypass 
worthwhile?  Are  artificial  sweeteners  dan- 
gerous? Is  smoking  harmful?  Are  oral  anti- 
diabetic agents  worthless?  Is  coffee  bad  for 
you? 

The  statistician  who  knows  nothing  of  heart 
disease  may  tell  you  that  your  heart  disease 
study  was  improperly  set  up,  and  that  your 
conclusions  are  unfounded,  and  he  will  be 
right.  Proofs  of  statistical  significance,  the 
chi-square  test  and  Student’s  t test  (Stu- 


dent’s name  was  W.  S.  Gosset)  are  precious, 
and  they  do  not  easily  lend  themselves  to 
such  nearly  uncountable  things  as  nausea  or 
depression. 

Doctors  are  case-counters,  and  that  is 
good.  If  we  do  not  write  things  down,  we 
keep  them  in  our  heads,  and  we  never  stop 
counting.  That  is  why  medicine  is  a science, 
and  an  art,  too. 

-F.C. 

INSIGNIA  AND  EMBLEMS 

Whatever  happened  to  those  beautiful 
round  shiny  emblems  doctors  used  to  clamp 
on  their  automobile  license  plates?  They 
have  gone  the  sad  way  of  the  nurses’  capes. 
And  in  at  least  one  state,  the  letters  M.D. 
were  printed  right  into  the  license  plate. 
What  did  it  mean?  The  advantage  to  the 
doctor  lay  in  the  possibility  that  he  would 
not  get  a parking  ticket  when  everybody  else 
would,  and  that  he  might  be  immune  from 
speeding  tickets,  too.  On  the  state’s  side,  it 
meant  that  when  someone  lay  ill  or  injured 
in  the  street,  a doctor’s  car  could  easily  be 
picked  out  and  stopped. 

But  the  printing  of  the  M.D.  on  the  license 
plate  was  opposed,  and  I think  stopped,  by 
the  doctors  themselves,  for  reasons  that  will 
occur  to  anyone  who  has  been  to  medical 
school.  Still,  the  emblem  was  a lovely  thing 
to  see.  And  so  was  the  nurse’s  cape. 

-F.C. 


THE  TOUCH 

There  are  only  good  doctors  and  bad 
doctors.  There  is  compassion,  and  there  is 
the  personal  touch. 

Give  me  a well-trained  doctor,  give  me  a 
doctor  who  reads.  And  give  me  a doctor  who 
feels  for  his  patient.  This  one  will  talk  to 
people,  and  in  plain  little  words.  And  he  will 
listen.  He  will  not  be  hurried.  He  will 
identify  with  the  patient. 

He  has  the  touch,  the  personal  touch. 

He  will  explain,  gently  and  slowly,  and 
over  and  over  if  necessary.  He  will  share  his 
patient’s  discomfort,  he  will  know  his  fears, 
and  he  will  feel  his  pain. 
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And  he  may  even  touch  the  patient. 

I have  noticed  this,  that  the  compassionate 
doctor  is  also  a skilled  doctor,  he  is  the  good 
doctor.  For  whatever  drives  a man,  what- 
ever makes  a doctor  good,  if  he  is  skilled,  he 
will  be  compassionate,  and  if  he  cares,  if  he 
really  cares  for  his  patient,  he  will  be 


talented.  He  will  not  keep  his  patient 
waiting.  He  will  tell  him  what  the  tests 
show.  He  will  rejoice  in  his  recovery,  he  will 
be  saddened  by  failure,  and  he  will  give  his 
patient  what  every  patient  needs. 

Hope. 

-F.C. 
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ORIGINAL  ARTICLES 


Streptococcal  Surveillance  Program  — 
A 10  Year  Study  in  Eastern  Nebraska 


The  problem  of  streptococcal- 
associated  disease  in  Nebraska 
has  long  been  a major  interest 
of  the  communicable  disease  oriented  scien- 
tists in  this  area.  While  such  disease  is  not 
unique  to  urban  or  rural  communities  in  the 
state,  little  was  recorded  about  the  popula- 
tion parameters  involved.  This  paper 
describes  our  experiences  in  developing, 
maintaining  and  evaluating  a surveillance 
system  for  Group  A,  beta  hemolytic  strep- 
tococci (Streptococcus  pyogenes)  as  causative 
agents  of  disease.  This  study  spans  the  10 
year  period,  1968  through  1977.  The  sur- 
veillance system  as  intially  developed  sought 
to  assess  the  carrier  rate  of  Strep,  pyogenes 
in  the  preschool  and  adolescent  populations 
of  eastern  Nebraska,  specifically  in  Douglas 
and  Sarpy  counties.  At  that  time,  with  the 
assistance  of  information  requested  on  the 
specimen  requisition  form,  we  hoped  to 
determine  the  upper  respiratory  disease  rate 
due  to  streptococcal  etiology.  Adding  im- 
petus to  our  program  was  a report  that  150 
deaths  per  year  were  associated  with  rheu- 
matic heart  disease  in  Nebraska.' 

During  the  decade  considered  in  this 
report,  221  thousand  throat  cultures  were 
evaluated  for  Group  A,  beta  hemolytic 
streptococci.  These  specimens  were  sub- 
mitted by  physicians  and  dentists  who 
suspected  streptococcal  disease  in  individual 
patients,  in  family  situations  or  in  members 
of  a defined  group  such  as  a school,  class,  a 
church  membership  or  an  employee  type. 
Such  specimens  were  processed  as  described 
in  a previous  report.  ^ Once  the  medical  and 
dental  community  recognized  this  service  as 
a reliable,  effective,  and  inexpensive  means 
of  screening  patients  for  the  presence  of 
pathogenic  streptococci,  the  pool  of  people 
cultured  became  quite  varied.  Not  only  were 
cultures  taken  on  children  with  sore  throats, 
but  physicians  also  began  to  culture  children 
and  adolescents  with  a history  of  previous 
streptococcal  infection.  During  epidemic  in- 
fluenza periods,  many  physicians  cultured 
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children,  adolescents,  and  adults  recovering 
from  viral  respiratory  disease  in  an  attempt 
to  detect  secondary  streptococcal  disease. 
Early  data  enabled  us  to  compare  seasonal  as 
well  as  age  comparison  studies  in  this 
program.3 

The  results  of  our  surveillance  program 
show  that  the  number  of  cultures  submitted 
each  year  to  the  screening  program  has 
grown.  However,  the  percentage  of  positive 
cultures:  i.e.  those  with  Group  A strepto- 
cocci, has  not  similarly  increased.  Figure  1. 
The  annual  percentage  of  cultures  that  were 
positive  for  Strep  pyogenes  has  actually 
declined  from  a high  of  21.5%  in  1970  to  a 
low  of  11.5%  in  1977.  The  annual  positive 
average  for  the  10  yeeir  period  is  14% . 
Unfortunately,  the  morbidity-morality  data 
collection  system  has  changed  so  that  the 

Figure  1 

Total  number  of  throat  cultures  processed  and  the 
percentages  of  positive  cultures  for  each  year  1968 
through  1977. 


No.  of  Cultures 

Percentage 

Year 

Processed 

Positive 

1968 

4459 

17.58% 

1969 

8049 

18.85% 

1970 

10748 

21.54% 

1971 

14952 

14.35% 

1972 

19593 

15.13% 

1973 

24521 

16.76% 

1974 

36605 

14.21% 

1975 

30818 

12.94% 

1976 

34922 

12.46% 

1977 

36357 

11.53% 

Total 

221.224 

14.14% 
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number  of  rheumatic  fever  or  rheumatic 
heart  disease  cases  can  not  be  ascertained. 

Physician  use  of  the  program  has  increased 
each  of  the  years  considered  in  this  report. 
There  has  been  an  overall  increase  of  from 
25  physicians/month  in  1968  to  147  phy- 
sicians/month in  1977  — an  incease  of  528%  . 
F'igure  2.  No  figures  were  kept  on  the 
number  of  dentists  who  used  this  particular 
screening  system. 


Figure  2 

Monthly  average  number  of  physicians  who  sub' 
mitted  throat  cultures  each  year  1968  through  1977. 


Average  Number  of  Physicians 


Year 

Participating  Each  Month 

1968 

25 

1969 

34 

1970 

44 

1971 

47 

1972 

56 

1973 

65 

1974 

96 

1975 

112 

1976 

132 

1977 

147 

During  the 

early  yeeu-s  of  the  surveillance 

program,  it 

was  decided  to  select  several 

isolates  of  beta  hemolytic  streptococci  each 
month  and  determine  the  minimum  inhibi- 

tory  concentration  (MIC)  of  the  antibiotic 
penicillin  G of  such  isolates.  At  that  time, 
early  reports  indicated  that  some  isolates  of 
Neisseria  gonorrhea  had  elevated  MIC  levels 
to  penicillin  G.  Since  this  drug  was  and 
remains  the  drug  of  choice  for  both  Strep 
pyogenes  and  N gonorrhea  disease,  we 
sought  to  determine  the  stability  of  the  MIC 
of  penicillin  G to  streptococcsd  isolates  found 
in  eastern  Nebraska. 


The  MIC  for  Group  A streptococci  re- 
mained constant  at  0.009  units  of  penicillin 
G/ml  throughout  the  10  year  period.  How- 
ever, other  beta  hemolytic  streptococci  iden- 
tified as  Group  B,  streptococci  obtained  from 
throat  cultures  showed  varying  levels  of 
penicillin  G susceptibility.  Over  30%  of  the 
Group  B streptococci  isolated  in  our  labora- 
tories demonstrated  MIC  levels  greater  than 
0.009  units  of  penicillin  G/ml  with  3% 


showing  levels  of  0.62  units  of  penicillin 
G/ml.  Two  Group  B isolates  demonstrated 
MICs  of  1.25  units  of  penicillin  G/ml  during 
1977. 

We  felt  that  since  these  Group  B isolates 
were  isolated  from  throat  flora,  their  in- 
creased resistance  to  penicillin  is  noteworthy 
to  this  study.  Group  B streptococci  have  long 
been  of  interest  to  the  neonatal  pediatrician. 
Recently  these  pathogens  have  been  re- 
ported to  be  involved  in  adolescent  and  adult 
instances  of  disease  as  well.'*  It  remains  to 
be  proven  that  such  microbes  are  spread  by 
respiratory  means  in  the  same  manner  as 
Group  A streptococci.  We  do  know  that 
these  streptococci  are  commonly  isolated 
from  the  throat  flora  of  adolescents  and 
adults  as  well  as  children,  and  as  reported  in 
earlier  efforts,'’  can  be  considered  capable  of 
causing  life  threatening  disease. 

In  summary,  this  article  reports  that  a 
streptococcal  surveillance  program  utilized 
by  the  medical  and  dental  community  has 
broadly  defined  the  incidence  of  streptococcal 
disease  in  and  around  a metropolitan  center. 
This  10  year  study  has  increased  the 
awareness  of  streptococcal  disease  and  hope- 
fully reduced  associated  sequelae  due  to  such 
disease.  Finally,  it  has  brought  local  atten- 
tion to  the  study  of  non  Group  A strep- 
tococcal isolates  which  although  not  of 
particular  public  health  significance,  certainly 
are  of  interest  to  the  primary  care  physician 
who  treats  children  and  adolescents  for 
upper  respiratory  disease  with  penicillin 
chemotherapy. 
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Availability  of  Pit  Viper  Antivenin 
at  Nebraska  Hospitals 


VENOMOUS  snake  bites  repre- 
sent acute  emergencies  which 
physicians  may  infrequently 
encounter.  The  literature  regarding  treat- 
ment is  often  anecdotal  and  contradictory. 
While  treatment  protocols  may  vary,  there  is 
little  doubt  that  severe  cases  of  evenomation 
by  pit  vipers  (Crotalidae  family)  require 
prompt,  preferably  intravenous,  administra- 
tion of  Antivenin  (Crotalidae)  Polyvalent® 
(Wyeth  Laboratories).  Since  rattlesnakes  and 
copperheads  are  the  only  venomous  snakes 
indigenous  to  Nebraska,'*  it  could  be  antici- 
pated that  this  antivenin  would  suffice  for  all 
venomous  snake  bites  except  those  by 
imported  snakes  found  in  zoos  or  owned  by 
snake  fanciers. 

Prompted  by  a report  ^ which  detailed  the 
availability  of  snake  antivenin  in  Florida 
hospitals,  the  authors  attempted  to  obtain 
such  a list  from  state  and  poison-control 
resources  in  Nebraska.  When  it  became 
evident  that  no  such  list  had  been  compiled, 
the  authors  conducted  a mail  and  telephone 
survey  of  all  Nebraska  hospitals  to  deter- 
mine which  institutions  routinely  stocked 
Antivenin  (Crotalidae)  Polyvalent®  . Of  the 
104  hospitals  in  the  State,  69  (67%  ) reported 
that  this  antivenin  was  routinely  stocked, 
while  35  (33%  ) did  not  stock  it.  Since  many 
physicians  may  not  have  this  antivenin  in 
their  offices,  it  may  be  useful  to  retain  the 
following  compilation  to  avoid  referring 
snake  bite  victims  to  hosptals  without  anti- 
venin. No  attempt  was  made  to  quantitate 
the  number  of  vials  stocked;  life-threatening 
evenomations  may  require  10  to  20  and 
sometimes  more  vials  for  treatment.  ^ In 
these  cases,  contact  with  the  hospital,  even  if 
it  is  listed,  is  advised  to  be  certain  that  the 
required  antivenin  is  stocked  or  can  be 
rapidly  obtained. 

NEBRASKA  HOSPITALS  STOCKING  ANTIVENIN 
(CROTALIDAE)  POLVVALENt'* 


LOCATION 

OTNTY 

HOSPITAL 

TELEPHONE 

Alma 

Harlan 

Harlan  County 

928-2151 

Auburn 

Nemaha 

Nemaha  County 

27A-4366 
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LOCATION 

COUNTY 

HOSPITAL 

TELEPHONE 

Aurora 

Hami 1 ton 

Memorial 

694-3171 

Bassett 

Rock 

Rock  County 

684-3366 

Beatrice 

Gage 

Lutheran 

223-2366 

Beatrice 

Gage 

Beatrice  Community  Hospital 
& Health  Center 

228-3344 

Benkelman 

Dundy 

Dundy  County 

423-2670 

Broken  Bow 

Custer 

Jennie  M.  Melham  Memorial 
Medical  Center 

872-2441 

Burwel 1 

Garfield 

Community  Memorial 

346-4440 

Cambridge 

Furnas 

Cambridge  Memorial 

697-3329 

Central  City 

Merrick 

Litzenbero  Memorial  County 

946-3015 

Chadron 

Dawes 

Chadron  Community 

432-5586 

Columbus 

Platte 

Behlen  Community 

564-7118 

Cozad 

Dawson 

Cozad  Community 

734-2261 

Crawford 

Dawes 

Community  Memorial 

665-1770 

Creighton 

Knox 

Lundberg  Memorial 

358-3322 

Crete 

Sa 1 i ne 

Crete  Municipal 

826-2154 

Fairbury 

Jefferson 

Jefferson  County  Memorial 

729-3351 

Fal  Is  City 

Richardson 

Common i ty 

245-2428 

Franklin 

Frankl in 

Franklin  Community  Memorial 

425-6221 

Fremont 

Dodge 

Memorial  Hospital  of 
Dodge  County 

721-1610 

Geneva 

Fi 1 Imore 

Fillmore  County 

759-3167 

Gordon 

Sheridan 

Gordon  Memorial  Hospital 
District 

282-0401 

Gothenburg 

Dawson 

Gothenburg  Memorial 

537-3661 

Grand  Island 

Hall 

Lutheran  Memorial 

382-3890 

Grand  Island 

Hall 

St.  Francis 

382-2780 

Grant 

Perkins 

Perkins  County  Community 

352-4391 

WMIJON 

COUNTY 

HOSPITAL 

TELCPHDNC 

LOCATION 

COUNTY 

HOSPITAL 

TELEPHONE 

Hastings 

Adams 

Mary  Lanning  Memorial 

A63-A521 

Omaha 

Douglas 

Lutheran  Medical  Center 

536-6800 

Hebron 

Thayer 

Thayer  County  Memorial 

768-6041 

Omaha 

Douglas 

Nebraska  Methodist 

397-3000 

Holdrege 

Phelps 

Phelps  Memorial  Health  Center 

995-B635 

Omaha 

Douglas 

University  Hospital  and 
Clinics*  Univ.  of  Nebraska 

641-4400 

Imperial 

Chase 

Chase  County  Connunity 

882-4211 

Ord 

Valley 

Valley  County 

728-3211 

Kearney 

Buffalo 

Good  Samaritan 

236-4511 

Osceola 

Polk 

Annie  Jeffrey  Memorial  County 

747-2031 

Kimball 

Kimball 

Kimball  County 

235-3621 

Oshkosh 

Garden 

772-3283 

Garden  County 

Lexington 

Dawson 

Lexington  Community 

324-2331 

Oxford 

Furnas 

Fritzer  Memorial 

824-3271 

Lincoln 

Lancaster 

Bryan  Memorial 

489-3841 

Papil 1 ion 

Sarpy 

Midlands  Comnunity 

593-3000 

Lincoln 

Lancaster 

Lincoln  General 

475-1011 

Pawnee  City 

Pawnee 

Pawnee  County  Memorial 

852-2231 

Lincoln 

Lancaster 

St.  Elizabeth  Community 

Health  Center 

489-7181 

Rushvi 1 le 

Sheridan 

Rushvi lie  Community 

327-2468 

Lincoln 

Lancaster 

Veterans  Administration 

489-3802 

Sargent 

Custer 

Community 

527-3414 

Lynch 

Boyd 

Niobrara  Valley 

569-2451 

Scottsbluff 

Scotts  Bluff 

West  Netjraska  General 

635-3711 

McCook 

Red  Willow 

Coamunity 

345-2650 

Seward 

Seward 

Memorial 

643-2971 

Minden 

Kearney 

Kearney  County  Community 

832-1440 

Sidney 

Cheyenne 

Memorial  Hospital  and  Home 

254-5825 

Nebraska  City 

Otoe 

St.  Mary's 

873-3321 

Tecumseh 

Johnson 

Johnson  County 

335-3361 

Norfolk 

Madison 

Lutheran  Community 

371-4830 

Valentine 

Cherry 

Cherry  County 

376-2525 

Norfolk 

Madison 

Our  Lady  of  Lourdes 

371-3402 

West  Point 

Cuming 

St.  Francis  Memorial 

372-2404 

North  Platte 

Lincoln 

Great  Plains  Medical  Center 

534-9310 

O'Neill 

Holt 

St.  Anthony's 

336-2611 
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Atherosclerosis: 

Early  Events  and  Regression 


SUMMARY 

Administration  of  large 

doses  of  vitamin  D2  via 
..  stomach  tube  accelerated  the 
development  of  atherosclerotic  lesions  and 
this  was  accompanied  by  an  increase  in  the 
45-Calcium  uptake  into  the  artery.  Arterial 
segments  of  the  arteries  incorporated  more 
45-Calcium  into  those  portions  of  the  artery 
that  appeared  to  be  more  susceptible  to 
atherosclerosis.  The  aortic  arch  and  renal 
arteries  appeared  to  take  up  significant 
amounts  of  45-Calcium.  The  incidence  and 
severity  of  atherosclerosis  was  not  related  to 
the  concentration  of  cholesterol  or  trigly- 
cerides in  the  blood  but  appeared  to  be 
related  to  the  incorporation  of  45-Calcium 
into  the  artery.  Mitochondria  from  the  artery 
and  the  heart  also  incorporated  more 
45-Calcium  following  vitamin  D treatment 
compared  to  the  control  rats. 

INTRODUCTION 

Virchow  was  a pioneer  in  investigating  the 
pathogenesis  of  atherosclerosis.  In  1856,  he 
proposed  the  hypothesis  that  injury  to  the 
blood  vessel  had  an  important  role  in  the 
genesis  of  atherosclerosis.  Since  that  time 
many  investigators  have  proposed  numerous 
different  hypothesis  concerning  the  etiology 
of  atherosclerosis.  Currently  there  is  a large 
controversey  about  the  exact  role  of  the 
various  risk  factors  involved  in  the  disease. 
However,  all  investigators  agree  that  the 
initial  event  in  the  pathogenesis  of  athero- 
sclerosis is  injury  to  the  endothelial  cells 
lining  the  arteries. ' 2 

There  are  numerous  factors  that  can 
injure  the  endothelial  lining  of  the  aorta. 
Hypercholesterolemia,  hemodynamic  turbu- 
lence, various  chemicals  and  bacterial  toxins, 
imbalance  of  hormones  or  amino  acids  are 
just  a few  of  the  conditions  that  can  damage 
the  cells  that  line  the  arteries. In  some 
instances  there  may  be  a complete  denuding 
of  these  cells  and,  therefore,  the  blood  is 
exposed  to  a foreign  surface  resulting  in 
activation  of  the  blood  clotting  system.-' 


ROBERT  E.  HOUSTON 
DAVID  GAMBAL 
Creighton  University 
School  of  Medicine 
Omaha,  Nebraska 

Platelets  aggregate  at  the  site  of  injury  with 
a subsequent  release  of  numerous  factors 
that  constrict  blood  vessels,  accelerate  blood 
clotting  and  stimulate  the  proliferation  of 
smooth  muscle  cells.s-^-s  All  of  these  pro- 
cesses are  normal  biochemical  events  that 
occur  concomitant  with  repairing  the  dam- 
aged cells.  Does  an  attenuation  of  these 
reactions  contribute  to  or  accelerate  the 
development  of  atherosclerosis? 

Recently  Benditt  and  Benditt'*  proposed 
that  plaques  may  be  generated  by  progeny 
of  a single  cell.  Thus  these  investigators 
proposed  the  monoclonal  hypothesis  of 
atherosclerosis.  It  has  been  proposed  that 
arterial  cells  that  proliferate  may  be  trans- 
formed cells.  The  various  risk  factors  as- 
sociated with  atherosclerosis  may  have  muta- 
genic effects  and  cause  atherosclerosis  via  a 
mechanism  similar  to  mutagens  inducing 
cancer.  Since  the  exact  mechanism  and 
etiology  of  atherosclerosis  is  not  known, 
research  must  continue  in  this  important 
area  and  new  hypothesis  should  be  proposed 
or  old  hypothesis  confirmed  and  supported. 

Recent  work  in  our  laboratory  suggests 
that  administration  of  large  doses  of  vitamin 
D by  stomach  tube  can  induce  atheroscler- 
osis in  rats  within  five  to  seven  weeks.  This 
is  especially  significant  since  the  rat  is 
resistant  to  atherosclerosis.  Thus  vitamin  D 
appears  to  convert  a species  that  is  resistant 
to  atherosclerosis  to  one  that  is  susceptible 
to  the  disease.  This  may  be  associated  with 
damage  to  the  cells  in  the  arteries,  sub- 
sequent activation  of  the  clotting  mechanism, 
alteration  in  cell  permeability  and  initiation 
of  atherosclerosis. 

METHODS 

Weanling  male  albino  rats  of  the  Sprague 
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Dawley  strain  were  housed  in  individual 
cages  and  fed  a basal  and  experimental  diet 
adlibitum  for  six  weeks.  Each  diet  was 
complete  and  contained  all  known  nutrients. 
The  diet  contained  7%  wesson  oil  and  was 
rich  in  polyunsaturated  fatty  acids.  Group  I 
received  the  basal  diet  (22  rats)  and  group  II 
(28  rats)  received  the  basal  diet  and  a 
solution  of  vitamin  D2  and  cholesterol  by 
stomach  tube.  Each  rat  received  14  feedings 
over  a four  to  five  week  period  to  give  a 
total  of  13  mg  vitamin  D2  and  65  mg 
cholesterol.  The  rats  were  sacrificed  by 
decapitation  one  week  after  the  last  feeding. 
The  heart,  aorta,  testes,  adrenals,  seminal 
vesicles  and  thyroid  glands  were  removed, 
trimmed,  weighed  and  frozen  at  -20°C.  The 
serum  was  obtained,  frozen  and  stored  for 
future  analysis. 

45-Ca  Uptake  by  the  Aorta  and  Heart  In 
Vivo. 

Four  rats  were  injected  intraperitoneally 
with  45-Ca  (2.5  ,>t Curie/lOOg)  and  sacrificed 
15  minutes  later.  Tissues  were  removed  and 
freed  from  adhering  fat  and  examined  for 
atherosclerosis.  The  aorta  was  divided  into 
four  segments,  the  aortic  arch,  thoracic  aorta 
(descending  aorta  to  the  diaphragm),  ab- 
dominal aorta  (diaphragm  to  renal  arteries) 
and  distal  abdominal  aorta  (renal  arteries 
through  the  iliac  arteries).  The  heart  was  cut 
into  several  segments  and  examined  grossly 
and  under  a dissecting  microscope  for  areas 
of  myocardial  infarction.  The  segments  of  the 
arteries  and  portions  of  the  heart  were 
digested  with  NCS  at  40°C  for  18-48  hours  or 
until  completely  dissolved.  A fluorococktail 
was  added  and  the  45-Calcium  was  deter- 
mined by  liquid  scintillation  counting. 

Cholesterol  was  determined  by  the  pro- 
cedure of  Rosenthal  et  al"’  and  the  trigly- 
cerides using  the  Oxford  tri-chol  assay 
procedure.  Calcium  was  determined  by  atom- 
ic absorption  spectrophotometry.  (Gambal, 
unpublished). 

45-Ca  Uptake  by  the  Aorta  and  Heart 
In  Vitro: 

Four  rats  from  each  group  were  sacrificed 
and  the  aortas  were  removed  and  cut  into 
four  segments  as  previously  described.  The 
corresponding  segments  from  each  rat  were 
pooled  and  cut  into  fine  pieces.  Approxi- 


mately 30  mg  of  aorta  were  added  to  2.0  ml 
of  Krebs-Ringer  bicarbonate  buffer  con- 
taining 11  mM  glucose  and  45-Ca  (at  250,000 
CPM).  The  buffer  was  gassed  with  95%  O2, 
5%  Co  2 prior  to  adding  the  45-Ca.  The  heart 
(150  mg)  was  treated  in  a similar  manner. 
The  tissues  were  incubated  at  37°  with 
shaking.  The  reaction  was  stopped  by  cooling 
to  0°  and  the  tissues  were  obtained  by 
centrifugation  at  2700  rpm.  The  supernatant 
was  discarded  and  the  tissues  were  thor- 
oughly washed  twice  with  3 ml  of  non- 
radioactive buffer.  The  tissues  were  digested 
with  NCS  solubilizer,  cocktail  added  and  the 
radioactivity  was  measured. 

45-Ca  Uptake  by  Aorta  and  Heart 
Mitochondria: 

The  rats  were  sacrificed  and  the  heart  and 
aorta  were  removed.  The  aorta  was  treated 
in  three  different  ways.  Mitochondria  was 
isolated  from  the  entire  aorta,  from  various 
segments  of  the  aorta  and  from  affected  and 
nonaffected  areas  of  the  aorta.  The  samples 
of  the  aorta  were  homogenized  in  0.25  M 
sucrose  containing  1 mM  EDTA.  These 
homogentates  were  placed  in  a Parr  bomb 
under  750  PSI  nitrogen  pressure  for  10 
minutes  and  rapidly  decompressed  in  order 
to  rupture  the  cells.  This  suspension  was 
filtered  through  cheese  cloth  and  centrifuged 
at  500xg  for  10  minutes.  The  supernatant 
was  centrifuged  at  12,000xg  for  15  minutes 
in  order  to  obtain  the  mitochondria.  The 
mitochondria  was  resuspended  in  the  original 
buffer  and  recentrifuged  at  12,000xg.  The 
supernatants  were  then  centrifuged  at 
18,000xg  for  15  minutes.  No  mitochondria 
were  obtained  at  18,000xg.  The  washed 
mitochondria  from  the  aorta  were  resus- 
pended in  2 ml  Krebs-Ringer  bicarbonate 
buffer.  The  heart  was  treated  in  a similar 
manner  and  the  mitochondria  were  sus- 
pended in  3.5  ml  buffer. 

Mitrochondria  were  incubated  at  37°  for  15 
minutes  in  1.0  ml  Krebs-Ringer  bicarbonate 
buffer  containing  45-Ca  and  an  aliquot  of  the 
supernatant.  The  reaction  was  stopped  by 
filtering  the  mitochondria  through  a millipore 
filter  (0.5  ,am)  and  washing  the  filter  three 
times  with  non-radioactive  buffer.  The  filters 
are  transferred  to  scintillation  vials  and 
dried  overnight  at  110°.  Scintillation  cocktail 
was  added  and  the  45-Ca  is  determined. 
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RESULTS 

The  administration  of  cholesterol  and  vit- 
amin D did  not  significantly  alter  the  weight 
of  the  rats  nor  did  it  alter  the  weight  of  the 
heart,  aorta,  testes,  thyroid  gland,  adrenal 
gland  or  kidneys  (Table  I).  The  concentration 
of  cholesterol,  inorganic  phosphorus  and 
triglycerides  in  the  serum  was  not  signifi- 
cantly altered  by  the  administration  of 
vitamin  D2,  however,  the  concentration  of 
serum  calcium  was  significantly  increased 
(Table  II). 

Gross  examination  of  the  aorta  from  the 
heart  to  the  bifurcation  of  the  iliac  arteries 

Table 


The  uptake  of  45-Calcium  into  the  aortic 
segments,  in  vivo  was  increased  by  the 
administration  of  cholesterol/vitamin  D2 
(Table  III).  The  largest  amount  of  45-Calcium 
was  incorporated  into  those  segments  of  the 
arteries  that  had  the  greatest  incidence  of 
plaques  and  also  the  most  severe  athero- 
sclerosis Although  the  uptake  of  45-Ca  into 
the  arch  was  not  significantly  increased, 
there  was  a tendency  for  more  45-Calicum  to 
be  associated  with  the  arch  in  rats  receiving 
vitamin  D.  There  is  a variation  among  rats 
relative  to  the  incidence  and  severity  of 
atherosclerosis  and  the  uptake  of  45-Calcium. 
In  general,  individual  rats  that  had  the  most 

I 


Effect  of  Diet  on  Body  and  Organ  Weights 


Or£;an  Weieht  (tor/IOOr  Body  Mt.) 

Body 


TreaCment 

Weight 

Heart 

Aorta 

Testis 

Thyroid 

Adrenal 

Kidnev 

(g) 

Basal 

266 

306 

50 

1198 

5.7 

16.1 

1000 

Basal  -E  (Cholesterol/D^) 

265 

326 

55 

1178 

5.8 

19.0 

1160 

Table  II 

Effect  of  Diet  on  Blood  Lioid  Profiles 


Atherogenic 


Treatment 

Triglycerides 
(mg/ dl) 

Cholesterol 

(mg/dl) 

Calcium 
(mg/ dl) 

Phosphorus 

(mg/dl) 

Severity 

Basal 

71.6  + 9.2 

96.0  ± 7.2 

8.7  ± 0.3 

7.8  ± 0.9 

0 

Basal  -1-  (Cholesterol/D2) 

101.2  ± 14.8 

95.5  ± 8.0 

11.1  + 0.8 

7.1  ± 1.2 

3-E 

There  were  A-5  rats  per  group.  The  values  are  the  average  ± standard  error  of  the  mean. 


indicated  that  cholesterol/vitamin  D2  in- 
creased the  incidence  and  severity  of  athero- 
sclerosis (Table  II).  In  general,  the  most 
severe  plaques  occurred  in  the  abdominal 
areas.  The  area  of  the  aorta  from  the 
diaphragm  to  the  renal  arteries  generally 
had  developed  more  plaques  than  other 
areas  of  the  aorta.  In  rats  with  severe 
atherosclerosis,  the  aortic  arch  and  the  iliacs 
often  had  a high  incidence  of  plaque  forma- 
tion. In  general,  the  thoracic  aorta  did  not 
develop  many  plaques.  Vitamin  D2  is  athero- 
genic in  the  rat  and  atherosclerosis  can  be 
induced  within  5 to  7 weeks. 


severe  atherosclerosis  also  had  the  largest 
incorporation  of  45-Calcium  into  those  seg- 
ments of  the  aorta.  The  incorporation  of 
45-Calcium  into  the  heart  was  very  variable. 
It  appeared  that  some  rats  with  athero- 
sclerosis had  a higher  uptake  of  45-Calcium 
into  the  heart  than  rats  with  no  gross 
indications  of  atherosclerosis.  However,  this 
observation  requires  further  investigations. 

The  increase  in  the  in  vivo  uptake  of 
45-Calcium  into  aortic  segments  was  con- 
firmed in  vitro  (Table  FV).  The  segments  of 
the  aorta  exhibiting  the  greatest  incidence 
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Table  III 


Incorporation  of  45-Calciura  into  Arterial  Segments  In  Vivo 


45-Ca  Incorporated 
(CPM/ing) 


Group 

1 A- .Aorta 

2A-Aorta 

3A-Aor ta 

4A-Aorta 

Heart 

Basal 

184  ± 18 

183  + 11 

220  ± 38 

196  i 12 

67  ± 6 

Basal  + (Cholesterol/D.,) 

232  ± 18 

261  ± 2 
(p<0.01) 

640  ± 226 
(p<0.05) 

516  i 135 
(p<0.05) 

69  ± 6 

Arterial  segments  are  described  in  methods.  There  are  4-5  samples/group  and  the  values 
are  the  average  ± the  standard  error  of  the  mean.  The  counts  have  been  corrected  to  a 
standard  administered  dose  of  45-Calcium. 


and  most  severe  atherosclerosis  also  in- 
corporated more  45-Calicum  into  these  areas 
in  vitro  than  segments  from  corresponding 
normal  control  rats.  The  hearts  from  rats 
having  atherosclerosis  also  incorporated  a 
larger  amount  of  45-Calcium  in  vitro  than 
hearts  from  rats  with  no  gross  signs  of 
atherosclerosis.  The  mitochondria  from  the 
aorta  of  vitamin  D-treated  rats  incorporated 
approximately  7 fold  more  45-Calcium  com- 
pared to  mitochondria  isolated  from  aortas  of 
normal  rats  (Table  V).  The  mitochondria 
isolated  from  the  hearts  of  vitamin  D treated 
rats  also  incorporated  approximately  3 times 
as  much  45-Calcium  than  mitochondria  from 
normal  rats.  Similarly,  the  mitochondria 
isolated  from  affected  or  plaque-rich  areas  of 
the  mitochondria  incorporated  approximately 
twice  as  much  45-Calcium  as  compared  to 
mitochondria  from  plaque  free  areas  (Table 
VI).  Areas  of  the  aorta  that  did  not  contain 
any  visible  plaques  also  incorporated  more 
45-Calcium  in  the  vitamin  D-treated  rats. 


Attempts  to  isolate  mitochondria  from  ar- 
terial segments  were  difficult  because  of  the 
limited  amount  of  tissue.  The  results  of 
45-Calcium  incorporation  into  these  mito- 
chondria were  conflicting  and  variable.  There 
may  be  an  increased  incorporation  of  45- 
Calcium  into  mitochondria  from  these  ar- 
terial segments,  however  more  experiments 
must  be  performed  to  substantiate  these 
observations. 

DISCUSSION 

Rats  that  received  oral  administration  of 
vitamin  D2  and  cholesterol  consistently  de- 
veloped atheromatous  plaques  whereas  con- 
trol animals  did  not.  There  was  no  appau-ent 
alteration  in  several  organs  or  body  weight 
or  in  cholesterol  and  triglyceride  concentra- 
tions in  blood.  Since  other  atherogenic 
studies  have  shown  the  rat  to  be  a resistant 
species,  this  strongly  suggests  that  vitamin 
D2  may  initiate  or  accelerate  atherogenesis. 
Gross  examination  of  aortas  showed  a pre- 


Table  IV 

Incorporation  of  45-Calciuni  into  Arterial  Segments  In  Vitro 


45-Ca  Incorporated 
(CPM/mg) 


Group 

lA-Aor ta 

2A-Aorta 

3A- Aorta 

4A-Aorta 

Heart 

Basal 

93  ± 4 

76  ± 17 

59  ± 4 

55  ± 2 

161  ± 4 

Basal  + (Cholesterol/D  ) 

97  ± W 

68  ± 13 

203  ± 8 

152  ± 4 

182  ± 8 

2 

(p<0.01) 

(p<0.01) 

(p<0.05) 
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Table  V 


Incorporation  of  45-Calcium  Into  Mitochondria  In  Vitro 


Treatment 


45-Ca  Incorporated* 
(CPM  X 10^/mg  Protein) 


Basal  388  ±11  97  ± 2 

Basal  + Cholesterol/D^  2900  ± 322  (p<.01)  225  ± 8 (p<.01) 

*The  counts  have  been  corrected  to  250,000  CPM  standard  45-Ca  per 
incubation  flask.  Results  are  an  average  of  4 samples  per  group. 


Table  VI 

Incorporation  of  45-Calcium  into  Mitochondria  from  Plaque 
and  Plaque-Free  Areas 


Treatment  Plaque (-)  Plaque(+) 

Basal  388  ± 11 

Basal  + Cholesterol/D^  619  ± 33  (p<.01)  666  ± 56  (p<0.1) 


dictable  localization  and  progression  of 
plaque  formation.  Renal  artery  atheromas 
were  consistently  observed  with  contiguous 
involvement  of  the  abdominal  aorta  (3A)  and 
distal  abdominal  segment  (4A)  dependent 
upon  the  severity  of  the  disease.  Therefore, 
the  perirenal  (3A)  Emd  lower  abdominal  (4A) 
aortic  segments  were  high  potential  seg- 
ments and  the  aortic  arch  (lA)  emd  thoracic 
aorta  (2A)  segments  were  moderate  amd  low 
potential  segments  respectively.  Whether 
this  distribution  is  caused  by  tissue  sensi- 
tivity to  vitamin  D,  epithelial  cell  damage 
induced  by  hemodynamic  turbulance  in  these 
highly  branched  segments  or  other  agents  or 
factors,  is  not  known. 

It  is  well-known  that  the  kidney  syn- 
thesizes 1,25(0H)2  vitamin  D which  is  the 
active  form  of  the  vitamin.  The  vitamin  is 
subsequently  bound  to  a protein  and  trans- 
ported to  target  organs.  The  aorta  is  not 
considered  to  be  a normed  target  organ,  but 
it  may  inadvertantly  become  one.  Epithelial 
injury  caused  by  pheu-macological  levels  of 
vitamin  D will  expose  a foreign  surface 
consisting  of  a collagen  and  elastin  matrix. 
This  matrix  resembles  the  matrix  found  in 
bone  and  calcium  deposition  may  be  initiated. 
Judd  and  Wexter*'  reported  an  abnormally 
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high  calcium  uptake  in  the  aorta  concomit- 
tant with  the  development  of  atherosclerosis. 
These  observations  were  confirmed  in  our 
studies.  The  affected  aortas  exhibited  an 
elevated  45-Calcium  uptake  compared  to 

non-affected  areas  (Table  III  & IV).  The 
increased  uptake  of  45-Calcium  appears  to  be 
associated  with  atherosclerotic  changes  in 
the  aorta.  The  incorporation  of  45-Calcium 
into  arterial  segments  was  increased  both  in 
vivo  and  in  vitro.  The  calcium  content  of 
plaques  increases  with  the  severity  of 

atherosclerosis  and  the  age  of  the  plaque  and 
increased  calcium  content  in  the  plaque  is 
often  associated  only  with  the  latter  stages 
of  atherosclerosis.  Recently,  calcium  ac- 
cumulation in  the  aorta  has  also  been 

associated  with  the  esu-ly  development  of 
atherosclerosis.  This  is  2ilso  suggested  by  our 
studies  since  elevated  45-Calcium  uptake 
occurred  in  areas  of  plaque  formation  and  in 
arterial  segments  considered  to  have  a high 
propencity  for  atherosclerosis. 

Would  other  areas  of  the  aorta  develop 
atherosclerosis  if  the  rats  were  maintained 
on  these  diets  for  longer  duration?  Certainly 
vitamin  D is  integrally  related  to  calcium 
metabolism.  In  the  liver  and  other  tissues 


vitamin  D is  required  for  the  transfer  of 
calcium  across  mitochondrial  membranes.  In 
the  atheromatous  aorta,  vitamin  D induced 
transmitochondrial  transport  of  calcium  may 
disrupt  normal  aerobic  metabolism  in  the 
diseased  cells  preventing  normal  repair  and 
function.  The  mitochondria  from  the  aorta 
and  heart  of  vitamin  D treated  rats  exhibited 
a higher  calcium  uptake  than  mitochondria 
from  basal  fed  rats.  Mitochondria  from 
segments  of  the  aorta  with  high  plaque 
potential  or  plaque-rich  areas  also  may  have 
a higher  uptake  of  45-Calcium  than  mito- 
chondria from  normal  segments.  This  sug- 
gests that  energy  production  by  the  mito- 
chondria may  also  be  affected.  Since  ab- 
normal mitochondria  and  energy  production 
also  occur  in  neoplastic  cells,  the  abnormal 
calcium  metabolism  may  be  associated  with 
the  degree  of  neoplasia  and  plaque  forma- 
tion. The  monoclonal  theory  of  athero- 
sclerosis proposed  by  Benditt  and  Benditt  ^ 
suggests  that  vitamin  D may  have  a role  as  a 
neoplastic  agent.  This  is  speculative,  but  it  is 
interesting  to  note  that  elevated  circulating 
levels  of  vitamin  D can  damage  endothelial 
cells,  increase  the  intracellular  concentration 
of  calcium,  alter  calcium  metabolism  in  the 
mitochondria  and  perhaps  affect  energy 
production  and  may  also  be  an  agent  that 
stimulates  neoplastic  tissue. 


The  etiology  of  atherosclerosis  is  unknown. 
It  appears  that  elevated  dietary  intake  of 
vitamin  D may  predispose  an  artery  to 
atherosclerosis  or  in  some  manner  accelerate 
the  development  of  atherosclerosis.  Further 
investigations  regarding  the  role  of  vitamin 
D in  atherogenesis  is  warranted. 
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50  Years  of  General  Practice 
in  a Small  Community 


I GRADUATED  from  Medical 
School  February  27,  1928,  and 
spent  15  months  of  internship 
at  the  Nebraska  University  Hospital.  They 
were  changing  from  an  18-months  rotating 
internship  to  a 12-months  service;  and  I got 
15  months  of  internship,  of  which  8 months 
was  on  surgery  and  urology,  3 months  on 
medicine,  and  4 months  on  obstetrics  and 
gynecology. 

When  I completed  my  internship,  I thought 
I was  well  equipped  to  do  anything  I might 
meet  with  in  general  practice;  and  felt  that  if 
there  was  something  I couldn’t  handle,  I was 
smart  enough  to  call  in  assistance  or  refer 
the  case  to  a specialist.  When  we  were  in 
school,  we  were  taught  to  go  out  into  general 
practice;  and  if  we  had  special  interests,  we 
could  get  a residency  and  prepare  ourselves 
for  the  special  fields.  One  general  practi- 
tioner stated  that  it  took  17  good  specialists 
to  make  one  good  general  practitioner. 

I had  admired  our  home-town  Dr.  for  a 
good  many  years,  and  decided  to  go  back  to 
my  home  town  and  practice  with  him;  but 
this  didn’t  work  out  too  well.  In  three  years, 
in  the  middle  of  the  depression  (1932),  I went 
on  my  own  in  a solo  practice.  My  first  month 
out  with  the  older  Dr.  I operated  on  five 
acute  appendices,  of  which  three  were 
ruptured.  My  older  colleague  always  wanted 
to  wait  until  morning  to  see  how  they  were 
in  the  morning,  and  on  three  occasions  they 
were  ruptured  by  morning.  This  was  before 
the  days  of  antibiotics,  but  good  fortune  was 
with  the  patients,  and  they  survived. 

I frequently  ran  into  some  cases  that  were 
quite  puzzling,  and  I spent  a good  deal  more 
time  studying  and  hitting  the  books  than  I 
did  when  I was  in  school.  I often  wondered  if 
I had  been  asleep,  or  if  this  had  been 
presented  at  some  class  that  I had  skipped. 

In  1934  a patient  with  pneumonia  devel- 
oped empyema;  and  since  I had  my  office  in 
quite  a large  house,  she  insisted  that  I get  a 
nurse  and  do  this  drainage  of  her  empyema 
here  in  Burwell.  There  was  a small  hospital 
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in  a neighboring  town  that  I could  have 
taken  her  to,  but  she  insisted.  So  I got  a 
nurse  from  Grand  Island;  and  the  nurse  took 
care  of  this  patient  on  a 24-hour  basis,  you 
might  say.  My  older  colleague  gave  a drop 
anesthesia.  She  got  along  very  well;  and 
when  she  left  the  office,  she  insisted  that  I 
had  a start  now  — that  I had  a little  hospital 
going,  and  that  I keep  it  up,  which  I did. 

I built  on  and  ran  a 10-bed  hospital  until 
1940.  In  1940  it  beceune  impossible  to  get 
nurses  for  a reasonable  salary.  The  army 
was  getting  ready  for  the  war  going  on  in 
Europe;  and  because  of  lack  of  nursing  help, 
I had  to  close  down  the  hospital  and  revert 
back  to  an  office  procedure.  When  the 
United  States  entered  the  World  War  II 
conflict  on  December  7,  1941,  I had  had  my 
commission  in  the  army  and  had  let  it  drop.  I 
then  asked  for  my  commission  back,  and  in 
June,  1942,  went  to  the  army. 

On  returning  after  the  war  in  December, 
1945,  I was  asked  by  some  of  the  citizens  if  I 
was  going  to  open  the  hospital  again.  I told 
them  no;  that  if  the  city  wasn’t  interested 
enough  in  having  a hospital,  I would  go  to  a 
town  where  they  did  have  one.  So  they  got 
busy  and  formed  a community  hospital 
board;  and  they  built  a new  hospital,  which 
we  feel  is  well  equipped  for  a small  town 
with  x-ray  and  a coronary  care  unit. 

I have  had  very  many  interesting  ex- 
periences in  my  50  years  of  practice  and 
could  fill  a book  with  many  interesting 
stories,  of  which  I might  relate  one  incident 
of  interest  although  I could  relate  many. 

In  the  winter  of  1936  there  was  a lot  of 
snow,  snow  drifts,  and  a terribly  long  spell  of 
cold  weather.  It  was  difficult  to  get  around 
town  and  almost  impossible  to  get  around  in 
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the  country,  because  at  that  time  they  didn’t 
have  the  snow  removal  equipment  that  they 
have  now.  An  older  Dr.  in  Anselmo,  Nebras- 
ka, called  me  one  evening  and  asked  me  if  I 
would  come  to  a place  ten  miles  north  of 
Brewster,  Nebraska,  and  operate  on  a person 
whom  he  thought  had,  or  would  have,  a 
ruptured  appendix.  I asked  him  why  he 
didn’t  call  some  of  the  Drs.  from  Broken 
Bow,  or  Kearney,  or  some  other  place  which 
was  just  about  as  near  to  him  as  I was.  He 
told  me  that  he  had  called  them  and  they 
refused  to  come. 

I asked  him  who  would  give  the  anes- 
thetic, and  he  said  that  he  had  given  drop 
ether  anesthesia  in  World  War  I,  if  I would 
bring  some  nurses  who  would  help  with  the 
surgery.  I also  asked  him  how  I could  get  up 
there.  I thought  I could  make  it  to  Taylor,  a 
town  about  15  miles  west  of  Burwell;  and  he 
told  me  if  I would  come,  he  would  make 
arrangements  with  the  farmers  along  the 
way  to  get  me  to  Brewster,  and  he  would 
have  someone  at  Brewster  to  show  me  the 
road  north  of  Brewster  to  where  the  patient 
lived.  I told  him  I couldn’t  possibly  try  to 
make  that  drive  at  night,  but  I would  start 
in  the  morning  as  soon  as  it  was  light  so  I 
could  see  where  I was  going.  I would  bring 
two  nurses  and  operating  room  packs,  and 
we  would  do  the  best  we  could. 

The  farmers  had  been  out;  and  I was  able 
to  make  it  to  Almeria,  a store  and  post  office 
about  25  miles  west  of  Burwell.  From  there 
on  the  farmers  took  me  into  their  pastures 
and  around  the  roads  where  they  were 
broken;  and  we  eventually  got  to  Brewster, 
which  is  53  miles  from  Burwell.  Here,  one  of 
the  sons  of  the  man  who  was  sick  met  me; 
and  by  driving  around  the  drifts  in  the 
farmers’  and  ranchers’  fields,  we  finally 
arrived  at  the  home  of  the  sick  patient  about 
ten  miles  north  of  Brewster. 

He  had  a temperature  of  103°;  the  Dr. 
from  Anselmo  (I  am  purposely  not  using  the 
names  of  the  Drs.  here,  because  I haven’t  the 
permission  to  use  the  names)  had  done  a 
white  count,  and  the  patient  had  a white 
count  of  24,000.  He  was  a little  distended. 
Fortunately,  the  home  had  a delco  light 
system  with  one  light  bulb  above  the  dining 


room  table.  We  took  the  center  boards  out 
and  laid  them  lengthwise,  and  padded  it  up 
with  some  quilts  and  clean  sheets.  The  Dr. 
from  Anselmo  had  previously,  before  my 
arrival,  shaved  the  patient’s  abdomen.  One  of 
the  nurses  and  I stood  in  the  gap  between 
the  table  and  operated  on  this  sick  man.  The 
appendix  was  ruptured,  and  through  the 
peritoneum  purulent  pus  issued  from  the 
incision.  We  cleaned  as  much  of  this  fluid  out 
of  the  abdomen  as  we  could  with  warm  wet 
salt  packs,  removed  the  appendix  which  was 
ruptured,  and  put  in  some  small  rubber 
drains.  We  then  closed  the  abdomen  in 
layers  with  interrupted  catgut  sutures. 

We  left  one  of  the  nurses  with  the  patient. 
The  patient  tolerated  the  operation  pretty 
well.  I had  taken  along  a couple  of  liters  of 
five  percent  glucose,  and  talked  one  of  the 
nurses  into  staying  and  supervising  the  care, 
and  left  dressings  to  have  the  dressings 
changed  as  they  became  saturated. 

The  Dr.  from  Anselmo  visited  the  patient 
every  day.  The  patient’s  son  brought  the 
nurse  back  to  Burwell  on  the  third  day.  The 
Dr.  from  Anselmo  thought  it  wouldn’t  be 
necessary  for  her  to  stay  longer.  The  Dr. 
told  me  that  he  removed  the  drains  in  a 
week,  and  the  patient  was  up  and  around  on 
the  tenth  day.  This  was  in  the  days  before 
antibiotics,  when  we  had  to  use  asepsis,  good 
techniques,  and  drainage;  and  we  didn’t  have 
any  backup  with  antibiotics  to  take  care  of 
spreading  infection. 

I have  done  many  things  in  the  home,  and 
it  would  seem  that  in  most  all  cases,  they 
were  used  to  their  home  bacteria;  and  we 
had  very  little  or  no  infections. 

I have  delivered  over  2,000  babies.  I did 
have  the  unfortunate  experience  of  losing 
one  Mother  from  a ruptured  uterus.  How- 
ever, on  the  whole,  my  practice  has  been 
very  satisfactory  both  to  myself  and  to  the 
community.  At  no  time  have  I ever  been 
threatened  with  a lawsuit  nor  thought  that  I 
had  neglected  a patient. 

To  be  a good  general  practitioner  you  have 
to  like  people  and  want  to  help  them  when 
they  are  sick  and  in  trouble  — physically, 
mentally,  and  emotionally. 
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My  Specialty,  General  Practice 
The  Heart  of  Medicine 


The  “Doctor”  of  my  childhood 
was  a kindly,  dedicated  gen- 
eral practitioner  who  brought 
to  the  bedside  of  the  sick  a genuine  concern 
and  desire  to  help.  The  practice  of  medicine 
was  not  just  a job,  it  was  a way  of  life  which 
combined  his  diagnostic  skills,  a very  limited 
therapeutic  armamentarium,  and  a modicum 
of  pure  science,  with  a certain  amount  of 
mystique,  and  near  reverence.  In  those  days 
his  reassurance,  sympathy,  and  understand- 
ing were  often  more  powerful  than  his 
treatments  or  his  medication.  The  Family 
Doctor  not  only  knew  his  patient  but  he  also 
knew  something  of  the  family’s  problems  and 
its  financial  circumstances  and  practiced  a 
homespun  sort  of  cost  containment.  He 
presided  at  the  births,  shared  in  the  family’s 
successes  and  disappointments,  and  did  what 
he  could  to  relieve  the  suffering  and  the 
sorrow  that  surrounded  dying.  Is  it  any 
wonder  that  he  was  loved,  respected, 
revered,  and  almost  never  sued? 

Following  World  War  II,  the  trend  toward 
specialization  intensified  and  has  continued 
up  to  the  present  day.  However,  the  public, 
our  patients,  have  begun  to  be  heard  from. 
They  have  begun  to  demand  a change  in  the 
type  of  medical  caure  that  is  available  to  them 
today.  They  recognize  the  need  for  medical 
specialists  but  basically  they  want  a medical 
confidant  and  advisor  — one  who  will  tell 
him  when  and  if  he  needs  the  services  of  a 
specialist,  not  a system  or  series  of  special- 
ists and  subspecialists.  The  public  wants  a 
doctor  who  will  look  in  the  throat  as  well  as 
listen  to  the  heart  and  lungs,  treat  a skin 
rash  as  well  as  a urinary  infection,  lance  an 
abscess  and  take  out  an  infected  appendix, 
examine  the  hemorrhoids  and  prostate,  and 
fix  an  ingrown  toenail  or  plantar  wart.  The 
public  does  not  understand  why  the  special- 
ist physician  charges  considerably  more  for 
the  common  general  medical-surgical  prob- 
lems he  treats  than  does  the  general  practi- 
tioner for  the  same  procedure.  I suspect  that 
this  is  the  public’s  way  of  saying  that  it  is 


C.  J.  CORNELIUS,  |R.,  M.D. 

willing  to  pay  for  service  but  expects  the 
cost  to  be  at  least  somewhat  comparable  for 
most  services.  The  multispeciality  clinic  is 
coming  under  increasing  criticism  because  of 
the  internal  referral  mechanism  that  has  the 
patient  seeing  3 and  4 different  physicians  at 
each  follow  up  visit  with  each  making  an 
individual  charge  for  his  consultation. 

In  my  book  the  General  Practitioner  is  the 
last  of  the  “Real  Doctors.”  He  continues  to 
be  an  integral  part  of  his  community  and  its 
affairs.  He  is  friend  and  neighbor  to  his 
patients  and,  even  today,  not  often  sued.  He 
remains  the  medical  advisor  for  most  of  his 
patients  although  he  has  a few  who  like  to 
“play  Doctor”  and  refer  themselves  to  all 
sorts  of  specialists  for  questionable  or  per- 
haps status  reasons.  True,  the  general 
practitioner  has  more  to  offer  in  the  way  of 
diagnostic  and  therapeutic  tools  than  did  his 
predecessors  but  he  still  believes  in  the  “art 
of  medicine”  and  recognizes  that  “doing  no 
harm”  may  be  the  best  form  of  therapy  for 
many  patients. 

As  I look  back  over  my  25  years  of  general 
practice  I have  no  regrets  about  my  choice  to 
practice  generad  medicine  rather  than  accept 
one  of  several  offers  for  specialty  training. 
As  I look  around  me  I am  impressed  by  the 
fact  that  any  one  of  my  local  general  practice 
colleagues  could  have  been  successful  in 
almost  any  specialty  had  he  decided  to 
specialize,  and  I further  know  that  our 
community  has  been  blessed  with  high 
caliber  medical  service  provided  by  dedicated 
physicians  who  care.  This  is  the  “heart  of 
medicine.”  Science  has  improved  our  skills 
and  ability  to  provide  better  care  but  take 
the  “caring”  out  of  medicine  and  it  can  be 
practiced  by  computers,  robots,  and  vending 
machines.  I personally  prefer  to  be  a “Real 
Doctor.” 
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rhe  Great  Laxative  Escap 


>5l40ctyl  sodium  suifosi^inate 

Colace  means  escape— from  laxative  stimulation, 
from  laxative  harshrtess.  from  laxative  habit. 
Colace  gently  helps  soften  stools  for  easy^^fn-^ 
T6ss,  unstrained  elimination.  It’s  the  grai^^tiye 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid.  , ■ 


PHARMACEUTICAL  DIVISION 
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This  asnimalic 

1911  worried  aboiA  his  nexi  hreaih... 


he's  active 
he’s  effectively 
maintained  on 


Each  capsule  or  roblespoonful  ( 1 5 ml)  liquid 
contains  theophylline  (onhydrous)  150  mg 
ond  glyceryl  guoiocolate  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions;  Fot  the  symptomatic  relief  of  bronchospostic 
conditions  such  os  bronchiol  osthmo.  chtonic  btonchitis. 
ond  pulmonory  emphysemo. 

Warnings:  Do  nor  odminister  more  frequently  than  every 
6 hours,  or  within  12  hours  ofrer  reaol  dose  of  onypreporo- 
rion  conroining  theophylline  or  ominophyliine.  Do  not 
give  other  compounds  conroining  xonthine  derivatives 
concurrently. 

Precautions:  Use  with  caution  in  potients  with  cordioc 
disease,  hepotic  or  renol  impairment.  Concurrent  odminis- 
rrotion  with  cetroin  ontibioria.  i.e. , clindomycin.  erythro- 
mycin, troleondomycin,  moy  result  in  higher  serum  levels 
of  theophylline.  Plasma  prothrombin  and  foctor  V moy 
increose,  but  ony  clinicol  effect  is  lilsely  to  be  smoll,  Metob- 
olltes  of  guoifenesin  may  contribute  to  increosed  urinory 
5-hydroxylndoleocetic  odd  reodings,  when  determined 
with  nirrosonophrhol  reagent.  Sofe  use  in  pregnoncy  hos 
not  been  estoblished.  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed 

Adverse  Reoctions:  Theophylline  moy  exert  some  stimu- 
loting  effea  on  the  centrol  nervous  system  Its  odministro- 
tion  moy  couse  locol  irritotion  of  the  gostric  mucoso  with 
possible  gosrric  discomfort,  nouseo.  ond  vomiting.  The 
frequency  of  odverse  reactions  is  reloted  to  the  serum 
theophylline  level  ond  is  not  usuolly  o problem  oi  serum 
theophylline  levels  below  20  mcg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unir-dose  pocks  of  100:  Liquid  in  bottles  of  1 pint  ond  1 
gallon. 

See  package  insert  for  complete  prescribing  information. 
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Down  Memory  Lane 


1.  A not  uncommon  error  on  the  point  of 
the  examiner  is  never  to  admit  that  the 
organ  examined  is  normal. 

2.  At  the  time  I began  doing  x-ray  work  it 
required  an  exposure  of  ten  minutes  to  make 
an  x-ray  image  of  the  hand  on  a photographic 
plate. 

3.  We  hear  a great  deal  about  sex  instruc- 
tion for  the  young  at  the  present  time.  The 
correct  sort  is  necessary  and  beneficial,  but 
the  wrong  kind  is  worse  than  none  at  all.  It 
takes  a person  who  in  trained  not  only  in 
medical  affairs,  but  in  child  psychology  to  do 
this  sort  of  thing  successfully.  Neither 
ministers,  teachers,  Y.M.C.A.  or  Boy  Scout 
leaders,  nor  physicians  are  adapted  to  the 
work  without  specied  training. 

4.  One  is  reminded  of  the  story  of  a 
famous  clinic  where  one  professor  showed  a 
patient  with  tuberculosis  of  the  right  apex  in 
the  morning,  and  another  professor  showed 
the  same  patient  with  tuberculosis  in  the  left 
apex  in  the  afternoon. 

5.  Business  in  the  town  of  Bloomfield, 


Nebr.,  has  been  on  a cash  basis  for  a whole 
year  now,  including  medical  and  dental 
service,  and  reports  are  that  it  is  working 
out  successfully  to  all  concerned. 

6.  I have  seen  Argyll-Robertson  pupils, 
Babinski  reactions,  ankle-clonus,  etc.,  re- 
corded on  the  chart,  when,  in  fact,  no  such 
abnormalities  existed. 

7.  There  is  thought  to  be  good  reason  for 
hoping  that  under  President  Hoover  there 
may  be  a Department  of  Education  and 
Health. 

8.  The  advantages  of  the  new  system  of 
high  voltage  x-ray  treatment  are  grasped  at 
once  by  patients  who  have  been  treated  by 
both  the  old  and  new  method.  The  new 
system  is  noiseless,  doing  away  entirely  with 
the  crackling  of  the  sparks  at  the  rectifying 
disc  and  with  the  hum  of  the  motor.  The  new 
system  is  odorless,  so  neither  the  patient  nor 
the  operator  suffer  from  the  nausea  and 
headache  so  prevalent  previously. 
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Guest  President's  Page 


Several  NMA  officers,  members,  and  staff 
attended  the  Annual  AMA  Leadership  Con- 
ference in  Chicago  in  mid-February.  The 
meeting  was  SVz  days  of  general  sessions 
and  small  seminars  dealing  with  the  current 
problems  facing  our  profession.  The  meeting 
was  very  educational,  interesting,  challeng- 
ing, and  a little  depressing.  I would  like  to 
briefly  summarize  the  highlights,  as  I saw 
them. 

The  public  is  now,  for  the  first  time,  more 
concerned  about  the  cost  of  medical  care, 
than  they  are  quality,  and  their  own  personal 
physician  relationship.  This  was  brought  out 
in  a recent  Harris  Poll  conducted  throughout 
the  entire  country.  The  federal  government, 
industry,  and  labor  are  demanding  lower 
health  care  costs  — both  hospital  and 
physicians  fees.  Our  image  and  our  prestige 
continue  to  diminish.  If  we  wish  to  delay  or 
halt  the  march  towards  socialized  medicine, 
we  must  profit  from  the  English  and  Cana- 
dian experiences  in  “National  Health  In- 
surance,” and  tell  the  real  story  to  our 
patients  (the  public).  Otherwise,  we  will  very 
probably  end  up  eventually  just  like  England 
and  Canada. 

We  must  also  improve  our  efforts  at 
voluntary  cost  containment  both  in  our 
offices  and  in  our  hospitals.  Particularly,  it 
now  seems  urgent  that  the  cost  containment 
committee  of  the  Nebraska  Medical  Associa- 
tion step  up  its  efforts  not  only  with  the 
membership,  but  also  in  the  public  arena, 
where  we  are  constantly  being  criticized  for 
failure  to  contain  costs. 

If  we  are  to  succeed  in  this  battle,  and  it  is 
just  that,  we  must  remain  united  in  the 
AMA,  the  NMA,  and  our  County  Medical 
Societies.  It  is  imperative  that  we  encourage 


physicians  to  join  the  AMA  and  NMA  and 
County  Medical  Societies  (as  a unit)  if  they 
have  not  already  done  so. 

While  in  Chicago,  I also  sought  information 
pertaining  to  the  role  of  the  Board  of 
Councilors  in  peer  review  and  fee  adjudica- 
tion activity.  The  federal  government 
(through  the  FTC)  has  stated  that  we  cannot 
become  involved  in  fee  adjudication  cases. 
However,  we  have  a definite  role  with 
respect  to  disciplinary  action  as  specified  in 
AMA  Judicial  Council  opinion  4.16,  1977 
edition  of  Judicial  Council  Opinions  and 
Reports,  which  states:  “The  charging  of  an 
excessive  fee  is  unethical  and  is  contrary  to 
Section  7 of  the  Principles.  The  physician’s 
fee  should  be  commensurate  with  the  serv- 
ices rendered  and  the  patient’s  ability  to 

pay-” 

The  Board  of  Councilors  recognizes  its 
responsibilities  to  effectively  lead  and  repre- 
sent the  various  geographic  membership 
districts  of  the  state. 

We  of  the  NMA  Board  of  Directors  and 
Board  of  Councilors  look  forward  to  the 
opportunity  of  seeing  all  of  you  in  Kearney 
on  April  29,  for  the  Annual  Meeting. 

All  members  are  encouraged  to  attend 
sessions  of  the  House  of  Delegates,  and  take 
part  in  the  Reference  Committee  hearings 
scheduled  to  begin  at  approximately  2:00 
p.m.,  Sunday,  April  29. 

Hopefully,  we  will  have  the  opportunity  to 
discuss  with  you  your  concerns  about  the 
future  of  our  profession  and  the  health  care 
delivery  system. 

Carlyle  E.  Wilson,  Jr.,  M.D. 

Chairman,  Board  of  Councilors 
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Nebraska  Medical  Association  Auxiliary 
1978-1979 

The  Auxiliary  schedule  is  listed  with  NMA 
Convention  Program  in  this  issue  of  the 
JOURNAL,  and  will  be  printed,  with  pre- 
registration blank,  in  the  Spring  issue  of  the 
AUXILIARY  NEWSLETTER.  Some  activi- 
ties are  listed  below  . . . 

MONDAY: 

Morning  coffee 
Annual  meeting 
No-host  Luncheon 
Mrs.  Philip  Smith,  Moderator 
Evening  reception  honoring 
Members-at-large 

No-host  Dinner;  Cattleman’s  Mining  Co. 
TUESDAY 

Champagne  Brunch  and  style  show 
Mrs.  Philip  Smith,  speaker 

Joint  meeting:  NMA 
“Parenting  the  Adolescent” 

Evening:  Fun  Night 

WEDNESDAY 
Breakfast 
Post  Convention 
Board  Meeting. 


DOCTOR  . . . 

\our  s/poitse  could 
add  spice  to  the 

ST  ATE  (:0\VEsMI0N  . . . 


Auxiliary  Guest 

Our  representative  from  the  AMA  Aux- 
iliary this  year  is  Mrs.  Philip  L.  Smith 
(Marjorie)  of  Ft.  Wayne,  Indiana.  She  was 
appointed  treasurer  at  the  1978  Annual 
Convention  in  St.  Louis,  Missouri. 

Mrs.  Smith  has  served  in  many  capacities 
in  her  own  state  auxiliary  and  was  its 
President  in  1972-73.  She  was  Northern  Area 
vice  president  and  served  on  the  Long  Range 
Planning  Committee  for  the  National  Aux- 
iliary before  being  elected  to  her  present 
post. 

Her  civic  involvements  have  been  varied, 
ranging  from  volunteering  at  health  clinics  to 
serving  as  a member  of  the  Philharmonic 
Women’s  society,  Indiana  University  Foun- 
dation, PEO,  and  as  president  of  a Federated 
Women’s  Club. 

Mrs.  Smith  will  moderate  a round  table 
“idea  exchange”  for  Nebraska  Auxiliary 
Councilors,  County  Presidents  and  State 
Officers  on  Monday  noon.  Guests  will  be 
Members-at-large.  On  Tuesday  Mrs.  Smith 
will  give  the  convention  address  and  conduct 
the  installation  ceremonies  for  the  new 
officers. 
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University  of  Nebraska  ■ ■ 

• • State  Museum LJ 


eaith 
alleries 


Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit)  $5,000-$25,000 
PATRONS  (name  on  a patron  plaque)  1,000-  4,999 

tSPONSORS  (certificate  of  appreciation)  200-  999 

Other  Supporters  10-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 

Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 
Dr.  Ralph  Luikart 
Dr.  Arnold  W.  Lempka 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 
PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 

E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 

Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic. 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 
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Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 


OTHER  SUPPORTERS: 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Da'vson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W'.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q,  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women's  Club, 

•Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  .Mrs.  Glen  Lau 
Dr.  and  .Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
F'amily 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 


Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  Wesley  G.  Wilhelm 

Dr.  Ernest  W.  Beehler 

Dr.  and  Mrs.  Thomas  H.  Wallace 

Dr.  George  Larson 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 


Dr.  and  Mrs.  O.  S.  Troester 
Dr.  and  Mrs.  M.  Jack  Mathews 
Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 
Dr.  and  Mrs.  C.  A.  McWhorter 
Dr.  John  C.  Robbins 
Dr.  and  Mrs.  O.  Garland  Bare 
Dr.  and  Mrs.  Harold  E.  Cahoy 
Dr.  and  Mrs.  R.  F.  Statton 
Dr.  and  Mrs.  John  C.  Denker 
Dr.  F.  E.  Stivers 
Dr.  and  Mrs.  Robert  Hillyer 
Dr.  and  Mrs.  Duane  W.  Krause 
Dr.  Hobart  E.  Wallace 
P'ijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  EUot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  I.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 


(Continued) 
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OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 
Dr.  and  Mrs.  John  L.  Gordo* 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David,  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 


Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B/Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 


Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Dr.  Louise  F.  Eaton 
Dr.  M.  L.  Scheffel 
Dodge  County  Medical  Auxiliary 
Northwest  Medical  Auxiliarv 
Burt-Washington  County  Medical 
Auxiliary 

Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!!  Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 
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In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $. 
development  and  maintenance  of  the  Health  Galleries. 


for  the 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: - 

Address: — - — — 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

•k  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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Between  Cases 


On  Editing. 

If  a fellow  attacked  my  opinions  in  print 
would  I reply?  Not  I. 

Oliver  Wendell  Holmes:  The  autocrat  of 
the  breakfast  table. 

Words  I Can  Do  Without. 

Do-able,  decentralize,  tandem  gait,  an  idea 
whose  time  has  come,  a legend  in  his  own 
time,  chairperson,  goldenager. 

The  second  opinion. 

On  Wachusett,  I sprained  my  foot.  It  was 
slow  to  heal,  and  I went  to  the  doctors. 
Dr.  Henry  Bigelow  said,  ‘Splint  and  ab- 
solute rest.’  Dr.  Russell  said,  ‘Rest,  yes; 
but  a splint,  no.’  Dr.  Bartlett  said,  ‘Neither 
splint  nor  rest,  but  go  and  walk.'  Dr. 
Russell  said,  ‘Pour  water  on  the  foot,  but 
it  must  be  warm.’  Dr.  Jackson  said,  ‘Stand 
in  a trout  brook  all  day.’ 

Ralph  Waldo  Emerson. 

I Won’t  Do  It. 

I won’t  print  the  words  numerous. 

It  just  means  many. 

The  History. 

Paresthesia  of  right  thumb,  from  the  neck 
down. 

Editor  To  Author. 

It  is  not  my  policy  to  return  a rejected 
manuscript,  and  besides,  I can’t  find  it. 

E.H. 

Quote  Unquote. 

The  stethoscope  tells  what  everyone  fears: 
You’re  likely  to  go  on  living  for  years. 
Roethke. 


Your  Money  Or  Your  Life. 

The  value  of  a human  life,  about  30  years 
ago,  was  figured  to  be  $15,000. 

According  to  the  U.S.  Government,  it  is 
now  $287,175. 

I Read  It  Somewhere. 

People  who  have  a dog  are  more  likely  to 
survive  a heart  attack. 

From  The  Pool. 

Refractive  air. 

It  Hurts. 

Diagnosis;  low  back  pain,  symptomatic. 

Medical  Word  Most  Often  Spelled  Wrong. 
Specialty. 

Speciality  is  a word,  but  we  say  and  we 
mean  specialty. 

The  Physical. 

Fever. 

Temperature:  98.6. 

I Believe  It. 

Mr.  Brezhnev  said  that  if  a nuclear  bomb 
fell  anywhere  on  earth,  it  would  be  bad  for 
editors. 

Department  Of  Statistics. 

There  are  now  more  television  sets  than 
bathtubs. 

-F.C. 
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Coming  Meetings 


FOURTH  ANNUAL  MEETING  - Northland 
Chapter  - American  College  of  Sports 
Medicine;  April  27-28,  1979.  Location:  Con- 
tinuing Education  Facility,  University  of 
Nebraska  Medical  Center.  Program:  The 
program  will  consist  of  free  communica- 
tions (original  research  in  the  area  of 
sports  medicine  and  sports  science),  review 
presentations  and  special  presentations  by 
invited  speakers.  This  program  is  being  co- 
sponsored by  the  Ad  Hoc  Committee  on 
Athletic  Medicine  of  the  Nebraska  Medical 
Association.  The  University  of  Nebraska 
College  of  Medicine  is  certifying  this  con- 
tinuing medical  education  offering  for  8.5 
hours  of  credit  in  category  I of  the 
Physicians  Recognition  Award  of  the 
American  Medical  Association.  Write  to: 
Dr.  C.  William  Bell  - Program  Chairperson, 
Regional  Chest  Center,  University  of  Ne- 
braska Medical  Center,  Omaha,  Nebraska 
68105. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  29  - May  2,  1979, 
Holiday  Inn,  Kearney,  Nebraska. 

FAMILY  MEDICINE  UPDATE  - Okoboji, 
Iowa,  May  11,  12,  & 13,  1979,  Brooks 
Lodge  & Golf  Club.  Topics  will  include 
Diagnosis  & Treatment  of  Congestive 
Heart  Failure,  Blood  Gases  & Electrolytes 
Balance,  Arrhythmia  Review  and  Uro- 
logical problems  including  infections  of  the 
prostate. 

2ND  INTERNATIONAL  CLINICAL  GEN- 
ETICS SEMINAR  on  Management  of 
Genetic  Disorders,  under  the  auspices  of 
the  International  College  of  Pediatrics 
organized  by  the  Second  Department  of 
Pediatrics,  University  of  Athens,  June  4-7, 
1979,  Athens,  Greece.  Write  to:  Dr.  C. 
Bartsocas,  Second  Department  of  Pedi- 
atrics, University  of  Athens,  P.O.  Box 
3064,  Ambelokipoi,  Athens,  Greece. 

CONTROVERSIAL  PROBLEMS  IN  SUR- 
GERY: Avoiding  Pitfalls,  May  17,  18,  1979. 
Boys  Town  Institute  Auditorium,  Omaha, 


Nebraska.  The  1979  Postgraduate  course 
is  designed  to  aid  the  practicing  surgeon  in 
resolving  problems  encountered  in  per- 
forming selected  common  surgicad  pro- 
cedures. Faculty  members  will  discuss 
specific  topics  to  improve  technique,  avoid 
pitfalls,  and  prevent  complications.  Ample 
opportunity  will  be  afforded  for  audience 
participation.  Tuition  $100.00.  Program  is 
acceptable  for  12  prescribed  hours  by  the 
AAFP. 

SELECTED  TOPICS  IN  INTERNAL  MED- 
ICINE — May  30,  31,  June  1,  2,  1979. 
Boys  Town  Institute  Auditorium,  Omaha, 
Nebraska.  One  day  Symposium  on  In- 
fectious Diseases  by  leading  experts  in  this 
field.  Followed  by:  Internal  Medicine  Up- 
date including  discussions  in  Cardiology, 
Endocrinology  and  Pulmonary  and  Renal 
problems.  Program  is  acceptable  for  20 
prescribed  hours  by  the  AAFP.  This 
program  meets  the  criteria  for  20  hours  of 
Category  I credit.  Sponsored  by  Creighton 
University  School  of  Medicine. 

ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY  — The  Forteenth  Annual  Meet- 
ing will  be  held  at  the  Jackson  Lake 
Lodge,  Jackson  Hole,  Wyoming,  June 
13-17,  1979.  Write  to:  Ralph  J.  Kaplan, 
M.D.,  Secretary,  University  of  Oklahoma 
Health  Sciences  Center,  P.O.  Box  25606, 
Oklahoma  City,  OK  73125. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  July  22-26,  1979, 

Chicago,  Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 

Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 
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Medicinews 


Mr.  Robert  E.  Houston,  a medical  student 
at  Creighton  University  School  of  Medicine, 
has  completed  his  research  project  and  a 
report  appears  in  this  issue  of  the  Journal. 
Mr.  Houston  was  awarded  a $1,000  scholar- 
ship under  the  Nebraska  Medical  Founda- 
tion’s Student  Research  Scholarship  Pro- 
gram. The  project  was  entitled  Athero- 
sclerosis: Early  Events  and  Regression. 

The  Nebraska  Medical  Foundation  offers  a 
$1,000  scholarship  to  each  medical  school 
annually. 


Washing  toNotes 


The  AMA,  Carter,  AAMC, 

Kennedy,  & the  ANA. 

Sen.  Edward  Kennedy  (D-Mass.)  opened 
his  Senate  Health  Subcommittee  to  testi- 
money  from  interested  groups  and  to  Health, 
Education  and  Welfare  Secretary  Joseph 
Califano  as  the  lawmaker  continued  his 
hammering  at  the  Administration’s  health 
policies.  Kennedy  asserted  that  Carter’s 
budget  would  produce  the  intolerable  result 
of  undermining  the  health  care  system.  He 
said  it  would  jeopardize  the  quality  of 
medical  schools  and  seriously  damage  health 
research  and  other  programs. 

The  Association  of  American  Medical  Col- 
leges (AAMC),  the  coalition  for  health  fund- 
ing, and  the  American  Nurses  Association 
(ANA)  argued  against  proposed  cutbacks. 
The  AMA  submitted  a statement  criticizing 
some  of  the  reductions. 

John  Cooper,  M.D.,  President  of  the 
AAMC,  said  proposed  cuts  in  capitation  and 
student  aid  could  force  higher  tuition  and 
leave  only  the  wealthy  able  to  afford  a 
medical  education. 

The  recommended  reduction  of  about  $5.5 
million  for  the  Maternal  and  Child  Health 
Care  program  hits  a key  service  program 
such  as  this  one  that  has  “been  badly  eroded 


by  inflation  . . . adequate  funding  must  be 
maintained,”  the  AMA  said. 

The  AMA  said,  “We  do  not  wish  to  leave 
the  impression  that  all  the  President’s  health 
funding  choices  are  qustionable.  The  AMA 
believes  that  increases  suggested  for  several 
programs  are  commendable  and  necessary.” 

Catastrophic  NHL 

Catastrophic  national  health  insurance, 
once  a dark  horse  in  the  NHI  sweepstakes, 
but  now  one  of  the  favorites,  has  been 
introduced  in  the  new  Congress  by  Chairman 
Russell  Long  (D-La.)  of  the  Senate  Finance 
Committee.  Ten  Senators  were  cosponsors. 

The  measure,  identical  to  the  one  Long 
has  been  pushing  for  the  last  six  years,  “is  a 
common  sense,  bipartisan  proposal”  that 
represents  “a  major  step  toward  the  provi- 
sion of  adequate  protection  against  the  high 
costs  of  health  care,”  Long  told  the  Senate. 

He  said  the  bill  “may  be  about  as  much  as 
we  can  afford  to  enact  in  this  Congress, 
perhaps  as  much  as  can  be  afforded  for  the 
next  several  years.”  The  catastrophic  benefit 
cost  was  estimated  at  5 to  7 billion  dollars 
annually. 

The  other  two  thrusts  of  the  bill  are  to 
federalize  and  expand  Medicaid  and  stan- 
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dardize  private  health  insurance  plans.  The 
Medicaid  expansion  to  cover  many  not  now 
eligible  and  to  broaden  benefits  would  cost 
some  $12  to  14  billion  yearly.  Long  arranged 
the  introduction  so  that  Senators  favoring 
the  catastrophic  plan  but  hesitant  about  the 
Medicaid  proposal  could  back  the  cat- 
astrophic as  a separate  measure. 

The  Armed  Forces. 

The  Military  Surgeons  General  told  Con- 
gress the  Armed  Forces  suffer  a physician 
shortage. 

Air  Force  Lt.  Gen.  Paul  Myers,  M.D.,  said 
a shortage  of  specialists  is  the  major  con- 
cern. The  overall  shortage  of  physicians  in 
the  Air  Force  is  running  about  10  percent, 
Dr.  Myers  said. 

The  military  cannot  compete  for  physicians 
in  the  civilian  health  care  market,  largely 
because  military  pay  is  well  below  what 
civilian  doctors  receive,  according  to  the 
physician. 

Almost  16  percent  of  the  Air  Force’s 
physicians  are  foreign  medical  graduates. 

Navy  Vice  Admiral  Willard  Arentzen, 
M.D.,  said  a recent  Navy  exercise  “demon- 
strated that  not  only  are  the  numbers  of 
medical  reserves  insufficient  to  meet  con- 
tingency requirements,  but  that  reserve 
personnel  will  not  be  available  soon  enough 
to  be  used  in  fulfilling  overseas  deployment 
commitments.” 

Army  Lt.  Gen.  Charles  Pixley,  M.D.,  said 
that  since  the  end  of  the  draft  the  number  of 
physicians  willing  to  join  the  Army  has 
steadily  dwindled.  He  urged  Congress  to 
provide  an  improved  scholarship  program 


and  pay  that  is  competitive  with  civilian 
medical  practice,  plus  facilities  and  equip- 
ment comparable  to  what  civilian  physicians 
have. 


Chiropractic. 

The  American  Chiropractic  Association 
said  the  Administration’s  opposition  to  chiro- 
practice  benefits  would  be  counterproductive 
to  the  health  of  the  aged  and  aggravate  the 
problem  of  inflation  in  health  care  costs. 

In  a full  page  “open  letter  to  the  President 
dent”  advertisement  in  the  Washington  Post, 
the  Association  said  the  President  acted  on 
“poor  advice”  in  asking  “that  a vital  service 
be  eliminated.” 

The  Administration  in  its  budget  request 
to  Congress  recommended  that  chiropractic 
benefits  in  Medicare  and  Medicaid  be  elimi- 
nated. “In  the  absence  of  scientific  evidence 
that  chiropractic  services  either  improve  or 
maintain  health  status;  HEW  believes  that 
chiropractors  should  be  removed  from  the 
list  of  eligible  providers,”  the  Administration 
said,  claiming  this  would  save  the  govern- 
ment programs  $35  million  next  fiscal  year. 

The  Chiropractic  Association  said  226 
Senators  and  Representatives  in  the  last 
Congress  supported  legislation  seeking  an 
expansion  of  chiropractic  benefits. 

The  Administration’s  stand  “would  unfairly 
discriminate  against  millions  of  Americans 
who  depend  on  doctors  of  chiropractic  as 
their  primary  health  care  providers,”  said 
the  Association.  Noting  that  chiropractic  is 
licensed  in  all  50  states,  the  ad  said  that  as 
an  outpatient  method  of  treatment  it  “saves 
the  cost  of  hospitalization.” 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg,  of  hydrochlorothiazide 

Makes  Sense  in 
Hypertension^ 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired,  if  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill.  with  urine  volume  lessthan  one  liter/day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-t-  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-l-  intake  Associated  widened 
ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K-l- 
frequently;  both  can  cause  K-l-  retention  and  elevated 
serum  K-l-  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides.  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions. nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 


SK&FCO. 

a SmithKIine  company 
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...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl* 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King.  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 

Merrell 


•This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets.  Syrup.  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective' 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS, 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS.  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (lever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS.  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with.  Autonomic  neuropathy.  Hepatic  or  renal 
disease  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia,  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension,  loss  of  taste; 
headache;  nervousness,  drowsiness;  weakness;  dizziness;  insom- 
nia. nausea,  vomiting;  impotence;  suppression  of  lactation:  con- 
stipation, bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg,  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  fhree  or  lour  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  'k 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection  Adu/fs  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC  , Swillwaler,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  lor  MERRELL-NATIONAL 
LABORATORIES.  Division  ol  Richardson-Merrell  Inc,,  Cincinnati, 
Ohio  45215,  USA 


Books 


Physician’s  handbook;  by  Marcus  A.  Krupp,  M.D.; 
Norman  J.  Sweet,  M.D.;  Ernest  Jawetz,  M.D.;  Edward 
G.  Biglieri,  M.D.;  Robert  L.  Roe,  M.D.;  and  Carlos  A. 
Camargo,  M.D.;  758  pages;  limp  cover  $9.00;  published 
1979  by  Lange  Medical  Pubbcations,  Los  Altos,  Cali- 
fornia. 

This  is  the  19th  edition  of  the  Handbook,  which  first 
appeared  in  1941,  so  that  it  reappears  about  every  two 
years.  The  authors  are  all  in  California.  The  book  has  34 
chapters,  an  appendix,  and  an  index. 

It  is  a nice  little  book,  small  enough  to  carry  in  a 
white-coat  pocket,  and  easy  to  keep  on  your  desk.  It’s 
been  translated  into  four  other  languages.  Nine  dollars 
is  not  very  much;  you  might  pay  that  for  movies  for 
two  or  dinner  for  one.  I’d  buy  the  book. 

-F.C. 


*hy$icians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 


MEDICAL  DIRECTOR  — General  practitioner 
to  perform  general  examination,  care,  and  treat- 
ment of  patients  at  state  psychiatric  hospital. 
Forty-hour  week  with  rotating  on-call  duty.  No 
surgery.  Starting  salary  of  $41,000  to  $45,000, 
depending  on  experience.  Excellent  benefits. 
Contact;  H.  D.  Herrick,  M.D.,  Superintendent, 
Norfolk  Regional  Center,  Box  1209,  Norfolk, 
Nebraska  68701.  Call  Collect;  402-371-4343. 


WANTED:  G.P.  for  small  South  Dakota  Com- 
munity, 20-bed  modern  hospital,  solo  practice, 
good  potential  income.  Call  Administrator, 
Bowdle  Hospital,  605-285-6146. 
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1 1 ITH  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 


Nebraska  Medical  Association 
1512  First  National  Bank  Building 
Lincoln.  Nebraska  68508 


SCIENTIFIC  SESSIONS  COMMITTEE 


Robert  M.  Stryker,  M.D.,  Chairman  Omaha 

Richard  A.  Hranac,  M.D.,  Convention  Chrmn.  Kearney 
James  R.  Brown,  M.D.  Omaha 

Richard  A.  Cottingham,  M.D.  McCook 

Joel  T.  Johnson,  M.D Kearney 

David  L.  Kutsch,  M.D.  Lincoln 

Y.  Scott  Moore,  M.D Lincoln 

James  M.  Steier,  M.D Omaha 


PURPOSE: 

To  advance  the  science  and  art  of  medicine  and  to 
elevate  the  standards  of  medical  education.  Meet- 
ings of  the  Annual  Session  are  devoted  to  the 
scientific  work  of  the  members,  disseminating  to 
members  and  others,  facts  and  opinions  relating  to 
medical  knowledge,  treatment  and  procedures. 

The  overall  goal  of  this  scientific  program  is  to  sub- 
stantiate or  change  the  attitude  and  approach  of 
the  physician  to  the  solution  of  a given  medical 
problem,  present  new  knowledge  in  a specific  area, 
update  data  and  introduce  new  specific  skills  and 
techniques. 

OBJECTIVES: 

The  objectives  of  this  scientific  program  are  to 
equip  the  participant  to: 

1.  Recognize  deviations  from  normal  growth  and 
development  in  the  adolescent  and  be  able 
to  initiate  a diagnostic  plan. 

2.  Be  aware  of  complications  related  to  drug  use 
and  abuse  in  the  adolescent. 

3.  Know  how  to  diagnose  and  treat  gonorrhea, 
syphilis,  non-specific  urethritis,  herpes,  crabs, 
scabies,  etc. 

4.  Define  a plan  for  prenatal  care  and  arrange  for 
appropriate  counseling  of  the  adolescent. 

5.  Be  aware  of  cases  involving  seizure  disorder, 
diabetes  and  hypertension  in  the  adolescent, 
including  discussion  of  specific  cases  provided  by 
participants. 

6.  As  a physician,  parent  and  spouse,  become 
knowledgeable  of  some  of  the  common  mechan- 
isms involved  in  parent-adolescent  behavior 
problems. 

7.  Recognize  commonly  misdiagnosed  dermatologic 
problems,  and  develop  treatment  regimens 
which  should  be  followed. 

8.  Be  aware  of  the  three  most  common  causes  of 
impotence,  develop  a treatment  regimen,  in- 
cluding the  most  common  treatment  for  pre- 
mature ejaculation. 

9.  Diagnose  and  treat  foot  problems  routinely  seen 
in  the  day-to-day  practice  of  medicine. 

SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association. 

CREDIT: 

This  program  is  acceptable  for  8‘/2  prescribed 
hours  by  the  American  Academy  of  Family 
Physicians. 

As  an  organization  accredited  for  continuing  medi- 
cal education,  the  Scientific  Sessions  Committee  of 
the  NMA  certifies  that  this  continuing  medical 
education  offering  meets  the  criteria  for  8‘/j  hours 
of  credit  in  Category  I of  the  Physician's  Recogni- 
tion Award  of  the  American  Medical  Association, 
provided  it  is  used  and  completed  as  designed. 
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GENERAL  INFORMATION 


REGISTRATION  — The  registration  desk  will  he 
located  in  the  Lobby  of  the  Holiday  Inn.  Registra- 
tion begins  at  8:00  a.m.,  on  Monday.  Tuesday  and 
Wednesday.  The  registration  fee  for  member 
physicians  is  $25.00.  The  registration  fee  for 
physician  non-members  is  $40.00.  Identification 
badges  must  be  worn  by  all  persons  attending  the 
session. 

GENERAL  SESSIONS  — Harvest  Room.  Holiday  Inn. 
(See  Pages  8-20  for  further  details.) 


OF  SPECIAL  INTEREST 


ANNUAL  RECOGNITION  AND  RELIGION  BAN- 
QUET — Sunday,  April  29.  7:00  p.m..  Harvest 
Room,  Holiday  Inn.  Recognition  of  Fifty-Year 
Practitioners.  The  Reverend  Dr.  George  W.  Carl- 
son, First  Lutheran  Church,  Cedar  Rapids.  Iowa, 
will  present  a talk  entitled.  "How  Do  You  Spell 
Relief."  Presiding:  Joel  T.  Johnson.  M.D. 

SCIENTIFIC  BREAKFAST  MEETING  - Tuesday. 
May  1,  7:30  a.m..  Heritage  Room,  Holiday  Inn. 
John  R.  Schenken,  M.D.,  will  present  a lecture 
entitled.  "Medicine  In  Art."  Moderator:  Richard  A. 
Hranac,  M.D. 

ATHLETIC  MEDICINE  LUNCHEON  - Tuesday.  May 
1,  12:15  p.m..  Heritage  and  Americana  Rooms, 
Holiday  Inn.  Maxie  L.  Anderson  of  Albuquerque. 
New  Mexico,  will  be  the  guest  speaker.  His  pre- 
sentation is  entitled,  “The  Double  Eagle  Flight.” 
Presiding:  Kenneth  F.  Kimball,  M.D. 

PRESIDENTS  RECEPTION  - Honoring  the  Presi- 
dent of  the  Nebraska  Medical  Association  and  the 
President  of  the  Nebraska  Medical  Association 
Auxiliary.  Tuesday,  May  1,  6:30  p.m.,  Holidome, 
Holiday  Inn. 

FUN  NIGHT  — An  evening  of  fun  and  relaxation, 
commencing  with  a superb  dinner  at  7:30  p.m. 
Entertainment  will  be  provided  by  the  Dobytown 
Dixieland  Band.  The  President’s  Reception  will 
immediately  precede  the  dinner.  Tuesday,  May  1, 
Harvest  Room,  Holiday  Inn.  Joel  T.  Johnson.  M.D., 
Chairman. 

PAST  PRESIDENTS  BREAKFAST  - Wednesday. 
May  2,  7:00  a.m..  Colonial  Room,  Hobday  Inn. 

ANNUAL  DISTINGUISHED  LUNCHEON  - Wednes- 
day, May  2,  12:00  noon.  Harvest  Room,  Holiday 
Inn.  Installation  of  Charles  W.  Landgraf,  Jr.,  M.D., 
as  the  new  NMA  President.  Wilbam  J.  Reals, 
M.D.,  will  deliver  the  Frank  H.  Tanner  Memorial 
Lecture  entitled,  “Pathology  and  Mass  Casualties." 
Presiding:  Phibp  A.  Gassebng,  M.D. 


The  Nebraska  Medical  Association  takes  this 
opportunity  to  recognize  and  express  its  appreciation 
for  the  grants  received  from  the  following  organiza- 
tions: 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Bristol  Laboratories 

Donley  Medical  Supply  Company 

Dorsey  Laboratories 

CIBA-GEIGY  Corporation, 

Pharmaceuticals  Division 

Eli  Lilly  and  Company  and  Dista  Products  Company 

Mead  Johnson  & Company 

Medical  Liability  Mutual  Insurance  Company 
of  Nebraska 

Merck  Sharp  & Dohme,  Postgraduate  Program 
Nebraska  Medical  Foundation,  Inc. 

Parke-Davis 

Randal  Data  Systems,  Inc. 

A.  H.  Robins  Company 

St.  Paul  Fire  and  Marine  Insurance  Company 
Smith,  Kline  & French  Laboratories 
The  Upjohn  Company 
Wyeth  Laboratories 
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HOUTZ  G.  STEENBURG,  M.D. 
President  1978-1979 


CHARLES  W.  LANDGRAF,  JR.,  M.D. 
President  1979-1980 


President 

Houtz  G.  Steenburg,  M.D.,  Hastings  1978-1979 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  1979-1980 

Secretary-Treasurer 

Orin  R.  Hayes,  M.D.,  Lincoln  1981 

Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha  1980 

Vice  Speaker,  House  of  Delegates 
Alvin  A.  Armstrong,  M.D.,  Scottsbluff  1980 

Board  of  Councilors 

District  Term  Expires 

I.  Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha  1981 

II.  Louis  J.  Gogela,  M.D.,  Lincoln  1981 

III.  Myron  E.  Samuelson,  M.D.,  Wymore  1981 

IV.  James  G.  Carlson,  M.D.,  Verdigre  1981 

V.  Warren  R.  Miller,  M.D.,  Columbus  1979 

VI.  Richard  M.  Pitsch,  M.D.,  Seward  1979 

VII.  Clarence  Zimmer,  M.D.,  Friend  1979 

VIII.  James  E.  Ramsay,  M.D.,  Atkinson  1979 

IX.  Joel  T.  Johnson,  M.D.,  Kearney  1980 

X.  Fred  J.  Rutt,  M.D.,  Hastings  1980 

XI.  Berl  W.  Spencer,  M.D.,  Ogallala  1980 

XII.  Calvin  M.  Oba,  M.D.,  Scottsbluff  1980 


Chairman,  Board  of  Councilors 
Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha  1979 

Board  of  Directors 

Houtz  G.  Steenburg,  M.D.,  Hastings  Chairman 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  V'ice-Chrmn. 
Orin  R.  Hayes,  M.D.,  Lincoln  Secretary 

Arnold  W.  Lempka,  M.D..  Omaha  Immediate  Past 

President 

Russell  L.  Gorthey,  M.D.,  Lincoln  1981 

Allan  C.  Landers,  M.D.,  Scottsbluff  1979 

Frederick  F.  Faustian,  M.D.,  Omaha  1980 

Harry  W.  McFadden,  Jr.,  M.D.,  Omaha  Ex-Officio 

Alvin  A.  Armstrong,  M.D.,  Scottsbluff  Ex-Officio 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha  Ex-Officio 


Delegates  to  AMA 
C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 
John  D.  Coe,  M.D.,  Omaha 

Alternate  Delegates  to  AMA 
Louis  J.  Gogela,  M.D.,  Lincoln 
Blaine  Y.  Roffman,  M.D.,  Omaha 


1979 

1980 


1979 

1980 


Delegate  to  North  Central  Medical  Conference 
Dwaine  J.  Peetz,  M.D.,  Neligh  1980 

Editor,  Nebraska  Medical  Journal 
Frank  Cole,  M.D.  Lincoln 

Executive  Staff 

Kenneth  E.  Neff,  Executive  Director  Lincoln 

William  L.  Schellpeper,  Assistant 

Executive  Director  Lincoln 
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BUSINESS  SESSIONS  TIMETABLE 


ANCILLARY  MEETIN(;S 


NEBRASKA  CHAPTER.  AMERICAN  COLLEIIE  OE 
SURGEONS  ANNUAL  BUSINESS  MEETING  - 
Saturday.  April  28,  4:00  p.m..  Persimmon  Room. 

Holiday  Inn. 

UNIVERSITY  OF  NEBRASKA  PRECEPTOR  BREAK- 
E.AS'r  — Tuesday.  .May  1,  7:30  a.m..  Sunset  Room. 

Holiday  Inn. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OE 
MEDICINE  ALUMNI  MEETING  AND  SOCIAL 
HOUR  — Tuesday,  May  1,  4:30  p.m..  ,-\merieana 
Room,  Holiday  Inn. 

Hou.se  of  Delegates 

First  Session:  Sunday,  April  29,  1979,  1:00  p.m., 

Harvest  Room 

notes  „ . „ . 

Second  Session:  Monday,  April  30,  1979,  8:00  a.m.. 
Harvest  Room 

Third  Session:  Wednesday,  May  2,  1979,  7:30  a.m.. 

Harvest  Room 


Nominating  Committee 

First  Session:  Monday,  April  30,  1979,  10:30  a.m.. 

Persimmon  Room 

Second  Session:  Tuesday,  May  1,  1979,  11:15  a.m.. 
Persimmon  Room 

Third  Session:  Tuesday,  May  1,  1979,  4:15  p.m.. 
Persimmon  Room 


Board  of  Councilors 

Sunday,  April  29.  1979,  11:00  a.m..  Sunset  Room 
Board  of  Directors 

Sunday,  April  29,  1979,  4:30  p.m..  Room  182 


Tom  E.  Nesbitt,  M.D. 
President 

American  Medical  Association 


Doctor  Nesbitt  will  address  the  Opening  Session  of  the 
House  of  Delegates  on  Sunday,  April  29. 
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PROGRAM 


SUNDAY  EVENING,  APRIL  29,  1979 

7:00  ANNUAL  RECOGNITION  AND  RELIGION 
BANQUET  — Harvest  Room 

For  Physicians  and  Their  Spouses 
Presiding  — 

Joel  T.  Johnson,  M.D.,  Kearney 

Recognition  of  Fifty-Year  Practitioners 

John  H.  Calvert,  M.D.  William  F.  Roth,  Jr.,  M.D. 

Pierce  Omaha 


SPORTSMAN’S  DAY 
MONDAY,  APRIL  30,  1979 
Morning 

6:00  Joggers  Quarter  Marathon 
Kearney  Country  Club 
West  Highway  30 

(Participation  by  Preregistration  Only) 
Jan  V.  Jensen,  M.D.,  Chairman 

8:00  Registration,  Lobby 


William  R.  Hamsa,  Sr.,  M.D. 
Omaha 

Harry  M.  Hepperlen,  Jr.,  M.D. 
Beatrice 

Frederick  M.  Karrer,  M.D. 
McCook 

Charles  W.  McLaughlin,  Jr.,  M.D. 
Omaha 

Roland  F.  Mueller,  M.D. 

Lincoln 

Herman  V.  Nuss,  M.D. 

Sutton 


Ben  Slutzky,  M.D. 

Omaha 

James  P.  Tollman,  M.D. 
Tucson,  Arizona 

Glen  F.  Waltemath,  M.D. 
North  Platte 

Dorwin  B.  Wengert,  M.D. 
Fremont 

Herbert  W.  Worthman,  M.D. 
Louisville 


11:30  Sportsman’s  Day  Luncheon 
Kearney  Country  Club 
West  Highway  30 

(Participation  by  Preregistration  Only) 
Hiram  R.  Walker,  M.D.,  Chairman 


Afternoon 

1:00  Golf  Tournament 

Kearney  Country  Club 
West  Highway  30 
(Shotgun  Tee  Off) 

(Participation  by  Preregistration  Only) 
Hiram  R.  Walker,  M.D.,  Co-Chairman 
Richard  D.  Johnson,  M.D.,  Co-Chairman 


Guest  Speaker 
“How  Do  You  Spell  Relief” 

The  Reverend  Dr.  George  W.  Carlson 
First  Lutheran  Church 
Cedar  Rapids,  Iowa 


Dr.  George  W.  Carlson  graduated 
from  Augustana  Seminary  and  was 
ordained  in  1954.  He  served  as 
Pastor  of  the  Lutheran  Church  of 
the  Cross  in  Riverside,  California. 
1954-1965.  He  has  served  as  Pastor 
of  First  Lutheran  Church  in  Cedar 
Rapids,  Iowa,  since  1965.  Dr.  Carl- 
son did  postgraduate  study  at  the 
University  of  Iowa  and  Union 
Seminary  in  New  York. 


Dr.  (ieorge  W,  Carlson 

Odar  KapidN,  Iowa 


1:00  Canoe  Trip 

Kearney  to  Gibbon 

(Meet  at  Kearney  Country  Club, 

West  Highway  30) 

(Participation  by  Preregistration  Only) 
James  D.  Brooke,  M.D.,  Chairman 

1:00  Tennis  Tournament 

Kearney  Country  Club 
West  Highway  30 

(Participation  by  Preregistration  Only) 
William  M.  Vosik,  M.D.,  Chairman 

1:00  Trail  Ride 

(Meet  at  Kearney  Country  Club, 

West  Highway  30) 

(Participation  by  Preregistration  Only  — 
Limited  to  12  Participants) 

David  L.  Bacon,  M.D.,  Chairman 

Evening 

5:30  Sportsman’s  Day  Social  Hour 
Kearney  Country  Club 
West  Highway  30 
Robert  D.  Sidner,  M.D.,  Chairman 

6:30  Sportsman’s  Annual  Award  Dinner 
Kearney  Country  Club 
West  Highway  30 
Hiram  R.  Walker,  M.D.,  Chairman 
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TUESDAY  MORNING,  MAY  1.  1979 


Doctor  H.  Verdain  Barnes  grad- 
uated from  Vanderbilt  University 
School  of  Medicine  in  1965  His 
residency  training  was  taken  at 
Johns  Hopkins  Hospital  where  he 
served  as  Fellow.  Adult  and  Pedi- 
atric Endocrinolog>'  & Metabolism. 
1969-1971  and  as  Chief  Resident, 
Medicine.  1971-1972.  He  served  as 
Assistant  Professor  of  Medicine  and 
Pediatrics  and  as  Director  of  Ado- 
lescent Medicine  at  Johns  Hopkins 
Hospital  until  1975,  when  he  became 
Associate  Professor  of  Medicine  and 
Pediatrics  and  Director  of  Ado- 
lescent Medicine  at  the  University 
of  Iowa  Hospitals  and  Clinics.  In 
1978.  he  assumed  his  current  posi- 
tion as  Professor  of  Medicine  and 
Pediatrics,  and  Chairman.  Depart- 
ment of  Internal  Medicine  at  the 
University  of  Tennessee  College  of 
Medicine  in  Chattanooga 


H.  Verdain  Barnes,  M.D. 

Chattanooga.  Tennessee 


Richard  G.  MacKenzie,  M.D. 

Los  Angeles,  California 


Doctor  Richard  G.  MacKenzie 
graduated  from  McGill  University 
Faculty  of  Medicine.  Montreal.  Que- 
bec. in  1966.  His  residency  training 
was  obtained  at  Royal  Victoria  Hos- 
pital in  Montreal,  in  1967-1%9.  Doc- 
tor MacKenzie  has  served  as  As- 
sistant Professor  of  Pediatrics  and 
Medicine.  University  of  Southern 
California  School  of  Medicine.  Los 
Angeles,  since  1970.  He  is  the 
Director  of  the  Fellowship  Program, 
Division  of  Adolescent  Medicine,  at 
Childrens  Hospital  of  Los  Angeles. 
He  also  serves  as  Executive  Secre- 
tary of  the  Society  for  Adolescent 
Medicine. 


Doctor  Joe  M.  Sanders.  Jr.  grad- 
uated from  the  Medical  University 
of  South  Carolina  College  of  Medi- 
cine in  1%7.  He  completed  a pedi- 
atric residency  at  Letterman  Gen- 
eral Hospital  in  San  Francisco  and  a 
Fellowship  in  Adolescent  Medicine 
at  San  Francisco  Children’s  Hospital. 
He  served  as  Chief.  Pediatric/ 
Adolescent  Outpatient  Clinic  at  Fitz- 
simons  Army  Medical  Center  in 
Denver  and  currently  serves  as 
Chief.  Adolescent  Medicine  Service 
at  Fitzsimons.  Doctor  Sanders  is 
also  Associate  Clinical  Professor  of 
Pediatrics  at  the  University  of  Colo- 
rado Medical  Center  in  Denver. 


Lt.  Col.  Joe  M.  Sanders,  Jr.,  M.D. 

Denver,  Colorado 


TUESDAY  MORNING,  MAY  1,  1979 

7:30  SCIENTIFIC  BREAKFAST  MEETING 
to  Heritage  Room 
9:00 

Moderator  — 

Richard  A.  Hranac,  M.D.,  Kearney 

“Medicine  In  Art” 

— John  R.  Schenken,  M.D. 

Omaha 

8:00  Registration,  Lobby 


9:00  SYMPOSIUM  ON  ADOLESCENT  MEDICINE 
to  Harvest  Room 
12:00 

Moderator  — 

Kenton  L.  Shaffer,  M.D.,  Kearney 

“Adolescent  Endocrinology,  Growth  and 
Development” 

— H.  Verdain  Barnes,  M.D. 

Professor  of  Medicine  and  Pediatrics 
Chairman,  Department  of  Internal  Medicine 
University  of  Tennessee  College  of  Medicine 
Chattanooga,  Tennessee 

“Drug  Use  and  Abuse  in  Adolescence” 

— Richard  G.  MacKenzie,  M.D. 

Assistant  Professor  of  Pediatrics  and  Medicine 
University  of  Southern  California  School  of 
Medicine 

Director,  Fellowship  Program,  Division 
Adolescent  Medicine 
Childrens  Hospital  of  Los  Angeles 
Los  Angeles,  California 

“VD,  Contraception  and  Pregnancy  in  the 
Adolescent” 

— Lt.  Col.  Joe  M.  Sanders,  Jr.,  M.D. 

Chief,  Adolescent  Medicine  Service 
Fitzsimons  Army  Medical  Center 
Associate  Clinical  Professor  of  Pediatrics 
University  of  Colorado  Medical  Center 
Denver,  Colorado 

Questions  and  Discussion 
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TUESDAY  NOON,  MAY  1,  1979 

12:15  ATHLETIC  MEDICINE  LUNCHEON  - 
Heritage  and  Americana  Rooms 

Presiding  — 

Kenneth  F.  Kimball,  M.D.,  Kearney 

Guest  Speaker 
“The  Double  Eagle  Flight” 

Mr.  Maxie  L.  Anderson 
Albuquerque,  New  Mexico 


Mr.  Maxie  L.  Anderson  received 
his  Bachelors  Degree  in  Industrial 
Engineering  from  the  University  of 
North  Dakota  in  1956.  He  was 
elected  to  the  Board  of  Directors  of 
Ranchers  Exploration  and  Develop- 
ment Corporation  in  1957,  became 
Manager  of  the  Company  in  1962, 
and  President  and  Chief  Executive 
in  1963.  Mr.  Anderson  conceived  the 
idea  of  the  Double  Eagle  trans- 
atlantic crossing  in  1977.  landing 
with  fellow  pilot.  Ben  Abruzzo.  near 
Iceland  after  traveling  a distance  of 
2950  miles,  and  then  proposed  the 
second  flight.  Double  Eagle  II.  which 
flew  from  Presque  Isle.  Maine,  to 
Miserey,  France,  a distance  of  3200 
miles,  in  137  hours.  6 minutes  begin- 
ning on  August  11.  1978.  and  ending 
August  17.  1978.  He  was  accom- 
panied on  the  flight  by  Ben  Abruzzo 
and  Larry  Newman. 


Mr.  Maxie  L.  Anderson 

Albuquerque.  New  Mexico 
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CONDENSED  SCHEDULE  OF  PROGRAM 

, APRIL  29,  1979  TUESDAY,  MAY  1,  1979  WEDNESDAY,  MAY  2,  1979 
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TUESDAY  AFTERNOON,  MAY  1,  1979 

Presentation  of  AMA-ERF  Checks 
Presentation  of  NMF  Student  Research  Scholar- 
ship Program  Checks,  Harvest  Room 

SYMPOSIUM  ON  ADOLESCENT  MEDICAL 
PROBLEMS  — Harvest  Room 

Round  Table  Discussion 

Moderator  — 

John  M.  McCammond,  M.D.,  Kearney 

“Cases  of  Seizure  Disorders,  Diabetes  and 
Hypertension;  and  Problem  Cases  From  Par- 
ticipants” 

— H.  Verdain  Barnes,  M.D. 

Professor  of  Medicine  and  Pediatrics 
Chairman,  Department  of  Internal  Medicine 
University  of  Tennessee  College  of  Medicine 
Chattanooga,  Tennessee 

— Richard  G.  MacKenzie,  M.D. 

Assistant  Professor  of  Pediatrics  and  Medicine 
University  of  Southern  California  School  of 
Medicine 

Director,  Fellowship  Program,  Division 
Adolescent  Medicine 
Childrens  Hospital  of  Los  Angeles 
Los  Angeles,  California 

— Lt.  Col.  Joe  M.  Sanders,  Jr.,  M.D. 

Chief,  Adolescent  Medicine  Service 
Fitzsimons  Army  Medical  Center 
Associate  Clinical  Professor  of  Pediatrics 
University  of  Colorado  Medical  Center 
Denver,  Colorado 

Questions  and  Discussion 

“PARENTING  THE  ADOLESCENT”  - 
Harvest  Room 

For  Physicians  and  Their  Spouses 

Round  Table  Discussion 

Moderator  — 

Mrs.  F.  William  Karrer 
President,  NMA  Auxiliary,  1979-1980 

Discussants  — 

H.  Verdain  Barnes,  M.D. 

Richard  G.  MacKenzie,  M.D. 

Lt.  Col.  Joe  M.  Sanders,  Jr.,  M.D. 

Questions  and  Discussion 


TUESDAY  EVENING,  MAY  1,  1979 

6:30  PRESIDENT’S  RECEPTION 

For  Physicians  and  Their  Spouses 
Hohdome 
Holiday  Inn 

7:30  FUN  NIGHT 

Harvest  Room 
Holiday  Inn 

Joel  T.  Johnson,  M.D.,  Chairman 


Enjoy  a superb  dinner,  followed  by  the  music 
and  antics  of  the  Dobytown  Dixieland  Band. 
This  group  has  become  an  institution  in  Central 
Nebraska  and  will  provide  an  unforgettable 
evening  of  fun  and  entertainment. 


Nebraska  Medical  Journal  April  1979 


PROGRAM 


PROGRAM 


WEDNESDAY  MORNING.  MAY  2,  1979 


Doctor  Loren  E.  Golitz  graduated 
from  the  University  of  Missouri 
School  of  Medicine  in  1966  He 
completed  an  internal  medicine  resi- 
dency at  the  US.  Public  Health 
Service  Hospital  in  San  Francisco  in 
1969  and  a dermatology  residency  at 
the  U S.  Public  Ffealth  Service  Hos- 
pital in  Staten  Island  in  1971.  Doc- 
tor Golitz  currently  serves  as  As- 
sistant Professor  of  Dermatology 
and  Pathology  at  the  University  of 
Colorado  Medical  Center  and  as 
Chief  of  Dermatologv'  at  Denver 
(^neral  Hospital.  He  is  also  an 
attending  physician  in  dermatology 
at  the  Denver  V'eterans  Administra- 
tion Hospital 


Loren  E.  Golitz,  M.D. 

Denver.  Colorado 


WEDNESDAY  MORNING.  MAY  2.  1979 

8:00  Registration.  Lobby 

9:00  SYMPOSIUM  ON  WHATS  NEW  IN 
MEDICINE  — Sunset,  Heritage  and 
Americana  Rooms 

Three  Simultaneous  Round  Table  Discussions 
Scheduled  In  Fifty-Minute  Segments 
10  Minutes  Between  Each  Segment 


Doctor  Daniel  J.  Anzia  graduated 
from  Stanford  University  School  of 
Medicine  in  1973.  He  completed  his 
psychiatric  residency  at  Loyola  Uni- 
versity Stritch  School  of  Medicine  in 
Chicago  in  1977.  Doctor  Anzia  is 
Clinical  Director  of  the  Adult  Psy- 
chiatry Outpatient  Clinic  at  Loyola 
University  Hospital;  Instructor.  De- 
partment of  Psychiatry  at  Loyola 
University  Medical  Center,  and  Su- 
pervisor. Sexual  Dysfunction  Clinic 
at  Loyola  University  Medical  Center. 


Daniel  J.  Anzia,  M.D. 

Chicago.  Illinois 


Informality  and  Free  Discussion  Will  Prevail 

I.  “Diagnosis  & Treatment  of  Common 
Dermatoses” 

— Loren  E.  Golitz,  M.D. 

Assistant  Professor  of  Dermatology  and 
Pathology 

University  of  Colorado  Medical  Center 
Chief,  Dermatology 
Denver  General  Hospital 
Denver,  Colorado 

II.  “Mfde  Sexual  Problems” 

— Daniel  J.  Anzia,  M.D. 

Clinical  Director,  Adult  Psychiatry 
Outpatient  Clinic 
Loyola  University  Hospital 
Supervisor,  Sexual  Dysfunction  Clinic 
Loyola  University  Medical  Center 
Chicago,  Illinois 

III.  “Common  Foot  Problems” 

— O.  Max  Jardon,  M.D. 

Associate  Professor  of  Orthopedics 
University  of  Nebraska  College  of  Medicine 
Orthopedic  Surgeon 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska 

— Lonnie  R.  Mercier,  M.D. 

Chnical  Instructor 

Creighton  University  School  of  Medicine 
Orthopedic  Surgeon 
Omaha,  Nebraska 
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WEDNESDAY  NOON,  MAY  2,  1979 


12:00  ANNUAL  DISTINGUISHED  LUNCHEON  - 
Harvest  Room 

For  Physicians  and  Their  Spouses 
Presiding  — 

Philip  A.  Gasseling,  M.D.,  President 
Buffalo  County  Medical  Society 

Installation  of  Charles  W.  Landgraf,  Jr.,  M.D. 

Frank  H.  Tanner  Memorial  Lecture 
“Pathology  and  Mass  Casualties” 

William  J.  Reals,  M.D. 

Pathologist  and  Director  of  Laboratories 
St.  Joseph  Medical  Center 
Wichita,  Kansas 


MRS.  HARRY  D.  SHAFFER 
Lincoln,  Nebraska 
President,  1978-1979 


Doctor  William  J.  Reals  grad- 
uated from  Creighton  University 
School  of  Medicine  in  1945.  He  also 
obtained  a Master  of  Science  Degree 
from  Creighton  University  in  1949. 
He  has  served  as  a Lecturer  in 
Pathology  at  Kansas  University 
School  of  Medicine  in  Kansas  City, 
Kansas,  as  well  as  Program  Director 
for  Pathology,  Professor  of  Path- 
ology and  Chairman,  and  Assistant 
Dean  for  Research  at  the  University 
of  Kansas  School  of  Medicine.  Doc- 
tor Reals  currently  serves  as  Path- 
ologist and  Director  of  Laboratories 
at  St.  Joseph  Medical  Center  in 
Wichita  and  as  Vice-President  for 
Medical  Affairs. 


William  J.  Reals,  M.D. 

Wichita,  Kansas 


MRS.  F.  WILLIAM  KARRER 
Omaha,  Nebraska 
President,  1979-1980 


MRS.  PHILIP  L.  SMITH 

Fort  Wayne,  Indiana 

National  Treasurer 
American  Medical 
Association  Auxiliary,  Inc. 


120  Nebraska  Medical  Journal  April  1979 


Auxiliary 


Auxiliary 

PROGRAM 


54th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 


A CORDIAL  INVITATION  IS  EXTP:NI)P:D  TO 
EACH  PHYSICIAN’S  SPOUSE  IN  NEBRASKA.  WE 
URGE  YOU  TO  REGISTER  AND  ATTEND  THE 
ENTIRE  PROGRAM.  COME,  RELAX  AND  HAVE 
FUN  IN  KEARNEY! 

Registration:  Lobby,  Holiday  Inn 

Monday,  April  30  — 8:30  a.m.  to  3:00  p.m. 

Tuesday,  May  1 — 8:30  a.m.  to  10:00  a.m. 
Wednesday,  May  2 — 9:00  a.m.  to  10:00  a.m. 

Convention  Committees: 

General  Co-Chairmen: 

Mrs.  Ron  Scott  (Mary) 

Mrs.  Hiram  Walker  (Suz) 

Publicity: 

Mrs.  Brick  Murray  (Greta  Sandberg) 

Hospitality: 

Mrs.  Jan  Jensen  (Patty) 

Transportation: 

Mrs.  Ken  ElUs  (Carolyn) 

Hostesses: 

Mrs.  Joel  Johnson  (Jill) 

Mrs.  Bill  Lyons  (Donna) 

Decorations: 

Mrs.  Jim  Brooke  (Carla) 

Mrs.  Ken  Shaffer  (Lyn) 

Brunch: 

Mrs.  Bill  Northwall  (Rosemary) 

Mrs.  Wally  Vnuk  (Fran) 

Program: 

Mrs.  Dave  Bacon  (Carol) 

Mrs.  Mark  Meyer  (Jan) 

Finance: 

Mrs.  Bob  Park  (Karen) 

No-Host  Dinner: 

Mrs.  Dick  Hranac  (Kathy) 

Mrs.  Bill  Vosik  (Linda) 

22 


SUNDAY.  APRIL  29,  1979 
Evening 

7:00  Annual  Recognition  and  Religion  Banquet, 
Harvest  Room,  Holiday  Inn 
(Joint  .Meeting  of  Auxiliary  and  NMA) 

Recognition  of  Fifty-Year  Practitioners 
Speaker  — 

"How  Do  You  Spell  Relief" 

The  Reverend  Dr.  George  W.  Carlson 
First  Lutheran  Church 
Cedar  Rapids,  Iowa 

MONDAY.  APRIL  30.  1979 
Morning 

8:30-  Registration,  Lobby,  Holiday  Inn 
3:00 

8:30-  Hostess  will  be  available  in  Holidome  for  your 
4:00  convenience  in  handling  transportation  and 
providing  conversation  and  coffee. 

9:00  Coffee  and  Rolls,  Sunset  Room,  Holiday  Inn 

9:30  Annual  Meeting 

Pre-Convention  Board  Meeting 
Sunset  Room,v  Holiday  Inn 

All  Members  Urged  To  Attend 

Mrs.  Harry  D.  Shaffer,  NMA  Auxiliary 
President,  Presiding 


Afternoon 

12:30-  No- Host  Luncheon,  Heritage  Room,  Holiday  Inn 
2:30  Auxiliary  Idea  Exchange 

Councilors/County  Presidents 
Members-at- Large 

Mrs.  Philip  Smith,  Guest  Participant 


Evening 

6:00  Reception  for  Members-at-Large 
All  Members  Welcome 
Mrs.  Robert  Park 
4 Apache  Lane 

7:00  Auxiliary  No- Host  Dinner 
Cattleman’s  Mining  Co. 

46th  and  2nd  Avenue 
(Transportation  Available) 

Buffalo  County  Auxiliary  Members  will  serve  as 
hostesses. 
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TUESDAY,  MAY  1,  1979 
Morning 

8:30-  Registration,  Lobby,  Holiday  Inn 
10:00 

8:30-  Hostess  available  in  Holidome,  except  during 
4:00  brunch. 

10:00  Champagne  Brunch 
Dicky  Dugan’s 
46th  and  2nd  Avenue 
(Transportation  Available) 

Theme:  Make  the  “good  life”  better  — Better 
health  for  our  family,  our  community, 
our  state  and  our  world  — - through 
Auxiliary  involvement. 


WEDNESDAY,  MAY  2,  1979 
Morning 

9:00-  Registration,  Lobby,  Holiday  Inn 
10:00 

9:00-  Coffee  available  in  Holidome  — See  hostess 
12:00 

9:00  Breakfast 

Post-Convention  Board  Meeting 
Persimmon  Room,  Holiday  Inn 

All  Members  Welcome 

Mrs.  F.  William  Karrer,  Presiding 

Afternoon 


Informal  Modeling  During  Brunch 
Guest  Speaker:  Mrs.  Philip  L.  Smith 
National  Treasurer 
AMA  Auxiliary,  Inc. 
Introduction  of  Honored  Guests 
Installation  of  New  Officers 
Presentation  of  Awards 

Afternoon 

2:00  Presentation  of  AMA-ERF  Checks  and 

NMF  Student  Research  Scholarship  Program 
Checks 

Harvest  Room,  Holiday  Inn 


12:00  Annual  Distinguished  Luncheon 
Harvest  Room,  Holiday  Inn 
(Joint  Meeting  of  Auxiliary  and  NMA) 

Installation  of  Charles  W.  Landgraf,  Jr.,  M.D 
Frank  H.  Tanner  Memorial  Lecture  — 
“Pathology  and  Mass  Casualties” 

William  J.  Reals,  M.D. 

Pathologist,  St.  Joseph’s  Hospital 
Wichita,  Kansas 


3:00-  “Parenting  The  Adolescent” 

4:20  Harvest  Room,  Holiday  Inn 

(Joint  Meeting  of  Auxiliary  and  NMA) 

Moderator  — 

Mrs.  F.  William  Karrer 
President,  NMA  Auxiliary,  1979-1980 


Round  Table  Discussion 


Discussants: 

H.  Verdain  Barnes,  M.D. 

Richard  G.  MacKenzie,  M.D. 

Lt.  Col.  Joe  M.  Sanders,  Jr.,  M.D. 

Evening 

6:30  President’s  Reception  for  Physicians  and 
Their  Spouses 
Holidome,  Holiday  Inn 

7:30  Fun  Night 

Harvest  Room 
Holiday  Inn 

An  evening  of  fun  and  relaxation,  commencing 
with  a superb  dinner  at  7:00  p.m.  Entertainment 
will  be  provided  by  the  Dobytown  Dixieland 
Band. 
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Past  Presidents 

Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha  1868-69 

James  H.  Peabody,  M.D.,  Omaha  1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City  1870-71 

R.  R.  Livingston.  M.D.,  Plattsmouth  1871-72 

A.  Bowen.  M.D.,  Nebraska  City  1872-73 

H.  P.  Mathewson,  M.D.,  Omaha  1873-74 

John  Black,  M.D.,  Plattsmouth  1874-75 

L.  H.  Robbins,  M.D.,  Lincoln  1875-76 

J.  P.  Peck.  M.D..  Omaha  1876-77 

L.  J.  Abbott,  M.D.,  Fremont  1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City  1878-79 

Harvey  Link,  M.D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha  1880-81 

M.  W.  Stone,  M.D.,  South  Omaha  1881-82 

A.  H.  Sowers,  M.D.,  Lincoln  1882-83 

Victor  H.  Coffman,  M.D.,  Omaha  1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island  1844-85 

W.  W.  Knapp,  M.D.,  Lincoln  1885-86 

Richard  C.  Moore,  M.D.,  Omaha  1886-87 

George  H.  Peebles,  M.D.,  Lincoln  1887-88 

Milton  Lane,  M.D.,  Kearney  1888-89 

J.  C.  Denise,  M.D.,  Omaha  1889-90 

D.  A.  Walden,  M.D.,  Beatrice  1890-91 

Charles  Inches,  M.D.,  Scribner  1891-92 

M.  L.  Hildreth,  M.D.,  Lyons  1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland  1893-94 

H.  B.  Lowry.  M.D.,  Lincoln  1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord  1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha  1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln  1898-99 

Robert  McConaughy,  M.D.,  York  1899-00 

H.  M.  McClanahan,  M.D.,  Omaha  1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth  1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City  1902-03 

B.  F.  Crummer,  M.D.,  Omaha  1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha  1905-06 

F.  A.  Long,  M.D.,  Madison  1906-07 

Harold  Gifford,  M.D.,  Omaha  1907-08 

L.  M.  Shaw,  M.D.,  Osceola  1908-09 

P.  H.  Salter,  M.D.,  Norfolk  1909-10 

J.  P.  Lord,  M.D.,  Omaha  1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah  1911-12 

I.  N.  Pickett,  M.D.,  Odell  1912-13 

D.  C.  Bryant,  M.D.,  Omaha  1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill  1914-15 

E.  W.  Rowe,  M.D.,  Lincoln  1915-16 

W.  F.  Milroy,  M.D.,  Omaha  1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow  1918 

J.  M.  Bannister,  M.D.,  Omaha  1919 

H.  W.  Orr,  M.D.,  Lincoln  1920 

M.  S.  Moore,  M.D.,  Gothenburg 1921 

B.  B.  Davis,  M.D.,  Omaha  1922 


Past  Presidents 

Nebraska  Medical  Association 


B.  F.  Bailey,  M.D.,  Lincoln 
Morris  Nielsen,  M.D.,  Blair 
Palmer  Findley,  M.D.,  Omaha 
H.  J.  Lehnhoff,  M.D.,  Lincoln 
H.  E.  Potter,  M.D.,  Fairbury 

B.  R.  McGrath,  M.D.,  Grand  Island 

F.  S.  Owen,  M.D.,  Omaha 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 
Lucien  Stark,  M.D.,  Norfolk 
A.  E.  Cook,  M.D.,  Randolph 
Adolph  Sachs,  M.D.,  Omaha 
Joseph  Bixby,  M.D.,  Geneva 
Claude  A.  Selby,  M.D.,  North  Platte 
George  W.  Covey,  M.D.,  Lincoln 
R.  W.  Fouts,  M.D.,  Omaha 
Homer  Davis,  M.D.,  Genoa 
A.  L.  Miller,  M.D.,  Kimball 
Clayton  F.  Andrews,  M.D.,  Lincoln 
W.  P.  Wherry,  M.D.,  Omaha 
Dexter  D.  King,  M.D.,  York 
A.  L.  Cooper,  M.D.,  Scottsbluff 
Floyd  L.  Rogers,  M.D.,  Lincoln 
Charles  McMartin,  M.D.,  Omaha 
Earle  G.  Johnson,  M.D.,  Grand  Island 

G.  E.  Charlton,  M.D.,  Norfolk 

J.  E.  M.  Thomson,  M.D.,  Lincoln 
J.  D.  McCarthy,  M.D.,  Omaha 

C.  H.  Sheets,  M.D.,  Cozad 

D.  B.  Steenburg,  M.D.,  Aurora 
Harold  S.  Morgan,  M.D.,  Lincoln 
James  F,  Kelly,  M.D.,  Omaha 
Earl  F.  Leininger,  M.D.,  McCook 
Wm.  E.  Wright,  M.D.,  Creighton 
J.  M.  Woodward,  M.D.,  Lincoln 
R.  Russell  Best,  M.D.,  Omaha 
Fay  Smith,  M.D.,  Imperial 

E.  E.  Koebbe,  M.D.,  Columbus 
Fritz  Teal,  M.D.,  Lincoln 

A.  J.  Offerman,  M.D.,  Omaha 
O.  A.  Kostal,  M.D.,  Hastings 
R.  F.  Sievers,  M.D.,  Blair 
R.  E.  Garlinghouse,  M.D.,  Lincoln 
Willis  D.  Wright,  M.D.,  Omaha 
Dan  A.  Nye,  M.D.,  Kearney 
Robert  J.  Morgan,  M.D.,  Alliance 
Frank  H.  Tanner,  M.D.,  Lincoln 
J.  Whitney  Kelley,  M.D.,  Omaha 
Clarence  R.  Brott,  M.D.,  Beatrice 
Roger  D.  Mason,  M.D.,  McCook 
Frank  P.  Stone,  M.D.,  Lincoln 
John  D.  Coe,  M.D.,  Omaha 
James  H.  Dunlap,  M.D.,  Norfolk 
Warren  G.  Bosley,  M.D.,  Grand  Island 
Harlan  L.  Papenfuss,  M.D.,  Lincoln 
Arnold  W.  Lempka,  M.D.,  Omaha 


1923 

1924 

1925 

1926 

1927 

1928- 29 
(to  5-14-29) 

1929- 30 

1930- 31 

1931- 32 

1932- 33 

1933- 34 

1934- 35 

1935- 36 

1936- 37 

1937- 38 

1938- 39 

1939- 40 

1940- 41 

1941- 42 

1942- 43 

1943- 44 

1944- 45 

1945- 46 

1946- 47 

1947- 48 

1948- 49 

1949- 50 

1950- 51 

1951- 52 

1952- 53 

1953- 54 

1954- 55 

1955- 56 

1956- 57 

1957- 58 

1958- 59 

1959- 60 

1960- 61 

1961- 62 

1962- 63 

1963- 64 

1964- 65 

1965- 66 

1966- 67 

1967- 68 

1968- 69 

1969- 70 

1970- 71 

1971- 72 

1972- 73 

1973- 74 

1974- 75 

1975- 76 

1976- 77 

1977- 78 
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Ubrium 

chbrdiazepoxide  HO /Roche 


□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
prinnary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows; 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies 
Periodic  reassessment  of  therapy  recommended 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil 
dren.  and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy 
chological  dependence  haye  rarely  been  reported  on  recom 
mended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage:  with 
drawal  symptoms  (including  conyulsions).  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  SIX.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation.  In- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics  seems  Indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (^g^.  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  eyidence  of  impending  de- 
pression: suicidal  tendencies  may  be  present  and  protectiye 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a fevv  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  syfnptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment:  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liyer  function  tests  advisable  during  protracted 
therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion. 5 or  1 0 mg  t.  i.d.  or  q.  i.d.:  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q. i.d.  (See 
Precautions. ) 

Supplied:  Librium  ®(chlordiazepoxide  HCI)  Capsules.  5 
mg.  10  mg  and  25  mg— bottles  of  100  and  500:  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reyerse-number- 
ed  boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescrip-tion  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 
10  mg  and  25  mg— bottles  of  100  and  500.  Wi1 
spect  to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 


5 mg,  10 mg, 

2 5 mg  capsules 


synonymous  with  relief  of  anxiety 


ROCHE 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


Please  see  following  page. 
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Breast  Self-examination  Practices  and  Breast 
Cancer  Stage  — R.  S.  Foster,  Jr,  et  al 
(Univ  of  Vermont  College  of  Medicine, 
Burlington,  VT  05401)  N Engl  J Med  229: 
265-270  (Aug  10)  1978. 

The  relation  between  breast  self-examina- 
tion performance  and  the  clinical  and  patho- 
logical stage  of  breast  cancer  at  first  diag- 
nosis was  studied  in  335  patients.  Approxi- 
mately one  fourth  reported  that  they  had 
been  practicing  monthly  breast  self-examina- 
tion, and  half  that  they  had  never  practiced 
breast  self-examination.  More  frequent  per- 
formance of  breast  self-examination  as  as- 
sociated with  more  favorable  clinical  stage 
and  fewer  axillary  lymph  node  metastases  on 
histologic  examination.  On  pathological  ex- 
amination, the  age -adjusted  maximum  tumor 
diameter  of  patients  practicing  monthly  self- 
examination  was  1.97i0.22  cm  (mean  + 
SEM)  as  compared  with  2A1±  0.20  for  those 
performing  self  examination  less  often  than 
monthly  and  3.59i  0.15  for  patients  never 
performing  self-examination. 
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“Sleep  nine  hours  a night;  eat  simple  foods  — and  get 
out  of  the  medical  profession.” 
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How  fast  your  hospital  moves 
depends  on  how  fast  your  data  moves. 


When  critical  medical  records 
are  needed,  your  hospital  needs  a 
communications  system  that  can 
speed  data  accurately  and  at  top 
efficiency. 

That’s  why,  at  Northwestern 
Bell,  we’ve  developed  voice  and 
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even  review  files  from  clinics 
across  town  or  in  another  state. 


Records  can  be  seen  instantly 
without  worry  of  them  being  mis- 
placed in  transit. 

To  improve  your  level  of  health 
care,  let  one  of  our  account  execu- 
tives meet  with  you  and  analyze 
your  communication  needs. 

Whether  it’s  for  your  private 
practice,  clinic,  or  hospital,  we  can 
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I slept  and  dreamed  that  life  was  Beauty; 

I woke,  and  found  that  life  was  Duty. 

Ellen  Sturgis  Hooper. 

*  *  * * 

There  are  more  old  drunkards  than  old 
physicians. 

Rabelais. 
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Corticosteroid  Therapy  of  Alcoholic  Hepatitis 
— W.  C.  Maddrey  et  al  (Johns  Hopkins 
Hosp,  Baltimore,  MD  21205)  Gastroenter- 
ology 75:193-199  (Aug)  1978. 

Fifty-five  patients  with  alocholic  hepatitis 
were  studied  in  a 28-32  day  randomized 
double  blind  treatment  trial  comparing  pred- 
nisolone (40  mg/day)  with  placebo  therapy. 
Of  31  placebo-treated  patients,  four  died 
during  the  study  £md  two  died  within  five 
days  of  study  completion.  Only  one  of  24 
prednisolone-treated  patients  died  during  the 
same  interval  (Fisher  exact  test;  P = .10). 
Stepwise  discriminant  analysis  of  laboratory 
factors  associated  with  death  revealed  in- 
dependently significant  associations  with  pro- 
longation of  prothrombin  time  and  height  of 
serum  bilirubin  at  the  beginning  of  the 
study.  When  treatment  was  included  as  a 
variable  in  this  discriminant  analysis,  corti- 
costeroid therapy  significantly  decreased 
mortality  (P<.05).  The  corrected  wedged 
hepatic  venous  pressure  decreased  to  a 
similar  extent  in  the  two  groups.  Cortico- 
steroid therapy  decreased  early  mortedity  in 
patients  with  severe  alcoholic  hepatitis,  but 
has  no  short  term  effect  on  the  development 
of  portal  hypertension. 


“Of  course  you  may  have  a second  opinion.  Just  come 
back  and  see  me  tomorrow." 
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’ nportant  d^a  on  the  pain  of  acute  cy^jds:| 

In  87%  of  patients  ^ 
studied  [303  of  349], 

Rzo 

pain  andtir  burning 
within  24  hours* 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acL* 


Fast  pain  relief  plus  effective  antibacterial  action 


Rzo  Gantanor 


Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


.'Ipefore  prescribing,  please  consult  complete  prod*'^^ 
l!^  information,  a summary  of  which  Mlowsr^fif  '* 
indications;  In  adults,  urinary  tract, infections  v ’ 
complicated  by  pain  (primarily  pyelonephritis/ 
pyelitis  and  cystitis)  due  to  susceptible  organisms' 
(usually  £.  coli,  Klebsiella- Aerobact^,  , 

coccus  aureus,  Proteus  mirabilis,  and;'le&s  fre»; 
quently,  Proteus  vulgaris)  in  the  abserice of 
obstructive  uropathy  or  foreign  bodies.  Note;  Care'- 
fully  coordinate »n  vitro  sulfonamide  sensitivity:? 
tests  with  bacteriotogic  and  clinical  response;  add 
aminobenzoic  acid  to  follow-up  culture  rnedia.  The 
increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications;  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  because  Azo  Gantanol  con- 
tains phenazopyridine  hydrochloride  it  is  contrain- 
dicate in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  (3.1. 
disturbances. 

Warnings;  Safety  during  pregnancy  not  established 
Deaths  from  hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood  dyscrasias 
have  t»en  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  and 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions;  Use  cautiously  in  patients  with  Im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions;  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erytherra  multiforme,  skin  eruptions. 
Stevens- Johnson  syndrome,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myocarditis); 
G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  (3antanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied;  Tablets,  red,  film-coated,  each  contain- 
ing 0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


'Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


A reminder 

ZYlOPRIir 

(allopurinol) 

1(X)  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 

• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drup  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  biood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophyiactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renai  caiculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  iymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resuitant  eie- 
vating  effect  on  serum  uric  acid  ieveis. 

CONTRAINDICATIONS:  Use  in  chiidren  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens- Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim,  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol*  (mercapto- 
purlne)  or  Imuran'*'  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  In  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurlne  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age: 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weigneo  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  Investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  anri  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a dally  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  In  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions.  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic:  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic” 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  Is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yii  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko-  i 
cytosis,  eosinophilia,  arthralgias,  skin  rash,  pruritus,  I 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison-  ! 

ing,  by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  tor  each 
strength  also  available.  j 

Complete  information  available  from  your  local  B W.  ] 
Co.  Representative  or  from  Professional  Services  Depart-  i 

ment  PML.  i 

U.S.  Patent  No.  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Does  it  influence 
your  choice  of  a 
perlpheral/cetebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodiian— compatible 
with  concomitant  therapy 

• vasodilah— compatible 
with  your  total  regimeh 
for  vascular  insufficiehcy 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg. 

Vasodiian  iniection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  2Q  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  snould  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose:  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Iniection,  10  mg,  per 
2 ml  ampul,  box  of  six  2 ml.  ampuls 

U.S.  Pat  No.  3,056,836 

VASODILAIir 

ilSCKSUPRINE  HCII 

20-mg  tablets 
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...in  the  functional  bowel/irritable  bowel  syndronne* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  spdium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


*This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M  : Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 


Merrell 


8-4420  (Y736A1 


MNR-804 


May  1979  Nebraska  Medical  Journal 


n-A 


Bentyl' 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  ot  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  Informa- 
tion. EDA  has  classitied  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (Irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-eftective  indications 
requires  further  Investigation. 


CONTRAINDICATIONS;  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  In  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  Intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis:  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heal  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  In  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS;  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride In  glaucoma  or  in  patients  with  prostatic  hypertrophy.  It 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatIc  hypertrophy.  Use  with 
caution  In  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  Intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
foxic  megacofon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-llke  action  may  occur 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia:  urinary  hesi- 
tancy and  retention:  blurred  vision  and  tachycardia:  palpitations; 
mydriasis;  cycloplegla:  increased  ocular  tension:  loss  of  taste; 
headache:  nervousness;  drowsiness:  weakness:  dizziness;  insom- 
nia: nausea:  vomiting;  impotence:  suppression  of  lactation;  con- 
stipation; bloated  feeling:  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis:  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  exclte- 
menf,  especially  in  elderly  persons:  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  ot 
lightheadedness  and  occasionally  local  Irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  Individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg,  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  'k 
teaspoonful  syrup  three  or  four  times  daily,  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg,:  Adults.  1 lablel  three  or  four 
limes  daily.  Bentyl  Injection:  Adults,  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Benlyl 
with  Phenobarbital  has  been  ingested.  If  indicaled,  parenteral 
cholinergic  agenis  such  as  Urecholine”  (bethanecnl  chloride  USP) 
should  be  used. 

ProducI  Informalion  as  of  October,  1978, 


Injectable  dosage  forms  manufactured  by  CDNNAUGHT  LABORA- 
TORIES, INC  , Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  lor  MERRELL-NATIONAL 
LABORATORIES.  Division  of  Richardson-Merrell  Inc.,  Cincinnall. 
Ohio  45215,  U S A, 


Is  Nasogastric  Suction  Necessary  in  Acute 
Pancreatitis?  — R.  Naeije  et  al  (St.  Pierre 
Hosp,  Brussels,  Belgium)  Br  Med  J 2:659- 
660  (Sept  2)  1978. 

Fifty-eight  patients  with  mild  to  moderate- 
ly severe  acute  pancreatitis  were  randomly 
allocated  to  treatment  with  or  without 
nasogastric  suction  (27  had  31  patients 
respectively).  There  were  no  differences 
between  the  two  groups  in  the  mean 
duration  of  the  following:  abdominal  pain  or 
tenderness,  absence  of  bowel  movements, 
raised  serum  amylase,  time  to  resumption  of 
oral  feeding,  and  days  in  hospital.  Prolonged 
hyperamylasemia  occurred  in  one  patient  in 
the  suction  group  and  in  three  patients  in 
the  non-suction  group.  A mild  recurrence  of 
abdominal  pain  occurred  in  three  patients  in 
the  suction  group  and  in  two  patients  in  the 
non-suction  group.  In  the  suction  group  overt 
consumption  coagulopathy  developed  in  two 
patients  and  pulmonary  complications  in  two 
others.  No  patient  in  the  non-suction  group 
had  complications. 


“Since  you're  allergic  to  anesthetics,  well  have 
to  employ  an  unusual  procedure  in  your  case.” 


Merrell 


MERRELL  NAT lONAL  LABORATORIES 
Oivinon  of  Richsrdsnn  Mprrelltnc 
Cfocinnali.  Ohio  USA 


For  hemorrhoids 
and  other 

anorectal  conditions 


External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis 


Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rx  only 


Prescribe 

Anusol-HC" 

Suppositories/Cream 

for  symptomatic  relief 

• Effectively  reduces  inflammation  and  edema 

• Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidol  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Creom  with  HyOrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription 

Description:  Eoch  Anusol-HC  Suppository  contains 
hydracortisone  acetate,  10  0 mg,  bismuth  subgallale, 

2 25%,  bismuth  resorcin  campound,  1 75%,  benzyl 
benzoate,  1 2%,  Peruvian  bolsom,  1 8%,  zinc  oxide, 

11  0%,  also  contains  the  following  inactive  ingredients 
bismuth  subiodiOe,  calcium  phosphate,  ond  certified 
coloring  in  a hydrogenated  vegetoble  oil  base 
Each  grom  of  Anusol-HC  Cream  contains 
hydrocortisone  acetate,  5 0 mg,  bismuth  subgollote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg.  benzyl 
benzoate,  12  0 mg,  Peruvian  balsam,  18  0 mg,  zinc 
oxide,  1 10  0 mg,  also  contains  the  following  inactive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylparaben,  matiylporaben,  polysorbote  60  and 
sorbiton  monostearate  in  a woter-miscible  bose  of 
mineral  oil,  glyceryl  steorofe  ond  water 
Indicohons:  Anusol-HC  Suppositories  ond  Anusol-HC 
Creom  ore  adjunctive  therapy  for  the  symptomatic  relief  of 
pom  ond  discomfort  in  external  and  internal 
hemorrhoids,  proctitis,  papillitis,  cryptitis.  onol  fissures, 
incomplete  fistulos  ond  relief  of  local  pom  and  discomfort 
following  onorectol  surgery 


Anusol-HC  Creom  is  olso  indicated  tor  pruritus  am 
Anusol-HC  IS  especiolly  indicated  when  inflommotion 
IS  present  After  acute  symptoms  subside,  most  patients 
con  be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment 

Contioindications:  Anusol-HC*  Suppositories  ond 
Anusol-HC’  Creom  ore  controindicated  in  those  patients 
with  a history  of  hypersensitivity  to  any  of  the  components 
of  the  preparation 

Womings:  The  safe  use  of  topicol  steroids  dunng 
pregnancy  hos  not  been  fuily  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areos,  in  large  amounts,  or  for  prolonged 
penods  of  time 

Precautions:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment  If  irritation  develops. 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  ond  oppropriote  therapy  instituted 
In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungol  or  ontibocteriol  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  uritil  the  infection 
hos  been  adequately  controlled 
Care  should  be  token  when  using  the  corticosteroid 
hydrocortisone  ocetate  in  children  and  infonts 
Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositones— Adults  Remove  foil  wrapper  and  insert 
suppository  into  the  anus  One  suppository  in  the  morning 


and  one  ot  bedtime,  for  3 to  6 doys  or  until  inflammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bathing  and 
drying  ot  the  anal  area,  remove  lube  cop  ond  opply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  ottoch 
the  plostic  applicator  and  insert  into  the  onus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  opplied  3 or  4 times 
a day  for  3 to  6 days  until  inflammation  subsides  Then 
maintoin  patient  comfort  with  regular  Anusol  Ointment 

NOTE  If  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
foil  strips  with  Anusol-HC  W C printed  in  black 

Anusol-HC  Cream— one-ounce  lube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  15°-30°  C (59°-86°  F) 

Full  informolion  is  available  on  request 


^ warner/Chilcott 

Division,  Warner-Lambert  Company 
Morris  Plains,  N J 07950 


AN-GP-9t 


The  professional  souroe  of  anoreotal  comfort 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  ity,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

Wilham  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  “M”  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

G.  J.  Theobald,  Jr.,  Executive  Director 
25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

205  East  42nd  St.',  New  York,  N.Y.  10017 
National  Rehabilitation  Association 
1522  “K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  11.  Rickman,  M.D.,  Councilor 
626  Sharp  Bldg.,  Lincoln,  Nebraska  68508 
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PERCOCET-S  (L 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET’  -5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and.  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET*-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERCOCET^  -5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET*  -5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERCOCET^-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET*-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  llght-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET*-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERC0CET"-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

Of  4 Order  Form  Required 

PERCOCET'  IS  a U S.  registered  trademark  of  Endo  Inc. 

£ndo  Inc. 

Manati,  Puerto  Rico 00701 
Subsidiary  of  Endo  Laboratories.  Inc 
Subsidiai7  of  the  CXjPont  Company 


EDO-629EJ79 


Each  tablet  contains  5 mg  oxycodone  HCI  (WARNING:  May  be  habit-forming) 


and  325  mg  acetaminophen  (APAP) 


FOR  THOSE  WHO  CANT  TOLERATE  ASPIRIN 


: indicated  for  moderate  to  moderately 
severe  pain 

D contains  well-tolerated  acetaminophen 
n provides  the  effective  analgesia  of 
oxycodone 


□ scored  tablet  permits  finer  titration 

□ convenient,  economical  q6h  dosage 

Please  see  opposite  page  for  brief  summary  of 
prescribing  information. 


The^Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity- type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  qualih'  and 
bioavailabilih'  of  all 
marketed  products  at 
any  given  rime.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
w hich  met  ofiicial  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  \ oi 
know,  there  is  substantia 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery  - 
thromycin. The  record  oi 
drug  recalls  and  court 
actions  affirms  strongh’ 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  qualiri^  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  tli 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it's  the  compc 
tence  of  the  manufac- 
turer and  the  integriri-  oi 
the  product  that  count. 


‘Matters. 


AATH:  Generic  options  al- 
most always  exist . 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
onh  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


AfiTH:  Generic 
prescriptions  are  filled  with 
inexpens ive  generics,  th  us 
saving  consumers  large 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariabh 
prescribe — and  pharma- 
cists dispense — both 
brand  and  genericalh’ 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a prov  en  brand  product. 
Savings  from  v oluntaiy 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


\IYTH:  Drugs  account  for  a 
major  portion  of  the  I'Lse  in 
health  care  costs. 

FACT:  Drugs  r€*present  a 
v'erv'  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
1967;  todav  it  is  about 
8 cents.  And  \ ou  as  a 
phvsician  are  most 
conscious  of  how’  drug 
tlierapv  can  cut  hos- 
pitalization, avert 
surgerv,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  mone\>. 

FACT:  Gov  ernment 
schemes  alvv  ays  cost  the 
taxpav  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  except! on.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  vv  holesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
I'ogativ'es  and  your  relation- 
ships with  patients  will  be 
seiiously  impaired. 

The  maker  does 
matter 

After  the  m\^hs  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
alu^ays,your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — fi’om  manufac- 
turers wdth  credentials  and 
performance  records  you 
have  come  to  respect. 


DWk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas,  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  "E”  St.  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Phyllis  L.  Miller,  Executive  Director 
120  No.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Karen  Mundy,  Associate  Director 
8401  West  Dodge  Road.  Suite  17.  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104.  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams,  Ph.D.,  Executive  Director, 

8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212.  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association,  Inc. 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska*lowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker,  Jr.,  M.D.,  Secretary-Treasurer 
225  No.  Cotner  - E Bldg.,  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley,  M.D.,  President 
811  West  William  Avenue,  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco,  M.D.,  President 
8601  Dodge  Rd.,  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton,  PA,  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary- Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 

James  R.  Newland.  M.D.,  Sec'y.-Treas.,  Dept,  of  Pathology 
University  of  Nebraska  College  of  Medicine. 

42nd  & Dewey  Avenue,  Omaha  68105 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.D.,  Sec’y-Treas. 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Radiology 
Allen  D.  Dvorak,  M.D.,  Secretary-Treasurer 
Dept,  of  Radiology,  Creighton  Health  Ctr., 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  Secretary-Treasurer 
8300  Dodge  St..  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 

Ann  C.  Grandjean,  R.D.,  M.S..  President 
8401  West  Dodge  Road,  Room  101.  Omaha  68114 
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Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St.,  Omaha  68114 
Nebraska  Epflepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown,  Executive  Director 
Box  30247,  3100  "0”  Street,  Suite  7.  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St,  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks,  President 

Nebraska  Methodist  Hospital,  8303  Dodge  St.,  Omaha  68114 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  MarshaU,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  &anch  of  the 
American  Psychiatric  Association 
Norman  D.  West,  M.D.,  President 
Community  Mental  Health  Center 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  Public  Health  Association 

Ms.  Pamela  Specht,  Ph.D.,  President 
College  of  Business,  Creighton  University 
2500  California.  Omaha  68178 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D.,  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr.,  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland,  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  4600  Valley  Road.  Room  203.  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M.D.,  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 

Nebraska  Society  of  Radiologic  Technologists 
A1  Robinson,  RT,  President 
Dept,  of  Radiology,  Great  Plains  Medical  Center 
601  West  Leota,  North  Platte  69101 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Patricia  Whyman,  CMA-AC,  President 
7300  So.  St.,  #2,  Lincoln  68506 
Nebraska  Urological  Association 

Cecil  T.  Bromfield,  M.D.,  President 
4740  "A"  St.,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
540  Medical  Arts  Building,  Omaha  68102 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky.  Executive  Director 
1600  No.  56th  St..  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 


Anergy  — A Prognostic  Indicator  in  Early 
Breast  Cancer  — A.  R.  Turnbull  et  al 
(Southampton  Univ  Medical  School,  South- 
ampton, England)  Br  Med  J 2:932  (Sept 
30)  1978. 

One  hundred  patients  with  early  breast 
cancer  were  skin  tested  preoperatively  with 
purified  protein  derivative  (PPD),,  Candida 
albicans,  and  Veridase  (streptokinase/strep- 
todornase).  Seventeen  patients  failed  to  react 
to  any  of  the  three  recall  antigens.  Fifty-nine 
percent  of  these  anergic  patients  had  died  or 
had  distant  metastases  by  three  years, 
whereas  only  28%  of  the  reactive  patients 
had  died  or  developed  metastases.  This 
difference  is  highly  significant.  Anergy  also 
correlated  with  age;  the  anergic  patients 
were  substantially  older  than  the  reactive 
patients. 


“But,  Doctor,  my  appointment  card  says  to  give  at 
least  24  hours  notice  on  cancellations.” 


HEALTH  CENTRAL 
NEEDS 

FAMILY  PRACTITIONERS 
INTERNISTS 
OB/GYN  SPECIALISTS 
PEDIATRICIANS 

A federally-qualified,  staff  model  health 
maintenance  organization  opening 
January,  1979. 

Nebraska's  capital  city  of  approximate- 
ly 200,000,  home  of  the  University  of 
Nebraska. 

This  represents  a ground  floor  op- 
portunity to  practice  under  ideal  condi- 
tions in  a modern  new  facility  and 
three  excellent  hospitals  in  the  com- 
munity. 

Salary  commensurate  with  experience. 
Liberal  fringe  benefit  package.  Mal- 
practice insurance  paid.  Relocation  ex- 
penses paid. 


Send  curriculum  vitae,  including  salary 
requirements  to; 

JOHN  L.  LUCAS,  M.D. 
Medical  Director 

HEALTH  CENTRAL 

17th  & N Street 
Lincoln,  NE  68508 

For  immediate  attention,  coll; 
(402)  475-7000 


Intravenous  Therapy  With  Propranolol  in 
Acute  Myocardial  Infarction  — B.  I.  Jug- 
dutt  (Johns  Hopkins  Hosp,  Baltimore,  MD 
21205)  and  S.  J.  K.  Lee,  Chest  74:514-521 
(Nov)  1978. 

The  effects  of  intravenous  therapy  with 
propranolol  (0.15  mg/kg  of  body  weight)  on 
changes  in  hemodynamics  and  the  sum  of 
precordial  elevations  of  the  S-T  segment 
(EST)  were  studied  8.5  hours  after  the  onset 
of  pain  in  14  patients  with  acute  anterior 
transmural  myocardial  infarction  and  without 
complication.  Therapy  with  propranolol  (7.5  to 
15  mg)  produced  a significant  and  sustained 
decrease  from  control  in  EST,  amounting  to 
46%  (from  41  to  22  mm;  P .001)  by  30 
minutes  and  39%  by  four  hours.  By  30 
minutes,  simultaneous  decreases  occurred  in 
the  heart  rate  (78  to  62  beats  per  minute,  or 
21%  ; P .001),  mean  arterial  pressure  (112 
to  98  mm  Hg,  or  13%  ; P .05),  and  cardiac 
index  (2.3  to  1.5  L/min/m2,  or  35%  ; 
P .001),  with  the  corresponding  percentage 
decreases  by  four  hours  being  11%,  13%, 
and  9%,  respectively;  however,  the  pul- 
monary capillary  wedge  pressure  did  not 
change  (15  to  14  mm  Hg),  and  clinical  signs 
of  heart  failure  did  not  develop  in  any 
patient.  A significant  correlation  was  found 
over  the  four  hours  between  changes  in  the 
rate-pressure  product  and  EST  (r=  0.985; 
P .001),  suggesting  that  the  sustained  de- 
crease in  EST  is  due  to  the  effects  of  a 
reduction  in  the  rate-pressure  product.  The 
fall  in  cardiac  index  in  these  patients  suggests 
the  need  for  caution  in  administering  large 
doses  of  propranolol  in  uncomplicated  myo- 
cardial infarction. 

A nice  man  is  a man  of  nasty  ideas. 

Swift 

The  cause  is  hidden,  but  the  result  is  known. 
Ovid. 

All  things  change,  nothing  perishes. 

Ovid. 

So,  when  a raging  fever  burns. 

We  shift  from  side  to  side  by  turns; 

And  'tis  a poor  relief  we  gain 
To  change  the  place,  but  keep  the  pain. 

Isaac  Watts. 
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V-Cillin  K* 

penicillin  V potassium 


is  the  most 


widely  prescribed 
^ brand  of  oral  penicillin 


V-CillinK* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


900416 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com- 
plex and  time-consuming  operation.  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician. 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements.  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (call  collect)  — Capt.  Robert  Brown 
116  South  42nd  St.,  Omaha,  NE,  402-221-4319 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedeir,  Cuming,  Dakota.  Dixon,  Knox, 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  James  E. 
Ramsay,  Atkinson.  Counties:  Boyd, 
Brown,  Cherry,  Holt,  Keyapaha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son, Kearney.  Counties:  Blaine,  Buf- 
falo, Custer,  Dawson,  Garfield,  Grant, 
Greeley,  Hall,  Hooker,  Howard,  Loup, 
Sherman.  Thomas,  Valley,  Wheeler, 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase, 
Dundy.  Franklin,  Frontier,  Furnas, 
Gosper,  Harlan,  Hayes,  Hitchcock, 
Kearney,  Phelps,  Red  Willow,  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Arthur, 
Deuel,  Garoen,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

Twelfth  District;  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball. 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


PRESIDENT  SECRETARY-TREASURER 

Lawrence  A.  McKinnis,  Hastings  George  J.  Lytton,  Hastings 


John  H.  Floyd,  Alliance  Bruce  D.  Forney,  Alliance 

Philip  A.  Gasseling,  Kearney  William  W.  Lyons,  Kearney 
Lawrence  Rudolph,  David  City  Gerald  W.  Luckey,  David  City 
R.  J.  Dietz,  Plattsmouth  Glen  D.  Knosp,  Elmwood 

A.  H.  Sheimberg,  Kimball 

L.  J.  Chadek,  West  Point  E.  L.  Sucha,  West  Point 

Loren  H.  Jacobsen,  Broken  Bow  N.  Leon  Books,  Broken  Bow 
Michael  L.  McCoy,  Gothenburg  Larry  F.  Wilson,  Gothenburg 
James  E.  Bridges,  Fremont  William  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph  Robert  B.  Benthack,  Wayne 

Patrick  C.  GUlespie,  Beatrice  Klemens  E.  Gustafson.  Beatrice 
Gordon  D.  Bainbridge,  Gr.  Island  Sheridan  T.  Anderson.  Gr.  Island 
Gary  D.  Penner,  Aurora  Richard  O.  Forsman,  Aurora 


Douglas  M.  Laflan,  Creighton  Delwyn  J.  Nagengast,  Bloomfield 
D.  W.  Ebers,  Lincoln  W.  E.  Lundak,  Lincoln 

Leland  F.  Lamberty,  North  Platte  Mark  B.  Sorensen,  North  Platte 


COUNTY 

Adams 

*Antelope-Pierce  

Boone  

Box  Butte  

Buffalo 

Butler 

Cass  

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson  

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Phelps 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington  Burt 
York 

Northeast 


Edward  M.  Malashock,  Omaha 

Dean  R.  Thomson,  Syracuse 
Bryce  G.  Shopp,  Imperial 

Warren  R.  Miller,  Columbus 
Angelito  C.  Dela  Cruz,  Friend 
J.  Paul  Glabasnia,  Papillion 
John  E.  Hansen.  Jr..  Wahoo 
Donald  M.  Gentry.  Gering 
R.  Paul  Hoff.  Seward 
Richard  E.  Penry,  Hebron 
H.  C.  Stewart.  Pawnee  City 
P.  L.  Wiebe,  McCook 

James  D.  Bell,  York 


John  F.  Fitzgibbons,  Omaha 

Paul  R.  Madison.  Nebraska  City 
Paul  F.  Bottom.  Grant 

Ronald  W.  Klutman,  Columbus 
Angelito  C.  Dela  Cruz,  Friend 
Michael  J.  Moran.  Papillion 
Robert  E.  Morris.  Ralston 
Robert  C.  Calkins.  Scottsbluff 
Roger  A.  Jacobs,  Seward 
Charles  F.  Ashby.  Geneva 
R.  L.  Burgharl,  Falls  City 
Elizabeth  D.  Edwards,  McCook 

Ben  N.  Greenberg.  York 
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EDITORIALS 


1 
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HOI  POLLOI  OR  THE  GREAT 
UNWASHED,  OR  THE  NICIES  AND 
THE  OTHERS 

The  world  is  divided  into  two  groups, 
those  who  say  Good  Morning  clearly  and 
cheerfully,  and  those  who  mumble:  and  it  is 
divided  into  two  groups,  those  who  are  ready 
on  the  telephone,  and  the  ones  who  keep  you 
waiting  while  they  look  for  pad  and  pen.  It  is 
divided  into  two  groups,  those  who  plop 
their  elbows  on  the  dining  table  and  those 
who  sit  erect  with  their  elbows  where  they 
belong.  It  is  divided  into  two  groups,  those 
who  say  Yes  and  those  who  say  Yeah,  and 
into  those  who  can  construct  a proper 
sentence  and  those  who  cannot,  into  those 
who  read  and  those  who  don’t,  and  into  those 
who  smile  when  they  say  Hello  and  those 
who  do  not. 

And  these  groups  eu-e  all  the  same.  The 
ones  who  keep  their  elbows  off  the  table  are 
the  same  ones  who  are  ready  at  the 
telephone  and  who  read  and  who  say  Hello 
and  Good  Morning  distinctly  and  cheerfully. 
The  world  is  divided  into  the  nice  people  and 
the  others,  but  it  is  not  evenly  divided. 

-F.C. 

OUR  WONDERFUL  NERVES 

We  are  at  the  mercy  of  oxir  involuntary 
nerves.  We  speak,  and  we  sign  our  names, 
but  we  do  not  phrase  every  spoken  syllable 
with  microsecond  volition,  nor  do  we  tell 
every  muscle  to  contract  and  to  let  go  as  we 
write.  And  more,  these  are  among  the  few 
voluntary  things  we  do,  but  just  think  of  the 
others,  the  thousands  of  others. 

We  may  use  moment-to-moment  decision 
as  we  walk,  but  we  are  soon  given  over  to 
letting  our  other  nerves  take  over  amd  walk 
for  us.  We  may  choose  to  take  a deep  breath, 
but  we  stop  and  our  breathing  is  done  for  us, 
and  conveniently,  too:  think  of  Ondine’s 
curse. 

And  there  is  more.  We  do  not  decide  to 
sleep,  we  seek  sleep;  and  walking,  too.  We 
sneeze  and  we  cough  when  our  bodies  want 
us  to.  We  cry  without  deciding  to  cry.  We 
blush  when  we  may  not  want  to  blush. 

There  are  erection  amd  lubricating  and 


orgasm;  and  defecation  and  voiding,  and  we 
do  not  will  these  things;  they  come  about, 
and  their  happening  is  a mystery  known  only 
to  our  involuntary  nerves. 

There  is  digestion,  and  heartbeats,  but  we 
are  not  aware  of  these.  There  is  blood  sugar 
and  blood  pressure,  which,  it  is  said,  may  be 
changed  by  thinking. 

Try  to  remember  a forgotten  name,  and 
when  you  give  up  and  you  send  your  mind  to 
other  things,  the  name  will  often  pop  into 
your  head,  which  has  not  been  sleeping  at 
all. 

The  autonomic  nerves  control  us;  we  do 
not  will  erections,  nor  do  we  always  choose 
when  we  will  excrete.  But  how  nice  it  would 
be  if  we  could  command  some  of  these,  and 
two  things  come  to  mind. 

One:  there  is  belief  in  recovery,  which,  I 
am  convinced,  can  get  you  well. 

And  two:  I am  happy  to  let  my  autonomic 
nerves  breathe  for  me;  they  can  have  it. 

-F.C. 

SPECIALTIES  AND  SUBSPECIALTIES 

Once,  way  back: 

Physician  and  surgeon 

Formerly: 

Surgery 

Ob-Gyn 

Neurology-psychiatry 
Internal  medicine 
Urology 

Eye  ear  nose  & throat 
Dermatology 

Later : 

Cardiology 

Anesthesiology 

Orthopedic  surgery 

General  surgery 

Neurology 

Psychiatry 

Neurologic  surgery 

Pediatrics 

Allergy 

Radiology 

Now : 

Diagnostic  radiology 
Therapeutic  radiology 
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Nuclear  medicine 
Aerospace  medicine 
Pediatric  anesthesiology 
Thoracic  surgery 
Pediatric  cardiology 
Urologic  surgery 
Colon  & rectal  surgery 
Nephrology 
Plastic  surgery 
Eye 

Proctology 

ENT 

Cardiovascular  surgery 

Hematology 

Abdominal  surgery 

Hand  surgery 

Family  practice 

Gastroenterology 

Gynecology 

Neonatology 

Endocrinology 

Geriatrics 

Pulmonology 

Emergency  room 

Trauma  surgery 

Diabetes 

Pediatric  surgery 

Oncology 

Genetics 

Rheumatology 

Broncho-esophagology 

Cancer  genetics 

Soon: 

Administration 

Editing 

Dentistry 

Ear 

Nose 

Throat 

Esophagus 

Coming? 

The  right  eye 
The  left  nostril 
The  thumb 
The  umbilicus 
The  hair 
The  nails 
The  spleen 
The  appendix 
Insurance  medicine 
The  prostate 
The  tonsils 

-F.C. 


ON  LARGE  FAMILIES 

Birth  control  means,  among  other  things, 
fewer  mouths  to  feed,  and  therefore  an 
improvement  in  the  family’s  economic  status. 
But  children  were  once  ceilled  the  poor  man’s 
insurance:  when  your  parents  got  old,  you 
supported  them;  and  when  you  got  old,  your 
children  took  care  of  you.  I do  not  expect 
that  my  children  will  provide  for  me,  maybe 
I had  too  few  of  th^m.  But  it  is  something  to 
think  about.  Childless  couples,  or  those  with 
only  one  or  two  children,  face  the  certainties 
of  old  age  with  little  hope  of  little  help,  while 
in  a family  of  ten  children,  the  burden  of 
caring  for  their  parents  is  only  one  tenth,  for 
each  child,  of  what  is  needed. 

Now  there’s  social  security,  and  welfare. 

But  I’ll  vote  for  birth  control. 

-F.C. 

LET’S  STOP  PROGRESS 

Heart-lung  machines  and  tomography  cost 
money,  but  they  save  lives,  and  that  sounds 
good.  But  if  you  say  they  save  lives,  but  they 
add  to  the  rising  cost  of  health  care,  it 
doesn’t  sound  good  at  all.  We  could  probably 
bring  medical  expenses  way  down  if  we 
reverted  to  turn-of-the-century  methods,  but 
to  go  back  is  unthinkable,  and  we  are  left 
with  the  whimsical  thought  that  we  might 
declare  a moratorium  on  progress  before  the 
cost  of  keeping  the  patient  alive  is  beyond  his 
ability  to  pay.  As  everything  costs  more,  so 
does  health  care,  and  our  detractors  are  fond 
of  pointing  at  us,  even  while  we  point  to  our 
innocence. 

If  inflation,  with  its  octopus-like  tentacles 
pointing  every  whichway,  will  not  stop,  I am 
waiting  patiently  for  someone  to  say  that  it 
is  time  to  call  a halt  to  progress,  because 
new  devices  are  coming  to  cost  too  much, 
that  it  is  time  to  estimate  the  value  of  a 
human  life  in  dollars  and  to  realize  that  it  is 
not  infinite,  and  that  going  back  to  the 
kindly  old  doctor  of  long  ago  whom  you 
called  out  in  the  middle  of  the  night  and  then 
forgot  to  pay,  may  be  a good  idea. 

I am  not  serious,  but  I'll  bet  a 
nonphysician  a thousand  miles  from  me  is 
sitting  at  his  typewriter  as  I sit  at  mine,  and 
he  is  saying  these  things;  and  he  means  it. 

-F.C. 
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My  Specialty:  Cancer  Genetics 


WHILE  my  medical  training  was 
in  internal  medicine  and  clin- 
ical oncology,  my  graduate 
school  training  prior  to  entering  medicine, 
was  in  the  area  of  human  genetics.  I am 
intensely  interested  in  all  types  of  problems 
pertaining  to  medical  genetics.  However, 
I have  attempted  to  integrate  these  dis- 
ciplines, i.e.,  medical  genetics  and  clinical 
oncology  into  the  newly  developing  sub- 
specialty field  of  cancer  genetics.  There  are 
only  about  10  physicians  in  the  United  States 
who  specialize  in  this  discipline  though  the 
need  for  greater  participation  is  an  urgent 
one  considering  the  fact  that  about  20%  of 
all  cancer  occurrences  are  familial  and  that 
there  are  at  least  100  known  mendalian 
inherited  cancer  and  precancerous 
syndromes.'  Approximately  50  of  these 
harbor  cutaneous  signs  bespeaking  cancer 
susceptibility  and  are  referred  to  as  cancer 
associated  ge nodermatoses. 


One  of  the  very  exciting  and  chgillenging 
areas  pertains  to  the  management  of  heredi- 
tary cancer  in  that  these  lesions  may  differ 
dramatically  in  certain  respects  from  their 
so-called  sporadically  occurring  counterparts. 
For  example,  hemicolectomy  is  insufficient 
therapy  for  colon  cancer  in  patients  mani- 
festing with  Cancer  Family  Syndrome  (auto- 
somal dominant  transmission  of  carcinoma  of 
the  colon,  endometrium  and  ovaries)  or 
hereditary  site-specific  colon  cancer.  Rather, 
such  patients  should  undergo  total  colectomy 
because  of  the  fact  that  they  have  an 
approximately  50%  risk  for  developing  a 
second  or  third  primary  cancer  of  the  colon 
over  a 20-year  period.  Many  other  examples 
of  management  protocols  for  hereditary 
varieties  of  cancer  are  now  being  developed 
by  our  group  in  an  attempt  to  become  more 
responsive  to  the  naturail  history  of  these 
disorders. 


HENRY  T.  LYNCH,  M.D. 

In  order  to  develop  a concerted  program 
reflecting  the  needs  of  the  countless 
thousands  of  patients  afflicted  by  hereditary 
cancer,  our  group  has  established  the 
Institute  For  Familial  Cancer  Management 
And  Control,  Inc.  This  is  a nonprofit 
organization  whose  primary  goal  is  concern- 
ed with  early  cancer  detection,  genetic 
counselling,  and  specific  management 
protocols  for  patients  and/or  their  families 
wherein  hereditary  varieties  of  cancer  are 
under  consideration. 

Physicians  of  Nebraska  and  our  neigh- 
boring states  have  been  extremely  coopera- 
tive and  supportive  of  our  efforts  in  cancer 
genetics  since  I begem  studies  of  cancer- 
prone  families  in  this  state  in  1961.  I would 
therefore  like  to'  take  this  opportunity  to 
express  my  most  heartfelt  appreciation  for 
their  confidence  in  me  and  for  the  pains- 
taking help  over  the  years  that  has  been 
provided  to  me  and  my  associates  by  these 
physicians.  This  support  has  nurtured  our 
efforts  in  this  discipline;  without  such  assis- 
tance it  would  have  been  impossible  to  study 
cancer-prone  families  in  the  depth  that  is  so 
necessary  to  establish  hereditary  cancer 
syndrome  identification. 

We  are  hopeful  that  one  day  our  Institute 
will  be  able  to  provide  fellowships  for  the 
training  of  young  physicians  who  are  in- 
terested in  entering  the  subspeciality  of 
cancer  genetics. 


Reference 

1.  Lynch  HT:  Cancer  Genetics,  Charles  C.  Thomas 
Co.,  Springfield,  Illinois,  1975,  p.  639. 
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ORIGINAL  ARTICLES 


A Case  of  Turner's  Syndrome, 

with  Apparently  Normal  Sex  Chromatin 

and  Chromosome  Findings 


ABSTRACT 

A CASE  of  an  infertile  female 
with  46  chromosomes  and  ap- 
parently normal  sex  chroma- 
tin is  reported.  The  clinical  findings  resemble 
those  of  Turner’s  syndrome  with  45  chromo- 
somes (designated  as  45, X)  and  abnormal  sex 
chromatin  findings.  A gonadal  biopsy  re- 
vealed streaked  ovaries  with  fibrous  con- 
nective tissue  and  no  evidence  of  ovulation 
or  primordial  follicles.  Chromosome  studies 
of  the  peripheral  blood  lymphocytes,  skin, 
and  ovarian  tissue  revealed  the  presence  of 
46  chromosomes  and  an  isochromosome  of 
the  long  arm  of  the  X chromosome,  desig- 
nated as  46,X,i(Xq).  There  was  no  evidence 
of  chromosomal  mosaicism. 

This  case  emphasizes  the  importance  of 
performing  a complete  chromosome  analysis 
in  patients  who  present  with  the  clinical 
features  of  Turner’s  syndrome,  but  who  have 
apparently  normal  sex  chromatin  findings. 
The  analysis  can  effectively  rule  out  the 
syndrome,  and  can  also  provide  a basis  for 
prognosis  and  management  of  the  patient, 
including  genetic  counseling  of  the  family 
members. 


Turner’s  syndrome  occurs  with  a fre- 
quency of  approximately  1 in  2,800  female 
births.  Patients  with  this  condition  are 
phenotypic  females;  however,  the  ovaries  are 
not  developed  properly  and  thus  the  term 
gonadal  dysgenesis  is  used.  As  a result  of 
ovarian  dysfunction,  the  estrogen  levels  are 
decreased  and  the  gonadotropins  are  ele- 
vated. Due  to  the  decreased  estrogen  levels, 
the  clinical  findings  may  include  decreased 
secondary  sex  characteristics,  primary 
amenorrhea,  and  premature  menopause,  as 
well  as  short  stature,  webbing  of  the  neck, 
cubitus  valgus,  broad  chest  and  widely 
spaced  nipples,  low  posterior  hair  line, 
pigmented  nevi,  coarctation  of  the  aorta,  and 
renal  anomalies.,  A few  or  all  of  these 
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findings  may  be'  found  in  a patient  with 
Turner’s  syndrome. 

One  of  the  initial  laboratory  procedures 
used  to  confirm  or  rule  out  this  diagnosis 
involves  a sex  chromatin  determination  from 
a buccal  smear.  Cells  from  the  lining  of  the 
mouth  are  stained  for  the  presence  or 
absence  of  X-chromatin  or  Barr  bodies, 
which  represent  a portion  of  an  inactivated 
X chromosome.  The  typical  Turner’s  syn- 
drome patient,  who  has  45  chromosomes  and 
only  one  sex  chromosome  (an  X),  has  no  Barr 
bodies  and  is,  therefore,  X-chromatin  nega- 
tive. 

This  abnormal  X-chromatin  negative  find- 
ing in  the  majority  of  Turner’s  syndrome 
females  is  similar  to  the  result  found  in  a 
normal  male,  who  also  has  only  one  X 
chromosome,  and  differs  from  the  X-chroma- 
tin positive  condition  observed  in  the  normal 
female,  who  has  two  X chromosomes.  Occa- 
sionally, the  patient  with  features  of  Turner’s 
syndrome  is  found  to  be  X-chromatin  posi- 
tive. This  apparently  normal  X-chromatin 
result  in  such  a female  may  tempt  one  to 
eliminate  Turner’s  syndrome  from  consider- 
ation in  the  differentied  diagnosis.  However, 
in  cases  such  as  this,  a chromosome  (karyo- 
type) analysis  is  necessary  in  order  to 
determine  if  the  patient  has  more  than  one 
genetic  cell  line  (i.e.,  is  a mosaic)  or  has  46 
chromosomes  and  an  isochromosome  of  the 
X. 

This  report  documents  one  of  the  atypical 
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cases,  a female  who  presented  with  the 
clinical  features  of  Turner’s  syndrome,  but 
who  was  X-chromatin  p)ositive  and  who  had 
46  chromosomes,  rather  than  being 
X-chromatin  negative  and  having  45  chromo- 
somes, as  in  the  majority  of  the  cases  of 
Turner’s  syndrome. 

Case  Report 

The  patient  was  a 35  year  old  white  female, 
nuUigravida,  who  was  admitted  to  the  hos- 
pital with  the  complaint  of  crampy,  inter- 
mittent left  lower  quadrant  pain  accom- 
panied with  nausea,  vomiting,  and  occasional 
diarrhea.  She  first  experienced  this  problem 
approximately  four  months  before  admission, 
and  stated  that  she  had  used  antacids  and 
tranquilizers  to  relieve  the  pain. 

The  past  medical  history  revealed  episodes 
of  intermittent  hematuria.  A retrograde 
intravenous  pyelogram  demonstrated  a bifid 
ureter  and  an  upper  collecting  system  on  the 
right,  which  was  thought  to  be  the  etiology 
of  the  hematuria.  The  patient  also  had  a 
history  of  urinary  tract  infections  during  the 
past  year  which  were  treated  with  anti- 
biotics. 

On  further  questioning,  it  was  found  the 
patient  had  been  amenorrheic  for  approxi- 
mately one  year,  and  before  that  had  an 
irregular  history  of  menstruation.  The  pa- 
tient’s menarche  was  at  17  years,  and  her 
menses  were  three  to  six  months  apart 
before  she  experienced  premature  meno- 
pause approximately  one  year  ago.  She  and 
her  husband  had  attempted  pregnancy  for 
the  past  twelve  years,  but  with  no  success. 
She  had  no  history  of  abnormal  Papanicolaou 
smears  or  pelvic  pathology.  The  recent 
episode  of  amenorrhea  had  not  been  as- 
sociated with  dyspareunia  or  other  signs  of 
menopause.  The  family  history  was  non- 
contributory. The  patient’s  parents  were  of  a 
normal  size  with  heights  greater  than  the 
50th  percentile. 

The  general  examination  revealed  a short 
stature  of  145  cm  (less  than  the  10th 
percentile)  and  a weight  of  49  kg  (10-20th 
percentUe).  The  vital  signs  included  a blood 
pressure  of  128/90  mm  Hg,  an  oral  tempera- 
ture of  37.0°  C,  and  a pulse  of  90.  The  skin 
revealed  pigmented  nevi  of  the  upper  body. 
The  HEENT  exam  was  normal  except  for 


some  fullness  of  the  neck,  but  there  was  no 
adenopathy  and  the  thyroid  was  not  palpable 
or  tender.  The  chest  showed  small  glandular 
breasts  bilaterally  and  the  lungs  were  clear 
to  auscultation  and  percussion.  The  cardio- 
vascular system  revealed  no  heart  murmur 
and  the  pulses  were  normal.  The  abdomen 
was  soft,  without  abdominal  masses  but 
tenderness  was  elicited  over  the  lower 
abdomen.  The  musculoskeletal  system  con- 
tained no  gross  deformities.  The  neurological 
exam  was  unremarkable.  A pelvic  examina- 
tion revealed  normal  external  genitalia, 
atrophic  vaginal  mucosal  changes,  a small 
atrophic  cervix,  and  a very  small  anterior 
uterus.  No  ovaries  or  masses  were  palpable 
in  the  adnexal  region.  Due  to  the  late 
menarche,  oligomenorrhea,  premature  meno- 
pause, short  stature,  pigmented  nevi,  de- 
creased secondary  sex  characteristics  and 
renal  anomalies,  X-chromatin  and  chromo- 
some studies  were  performed. 

The  admission  hematocrit  was  43%  , hemo- 
globin of  13.6  gm/dl,  and  a WBC  of  9,600, 
with  42%  neutrophils,  2%  bands,  48% 
lymphocytes,  2%  eosinophils,  and  6%  mono- 
cytes. Electrolytes  were  all  normal,  as  were 
calcium,  phosphate,  glucose,  BUN,  creatinine, 
uric  acid,  cholesterol,  bilirubin,  total  protein, 
albumin,  alkadine  phosphatase,  LDH,  SCOT, 
£md  amylase.  The  FSH  level  was  30.6  mU/ml 
(upper  limits  of  normed  is  20  mU/ml).  The 
lipid  profile,  protein  electrophoresis,  porphy- 
rin screen,  porphobilinogen,  T4,  T3  resin 
uptake,  and  Schilling’s  test  were  normeil.  The 
urinalysis  showed  3-6  RBC/HPF  and  10 
WBC/HPF,  but  the  urine  cultures  were 
negative.  The  stool  showed  no  trace  of  blood, 
ova,  parasites,  or  cysts,  and  the  cultures 
were  negative.  Routine  chest  and  abdominal 
x-rays  were  normed,  as  were  the  UGI,  small 
bowel  series,  b£u*ium  enema,  abdomined  ultra- 
sound, and  proctoscopy. 

To  aid  in  identifying  the  etiology  of  the 
patient’s  abdominal  pain,  a lapeu-oscopy  and 
cystoscopy  were  performed.  The  cystoscopy 
showed  normal  mucosa  with  no  signs  of 
inflammation  or  abnormality,  while  the 
laparascopy  reveeded  streaked  ovaries  bi- 
lateredly  and  an  underdeveloped  uterus. 
Because  of  the  clinical  findings,  portions  of 
ovary  and  umbUical  skin  from  the  abdominal 
wall  were  sent  to  Genetics  for  chromosome 
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studies  to  rule  out  mosaicism  and  to  Path- 
ology for  evaluation.  Adhesions  from  the 
descending  colon  to  the  anterior  abdominal 
wall  were  identified  and  lysed. 

The  patient  was  discharged  after  recovery 
from  the  abdominal  complaints.  It  is  thought 
the  abdominal  adhesions  were  the  etiology  of 
her  discomfort.  The  microscopic  hematuria 
present  on  admission  resolved  and  no  further 
urological  evaluation  was  planned.  The  pa- 
tient returned  six  months  after  discharge 
with  no  complaints  and  she  was  instructed 
on  the  signs  of  premature  menopause  due  to 
Turner’s  syndrome.  She  presently  is  con- 
sidered in  good  health. 

Results  and  Discussion 

The  first  description  of  Turner’s  syndrome 
characterized  as  having  45  chromosomes 
(designated  at  that  time  as  45, XO)  was  in 
1959.1  The  first  description  of  Turner’s 
syndrome  associated  with  a female  karyo- 
type and  46  chromosomes,  including  one 
normal  X and  one  X chromosome  similar  in 
length  to  the  #3  chromosome,  was  in  1960.2 
The  abnormal  X was  shown  to  be  an 
isochromosome  for  the  long  £urms  of  the  X 
and  the  karyotype  is  designated  as  46,X,i(Xq). 
The  46,X,i(Xq)  patient  with  Turner’s  syn- 
drome is  clinically  undistinguishable  from  the 
typical  Turner’s  syndrome  patient  with  what 
is  now  termed  the  45, X karyotype.  Schmid 
and  others  in  1974®  reported  that  13%  of 
patients  with  Turner’s  syndrome  have  a 
46,X,i(Xq)  karyotype. 

Other  cases  of  the  46,X,i(Xq)  karyotype  in 
Turner’s  syndrome  have  been  reported.^. 4, s, e 
The  Turner’s  syndrome  phenotype  can  edso 
appear  with  other  chromosome  arrange- 
ments. These  include  reports  of  46,XXp-6  'i 
(deletion  of  part  of  the  short  arm  of  one  of 
the  X chromosomes),  46,XXq-2. ^-lo  (deletion 
of  part  of  the  long  arm  of  one  of  the  X 
chromosomes),  46,XXr26  (one  of  the  X 
chromosomes  is  in  the  configuration  of  a 
ring),  mosaicism  of  the  XX/XO  type®  ® " 
and  an  isolated  report  of  the  fusion  of  the 
short  arms  of  one  of  the  X chromosomes. 

To  understand  the  etiology  of  the  Turner’s 
syndrome  phenotype  in  individuals  with  the 
46,X,i(Xq)  chromosome  complement,  iso- 
chromosome formation  must  be  understood. 


An  isochromosome  is  a chromosome  in  which 
both  the  long  and  short  arms  are  identical. 
This  phenomenon  arises  when  during  meiotic 
or  mitotic  division  a chromosome  and  its 
centromere  divide  horizontally  rather  than 
longitudinally,  thus  producing  two  abnormed 
daughter  chromotids,  one  containing  only  the 
short  arms  and  one  containing  only  the  long 
arms.  The  short  arm  is  designated  as  p,  the 
long  arms  as  q,  and  an  isochromosome  as  i. 
Hence,  an  isochromosome  for  the  long  arm  of 
an  X is  i(Xq). 

If  fertilization  occurs  between  a gamete 
containing  an  isochromosome  for  the  long 
arm  of  the  X chromosome  and  a normal 
gamete,  then  effectively  the  individual  de- 
veloping from  such  a combination  would  have 
only  one  set  of  genes  in  the  short  arms 
(monosomy)  and  three  sets  of  genes  in  the 
long  arms  (trisomy).  Due  to  the  monosomic 
condition  of  the  genes  on  the  short  arms  of 
the  X,  which  is  the  same  condition  as  in  the 
classical  45, X chromosome  complement. 
Turner’s  syndrome  occurs. 


Table  1.  Karyotype  Studies* 


Number  of 

Number  of 

Origin  of  Tissue 

Metaphase 

Metaphase  Plates 

Plates  Analyzed 

With  46,X,i(Xq) 

Blood  lymphocytes 

30 

26 

Skin 

30 

30 

Ovary 

30 

26 

♦Karyotypes  were  made  from  metaphase  plates  stained 
with  conventional  Giemsa  and  the  Giemsa-Trypsin 
(GTG)  banding  techniques. 


The  karyotype  studies  of  our  patient  can 
be  found  in  Table  1.  These  studies  reveeded 
the  presence  of  the  abnormal  female  chromo- 
some complement  in  the  three  tissue  types 
studied  (Figures  1 and  2).  There  was  no 
evidence  of  either  intratissue  or  intertissue 
chromosomal  mosaicism.  The  buccal  smear, 
stained  with  cresyl-echt  violet  for  identifica- 
tion of  the  X-chromatin  body,  was  X-chroma- 
tin  positive,  with  24%  of  the  cells  containing 
one  abnormally  large  X-chromatin  or  Barr 
body,  which  represents  a temporarily,  phy- 
sically inactivated  portion  of  the  X iso- 
chromosome (Figure  3).  The  normal  female 
control  was  X-chromatin  positive,  with  29% 
normal  sized  X-chromatin  bodies,  while  the 
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Figure  1 

Karyotype  of  ovarian  fibroblast  stained  with  Giemsa,  showing 
the  46,X4(Xq)  pattern.  
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Figure  2 

Kood  lymphocyte  karyotype,  banded  with  the  Giemsa-Trypsin 
technique,  showing  the  4€,X4(Xq)  pattern. 
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Figure  3 

Picture  of  buccal  epithelial  cells  stained  with  cresyl-echt  violet, 
showing  the  abnormedly  large  X-chromatin  or  Barr  body  of  the 
46,X,i(Xq)  karyotype  (on  the  left),  compared  to  the  normaJ  sized 
X-chromatin  body  of  a normal  female  control  (on  the  right). 


normal  male  control  was  X-chromatin  nega- 
tive. Staining  for  Y-chromatin  revealed  our 
patient  and  the  fem2ile  control  to  be  Y- 
chromatin  negative,  indicating  the  lack  of  a 
Y chromosome. 

The  ovarian  biopsy  showed  the  most 
common  features  described  in  Turner’s  syn- 
drome: dense  fibrous  connective  tissue  con- 
sistent with  ovarian  stroma,  no  corpora 
albicantes,  no  primordial  follicles,  nor  any 
other  evidence  of  ovulation.  The  streaked 
ovary  is  a common  finding  in  these  in- 
dividuals and  causes  hypoestrinism.  Many  of 
the  phenotypic  characteristics  are  reflections 
of  the  low  estrogen  levels.  After  puberty, 
the  reduced  levels  of  ovarian  estrogen  lead 
to  elevated  pituitary  gonadtropin  secretion, 
which  was  the  case  with  our  patient. 


Our  patient  presented  as  a typical 
Turner’s  syndrome  with  decreased  secondary 
sex  characteristics,  short  stature,  fullness  in 
the  area  of  the  neck,  pigmented  nevi, 
streaked  ovaries,  and  renal  anomalies.  How- 
ever, unlike  the  classical  Turner’s  syndrome 
patient,  she  was  X-chromatin  positive.  This 
case  emphasizes  the  importance  of  per- 
forming a complete  chromosome  analysis  in 
patients  who  present  with  the  clinical  feat- 
ures of  Turner’s  syndrome,  but  who  have 
apparently  normal  sex  chromatin  findings. 
The  karyotype  analysis  can  not  only  effec- 
tively rule  out  the  syndrome,  but  can  also 
provide  a basis  for  prognosis  and  manage- 
ment of  the  patient,  including  genetic  coun- 
seling of  family  members. 

References  may  be  obtained  from  the 
authors. 


130  Nebrasl^o  Medical  Journol  May  1979 


Medical  Aspects  of  Radiation 
Accidents  — Concept  of  the  Regional 
Radiation  Health  Center 


INTRODUCTION 

IN  an  approach  to  evaluation  and 
treatment  of  presumed  or 
actual  exposure  to  ionizing 
radiation  a number  of  avenues  are  available. 
They  range  from  emphasis  upon  local  plant 
or  community  medical  facilities  and  cap- 
abilities to  the  proposal  for  a highly 
sophisticated  centralized  citadel  at  a national 
level.  These  two  ends  of  the  spectrum  of 
approach  have  apparent  assets  as  well  as 
significant  liabilities.  For  example,  the  avail- 
ability of  the  necessary  attributes  for  defini- 
tive management,  reduplicated  again  and 
again  at  each  plant  site  or  adjacent  com- 
munity medical  facility,  would  be  costly  and 
unrealistic.  This  paper  will  strive  to  elucidate 
the  oft  searched  for  but  seldom  found  happy 
medium,  in  our  approach  to  the  problem  of 
medical  management  of  the  radiation  acci- 
dent. We  must  appreciate  the  need  for 
flexibility  and  individuality  relating  to  spe- 
cific accident  situations  while  assuring  a 
basic  performance  capability  at  all  levels  and 
times  in  the  sequence  of  evaluation  and 
treatment. 

Implicit  in  the  objectives  of  emergency 
medical  management  in  general  and  radiation 
accident  management  in  particular,  is  the 
concept  of  a continuum  of  evaluation  and 
treatment.  Factors  which  govern  the  out- 
come at  any  given  level  depend  not  only 
upon  the  impact  of  the  injury  but  also 
upon  the  personnel  and  facilities  avail- 
able at  any  given  point  in  time  after  the 
accident.  We  must  blend  with  this  objective 
the  requirements  imposed  by  the  unique 
aspects  of  the  radiation  injury  or  contamina- 
tion in  order  to  appropriately  modify  some  of 
our  more  classical  approaches  to  emergency 
medical  management. 

Our  proposal  and  our  approach  to  manage- 
ment is  embodied  in  the  unifying  concept  of  a 
regional  radiation  health  center  which  brings 
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together  the  resources  emd  organizational 
elements  required  for  the  mediced  manage- 
ment of  the  radiation  accident.  Considering 
the  radiation  accident  as  an  unexpected 
occurrence,  actual  or  suspected,  involving 
exposure  of  or  contamination  on  or  within 
persons  or  their  environment  by  ionizing 
radiation,  such  an  approach  to  preparedness 
within  our  health  care  delivery  system 
appears  mandatory.* 

Regulatory  agencies  utilize  two  principed 
categories  of  reportable  accidents:  1)  acci- 
dents causing  or  threatening  to  cause  radia- 
tion exposure  to  industrial  workers  or  to  the 
general  public,  and  2)  accidents  causing 
damage  to  or  shutdown  of  facilities  or 
causing  damage  to  public  property.  2 Ob- 
viously our  consideration  is  primarily  di- 
rected toward  the  area  of  actual  or  presumed 
human  exposure;  however,  we  must  remem- 
ber that  a sometimes  forgotten  potential  for 
human  exposure  comes  during  the  cleanup 
and  recovery  phases  of  an  accident,  whether 
or  not  it  involved  human  exposure  originally. 

Within  any  given  system  two  major  veu-i- 
ables  exist  in  emergency  mediced  care:  1)  the 
quality  and  quantity  of  medical  care  avadable 
and  delivered  by  medical  and  allied  health 
personnel,  and  2)  the  time  framework  within 
which  the  medical  care  is  rendered.^ 

We  believe  that  within  any  given  region, 
resources  and  facilities  are  potentially  avaU- 
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able.  The  challenge  before  us  is  to  mobilize 
this  potential  where  it  exists  and  to  augment 
the  capability  approximately  where  required. 
A mechanism  for  insuring  a common  unifying 
bond  is  mandatory  in  order  to  bring  to  bear 
fully  these  resources  in  the  evaluation  and 
management  of  the  radiation  casualty.  Op- 
timizing this  sequence  will  result  in  defini- 
tive care  in  a timely  fashion.  Because  the 
delivery  of  such  a capability  involves  a 
complex  freunework  of  vau-ious  levels  of  medi- 
cal and  radiological  protection,  evailuation, 
and  management  as  well  as  communication 
and  transportation,  care  must  be  exercised  in 
assuring  a smooth  interface  between  all 
elements  of  the  system.  Absolute  chaos 
would  be  created  by  placing  necessary 
functional  elements  of  management  in  the 
hands  of  competitive  organizations.  It  is 
axiomatic  that  the  only  thing  worse  than  a 
Radiation  Accident  is  a poorly  managed 
Radiation  Accident.  Unwieldy  entanglements 
may  exclude  from  expeditious  care  and 
treatment  the  very  reason  for  the  existence 
of  the  emergency  medical  care  system,  i.e.. 
The  Patient. 

As  we  deal  with  the  reality  of  the 
radiation  accident  we  recognize  that  sufficent 
doses  of  ionizing  radiation  delivered  over  a 
short  period  of  time  will  result  in  injury 
proportional  to  dose.  Further,  since  our 
natural  senses  are  incapable  of  detecting 
such  exposure,  the  unique  requirements  for 
nuclear  instrumentation  and  detection  add  a 
new  dimension  to  the  management  task. 
Likewise,  the  type  of  exposure  includes  the 
challenge  of  contamination  control,  as  well  as 
the  problems  related  to  internal  deposition  of 
radionuclides.  Thus  the  concept  and  design  of 
a management  approach  to  the  evaluation 
and  treatment  of  exposure  to  ionizing  radia- 
tion must  blend  with  the  primary  objectives 
of  conventional  emergency  medical  care 
delivery  system,  i.e.,  1)  resuscitation  and 
maintenance  of  life,  2)  transportation  of  the 
patient  (including  not  only  the  removal  from 
imminent  dangers  but  also  insurance  of  a 
logical  and  timely  sequence  through  all  levels 
of  care  until  definitive  and  optimal  care  can 
be  provided)  and  3)  rapid  diagnosis  and 
treatment  of  basic  medical  problems  with  the 
unique  requirements  for  management  of 
radiation  casualties. 


The  mechanism  to  accomplish  these  goeds 
is  embodied  in  the  concept  of  a regional 
facility  directed  toward  the  special  prob- 
lems of  evaluation  and  treatment  of  exposure 
to  ionizing  radiation.  Exemplifing  this  con- 
cept is  The  Radiation  Health  Center  at  the 
University  of  Nebraska  Medical  Center. 

THE  RADIATION  HEALTH  CENTER 
The  Radiation  Health  Center  was  estab- 
lished by  Act  of  the  Nebraska  State  Legis- 
lature in  1972.  The  Act  directed  the  develop- 
ment of  a regional  radiation  heedth  facdity  at 
the  University  of  Nebraska  Medical  Center. 
This  concept  evolved  through  a common 
forum  involving  professional  mediced,  tech- 
nological and  managerial  resources  from 
industry  and  academic  medicine.  The  pur- 
pose of  this  facility  is  the  comprehensive 
evaluation  and  treatment  of  persons  exposed 
or  presumed  to  have  been  exposed  to 
ionizing  radiation.  The  Center’s  responsibdi- 
ties  include,  but  are  not  limited  to,  main- 
taining: 

1.  Professional  and  Allied  Health  personnel 
capability,  with  special  expertise  in  the 
diagnosis  and  treatment  of  patients  ex- 
posed to  ionizing  radiation,  as  well  as  the 
necessary  consultant  avadabdity  for 
particular  medical  management  problems 
which  might  arise. 

2.  Appropriate  instrumentation  and  equip- 
ment to  support  the  unique  aspects  of 
diagnosis  and  treatment  of  radiation 
injury. 

3.  Specialized  patient  care  facilities  for  the 
initial  receiving,  evaluation,  decontamina- 
tion and  emergency  treatment  of  radiation 
casualties. 

4.  Specialized  patient  care  facilities  for  sub- 
sequent inpatient  management  of  radia- 
tion injury  on  an  extended  care  basis. 

5.  Appropriate  support  facilities  to  assist  in 
and  augment  the  comprehensive  manage- 
ment of  the  radiation  injury. 

The  Radiation  Health  Center  makes  avail- 
able professional  and  technical  personnel, 
appropriate  instrumentation  and  equipment, 
specially  designed  patient  receiving,  evalua- 
tion and  care  facilities,  and  an  operational 
capability  to  the  region  for  the  medical 
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management  of  radiation  problems.  The 
assets  of  this  regional  Radiation  Health 
Center,  likewise,  augment  the  routine  health 
care  delivery  in  appropriate  areas  at  the 
University  of  Nebraska  Medical  Center 
(UNMC).  This  continuing  utilization  of  a 
major  portion  of  the  Center’s  facilities  as- 
sures an  active  state  of  readiness  for 
immediate  use  of  the  facility  for  the  evalua- 
tion and  care  of  individuals  exposed  to 
ionizing  radiation.  The  availability  of  a broad 
spectrum  of  consultative  services  in  all  areas 
of  medical  practice  at  UNMC  serves  as  an 


additional  advantage  in  breadth  and  depth  of 
capabilities  in  the  Radiation  Health  Center. 

Operational  Description 

The  operational  resources  of  the  Radiation 
Health  Center  are  divided  into  three  major 
areas  — 1)  the  Receiving  and  Evaluation 
Facility,  2)  the  Radiometric  Analysis  Facility, 
and  3)  the  Patient  Care  Area  (the  Laminar 
Air  Flow  Facility).  (Figure  I).  These  facilities 
are  integrated  both  in  staffing  and  equip- 
ment into  the  routine  health  care  delivery 
programs  of  the  University  of  Nebraska 
Medical  Center. 


FIGURE  I 

Composite  depiction  of  the  operational  elements  of 
“The  Radiation  Health  Center.”  The  Receiving  and 
Evaluation  Facility  with  the  UNMC  Mobile  Hospital  at 
the  Portal.  The  Radiometric  Analysis  Facility  showing 
spectral  analysis  from  a whole  body  counter  adaptation 
of  a gamma  camera.  The  Laminar  Air  Flow  Isolation 
Patient  Care  Facility. 
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The  Receiving  and  Evaluation  Facility 
blends  the  attributes  of  the  medical  emer- 
gency room  with  the  unique  requirements  of 
the  radiation  accident  relating  to  assessment 
of  exposure,  decontamination  as  well  as 
comprehensive  patient  evaluation,  and  initial 
treatment.  (Figure  II).  Since  the  presence  of 
ionizing  radiation  cannot  be  detected  by  our 
natural  senses,  i.e.,  we  cannot  see,  smell, 
taste,  feel,  or  hear  it,  we  must  rely  on 
sensitive  detection  instrmnentation.  Manage- 
ment of  the  potential  for  radioactive  con- 
tamination requires  that  the  facility  be 
readily  isolated  from  the  remainder  of  the 
Medical  Center’s  ongoing  activities.  In  addi- 
tion, the  receiving  and  evaluation  area  must 
contain  and  control  radioactivity  removed  in 
the  decontamination  process  as  well  as 
insure  radiologic  health  and  safety  measures 
in  protecting  attending  personnel.  (Figure 
III). 

Readily  mobile  prepackaged  supplies  and 


equipment  are  maintained  to  quickly  trans- 
form this  area  to  meet  its  responsibilities  as 
the  initial  triage  point  of  the  Radiation 
Health  Center.  Portable  radiation  survey 
instruments,  protective  clothing,  and  respira- 
tory protective  devices  as  well  as  personnel 
radiation  dosimeters  are  available  in  a mobile 
case.  Foot-lockers  with  necessary  additional 
gear  are  also  maintained  nearby,  to  support 
receipt  of  patients  exposed  or  alleged  to 
have  been  exposed  to  radiation.  (Figure  IV). 


FIGURE  m 

Initial  evaluation  simulation  in  the  Receiving  and 
Evaluation  with  the  team  including  a Nuclear  Physician 
assisted  by  Allied  Health  Professionals. 


FIGURE  rv 


FIGURE  II 

An  incoming  patient  simulation  at  the  Receiving  and 
Evaluation  entry  utilizing  the  contamination  control 
patient  litter. 


Support  equipment  and  supplies  available  at  the 
Receiving  and  Evaluation  Facility  allowing  mobile 
flexibility  not  only  at  The  Radiation  Health  Center  but 
also  to  the  accident  scene  if  necessary. 
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FIGURE  V 

Simulation  of  transfer  of  swipe  sample  in  the  Receiving  and  Evaluation  area  for  subsequent  radiometric 
analysis  to  determine  the  presence  of  radioactive  contamination. 


The  location  of  the  receiving  and  evalua- 
tion facility  is  associated  with  a portion  of  the 
University  of  Nebraska  Medical  Center’s 
Outpatient  Clinic,  located  away  from  the 
emergency  rooms  while  allowing  easy  trans- 
port of  necessary  resources  from  the  Emer- 
gency Room  to  support  associated  traumatic 
injury  or  other  medical  problems  which 
might  coexist  with  the  radiation  injury.  The 
integration  of  personnel  and  physical  facili- 
ties in  routine  use  with  concurrent  respon- 
sibilities under  the  Radiation  Health  Center 
insures  a functional  capability  when  the  need 
arises. 

While  the  usual  sequence  of  events  sur- 
rounding a radiation  accident  would  result  in 
the  transportation  of  the  casualties  to  the 
Radiation  Health  Center,  the  mobility  of  key 
items  of  equipment,  as  well  as  personnel, 
through  the  UNMC  Mobile  Intensive  Care 
Unit,  allows  response  to  an  accident  site. 
Such  a situation  might  be  anticipated  in 
transportation  accidents  involving  radio- 


active materials  where  persons  having  ex- 
pertise in  management  of  the  problem  are 
not  readily  available. 

Radiometric  Analysis  Facility 

As  alluded  to  in  the  foregoing  section, 
detection  of  the  presence  of  ionizing  radia- 
tion, as  well  as  its  qualitation  and  quantita- 
tion, requires  the  use  of  special  nuclear 
instrumentation  and  detection  equipment. 
Likewise,  in  the  management  of  an  accident 
victim,  precise  data  on  exposure,  and  in- 
ternal and  external  contamination  are  neces- 
sary for  decisions  regarding  the  care  of  the 
patient  (Figure  V),  thus,  the  requirement  for 
a radiometric  analysis  capability  as  a com- 
ponent of  the  Radiation  Health  Center.  An 
assembly  of  sophisticated  instrumentation 
complements  the  receiving  and  evaluation 
facility  to  assure  the  availability  of  these 
data.  (Figure  VI). 

The  common  denominator  between  this 
facility  and  the  routine  medical  care  provided 
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FIGURE  VI 


Adaptation  of  a stftndau'd  gamma  camera  utilized  in 
Clinical  Nuclear  Medicine  for  use  as  a whole  body 
counter  in  the  Radiometric  Anedysis  Facility. 


I 


by  UNMC  resides  in  the  radiometric  analysis 
capability.  This  capability  is  concurrently 
utilized  in  cliniced  nuclear  medicine  practice 
which  applies  radioactive  tracers  (radio- 
pharmaceuticals) to  the  diagnosis,  treatment, 
and  investigation  of  human  disease  pro- 
cesses. Again,  the  assets  of  the  Radiation 
Health  Center,  in  terms  of  the  radiometric 
analysis  instrumentation  systems,  con- 
tributes to  the  existing  nuclear  medicine 
program,  while  the  resouces  of  the  ongoing 
clinical  nuclear  medicine  practice  contribute 
reciprocally  to  the  capability  of  the  radio- 
metric  analysis  facility  within  the  Radiation 
Health  Center. 

Patient  Care  [Laminar  Air  Flow  Isolation] 
Facility 

Knowledge  of  the  effects  of  ionizing  radia- 
tion, with  particular  reference  to  the  acute 
radiation  syndrome,  coupled  with  investiga- 
tive evidence  in  studies  with  germ-free 
animals,  predicates  for  consideration  of  a 
protected  environment  for  patients  receiving 
significant  amounts  of  radiation  exposure.'' 
Historically,  approaches  to  reduction  in  num- 
bers of  microorganisms  in  a patient’s  en- 
vironment have  ranged  from  the  conven- 
tional reverse  isolation  to  total  isolation, 
aimed  at  achieving  and  maintaining  a micro- 
organism-free  patient  environment.^® 


The  term,  Laminar  Air  Flow,  originally 
arose  from  developments  in  industrial  clean 
room  technology,  associated  with  develop- 
ment and  production  of  nuclear  weapons. 
Subsequently  it  played  an  important  role  in 
space  technology  and  exploration.  Under  the 
NASA  influence  this  technology  blossomed 
into  an  advanced  state-of-the-art  in  assuring 
a clean  environment  for  development  and 
production  of  components  with  maximum 
reliability  in  performance. 

Laminar  Air  Flow  is  an  air  flow  in  which 
the  entire  mass  of  air  within  a confined  area 
moves  with  a uniform  velocity  along  parallel 
flow  lines.  Typically,  particles  suspended  in 
air  within  the  confines  of  such  an  area  are 
removed  within  a few  seconds  as  a result  of 
the  high  rate  of  air  exchange.  With  the 
addition  of  high  efficiency  particulate  arrest- 
ing (HEPA)  filters  to  the  laminar  air  flow 
concept,  particles  in  the  source  edr  are 
filtered  and  never  reenter  the  confined  area. 
Since  airborne  particles  are  not  allowed  to 
accumulate  as  a result  of  the  perpetual 
cleansing  and  reentry  is  precluded  by  the 
filtration  system,  the  number  of  particles 
does  not  rise  above  the  concentration  which 
is  being  generated  in  the  room.  As  a result 
of  this  capability,  viable  particles  (infecting 
microorganisms)  su-e  removed  from  the  en- 
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FIGURE  VII 

One  of  the  four  Laminar  Air  Flow  Isolation  Units 
available  in  the  Patient  Care  Facility  of  The  Radiation 
Health  Center,  applying  a new  approach  in  barrier 
isolation  technic. 


vironment,  with  a resultant  average  particu- 
late count  1000  times  less  than  we  would 
normally  find  in  our  hospital  rooms. 

In  addition  to  the  role  in  extended  patient 
care  in  significant  exposure  to  ionizing 
radiation,  with  the  enlightened  state  of 
susceptibility  to  infection,  other  similar  situa- 
tions encountered  in  medical  practice  may 
well  benefit  from  such  a protected  environ- 
ment. In  the  latter  half  of  the  last  decade, 
research  efforts  have  been  directed  toward 
the  prevention  of  infection  in  highly  sus- 
ceptible patients  with  compromised  defense 
mechanisms.  Using  the  concept  of  leuninar  air 
flow  in  combination  with  high  efficiency 
particulate  arresting  filters,  encouraging 
data  was  accumulated. ''8.9  These  data  sug- 
gested that  the  concept  represented  a sig- 
nificant advance  in  the  barrier  isolation 
techniques  used  in  medical  practice. 

Thus,  the  laminar  air  flow'  patient  isolation 
facility  of  the  Radiation  Health  Center, 
consisting  of  a modular  design  of  four  units, 
contributes  a resource  not  only  to  the 
management  of  radiation  casualties  but  also 
to  the  area  of  advances  in  cancer  therapy. 


(Figure  VII).  With  this  approach,  suscep- 
tibility to  infections  associated  with  exten- 
sive burns  or  with  major  surgical  procedures 
may  be  reduced,  to  mention  two  additional 
avenues  of  application  among  many. 

The  four-patient  modular  unity  configura- 
tion of  the  laminar  air  flow  facility,  with  its 
associated  supporting  area,  is  located  in  a 
specifically  designed  region  of  the  University 
Hospital.  Included  in  the  facility  is  a patient 
preparation  room,  storage  areas,  a satellite 
special  dietetic  unit,  and  direct  visual  access 
nursing  station.  Each  of  the  four  laminar  air 
flow  patient  isolation  units  is  also  equipped 
with  patient  monitoring  devices  with  in- 
dividual unit  readout  instruments,  as  well  as 
central  remote  readouts  with  recording  cap- 
ability at  the  nursing  station. 

Summary 

In  this  rapid  and  often  cursory  review  of 
the  medical  aspects  of  radiation  accidents  we 
have  attempted  to  place  in  perspective  the 
need  for  and  the  basic  template  of  a regional 
management  approach,  first,  relating  the 
management  to  traditional  objectives  of 
emergency  medical  care  while  recognizing  its 
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unique  features  and,  second,  blending  these 
into  the  unifying  concept  of  a regional  center 
for  the  evaluation  and  treatment  of  exposure 
to  ionizing  radiation  embodied  in  The  Radia- 
tion Health  Center.  We  have  described  the 
facilities  and  resources  of  the  Radiation 
Health  Center.  While  this  center  is  prepared 
for  contingencies  of  radiation  exposure,  it  is 
pursuing  an  active  role  in  the  educational 
aspects  related  to  prevention  of  such  acci- 
dental exposure.  It  is  important  to  maintain 
a proper  perspective  in  consideration  of 
ionizing  radiation  in  our  environment.  Ex- 
posure to  significant  levels  of  radiation 
produces  injury.  Simultaneously,  we  must 
recognize  that  we  are  now,  and  always  have 
been,  exposed  to  a continuous  low  level  of 
radiation  from  natural  background  irradia- 
tion with  no  apparent  detrimental  effects. 
We  continually  accrue  benefits  from  applica- 
tions of  ionizing  radiations  in  a substantially 
growing  number  of  areas  including  agricul- 
ture, industry,  power  production,  medicine, 
dentistry,  education,  and  research.  We  be- 
lieve this  approach  answers  a significant 


chadlenge  associated  with  the  nucleeu-  age, 
while  blending  the  necessary  resources  with 
ongoing  medical  care. 
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Antipsychotic  Drugs: 
Problems  and  Guidelines 


The  purpose  of  this  article  is  to 
suggest  a brief  format  which 
may  be  helpful  to  family  prac- 
titioners in  prescribing  antipsychotic  drugs. 
Our  intent  is  to  suggest  guidelines  that  deal 
with  the  following  problems: 

1.  A tendency  to  reduce  or  discontinue 
antipsychotics  prematurely. 

2.  Insufficient  encouragement  to  patients 
and  their  families  to  help  the  patients 
remain  on  antipsychotics. 

3.  Inadequate  attention  to  the  simple  prob- 
lems of  daily  living  of  the  chronic  psy- 
chotic. 

4.  Substituting  other  psychotropic  medica- 
tions for  antipsychotic  drugs. 

5.  The  tendency  to  use  more  than  one  anti- 
psychotic drug  concurrently  (polyphar- 
macy). 

6.  Problems  in  recognizing  patient  non- 
compliance. 

7.  Misconceptions  and  negative  attitudes  of 
physicians  toward  antipsychotic  drugs  in 
general 

Some  possible  guidelines  for  meeting  these 
problems  include: 

1.  One  of  the  most  frequent  problems  that 
we  encounter  is  the  use  of  too  low  a dose  of 
antipsychotic  or  no  medication  at  all,  par- 
ticularly in  the  follow-up  of  the  chronic 
schizophrenic  patient.  It  is  certainly  true 
that  in  a maintenance  state  not  as  much 
antipsychotic  medicine  is  needed  as  in  an 
acute  psychotic  episode  and  clearly  adjust- 
ments are  necessary.  Most  patients  with 
chronic  schizophrenia  will  require  very  pro- 
longed, perhaps  lifetime  maintenance  drug 
therapy,  much  as  we  use  insulin  for  dia- 
betics. 

2.  Because  of  certain  side  effects,  patients 
do  not  like  antipsychotic  medications.  The 
dry  mouth,  anticholinergic  side  effect,  and  a 
peculiar  sedated  feeling  can  be  distressing  to 
the  patient.  Yet  the  alternative,  that  is,  a 
reappearance  of  an  acute  psychosis,  is  far 
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more  distressing.  The  patient  needs  constant 
encouragement  to  stay  on  the  medications. 

In  the  long  run,  the  support  of  the 
well-trusted  family  practitioner  is  perhaps 
more  crucial  in  promoting  and  encouraging 
patient  medication  compliance  than  that  of 
the  original  treating  psychiatrist. 

3.  The  small  problems  and  daily  hassles 
we  all  encounter  can  often  be  simply 
devastating  to  the  chronic  schizophrenic. 
Family  practitioners  are  often  somewhat 
hesitant  in  using  psychotherapy,  yet  the  best 
psychotherapy  may  simply  be  a good,  posi- 
tive regard  for  the  patient. 

4.  The  minor  tranquilizers  such  as  Valium 
(diazepam)  and  Librium  (chlordiazepoxide 
hydrochloride),  although  they  may  be  useful 
for  short-term  acute  anxiety,  have  an  ex- 
tremely limited  role  in  the  treatment  of 
schizophrenia.  These  drugs  have  no  anti- 
psychotic properties.  Schizophrenics  also 
have  a distressing  tendency  to  get  very 
hooked  on  minor  tranquilizers.  They  can 
lead  to  a further,  excessive  sedation. 

The  more  sedative  antipsychotic  drugs 
such  as  Thorazine  (chlorpromazine  hydro- 
chloride) and  Mellaril  (thioridazine  hydro- 
chloride), can  be  prescribed  in  a single  daily 
dose  at  bedtime  alleviating  the  need  for  a 
hypnotic  drug.  If  sedation  is  a major  prob- 
lem, then  Stelazine  (trifluoperazine),  Haldol 
(haloperidol),  or  Navane  (thiothixene.  Thio- 
thixene hydrochloride)  would  be  preferred  to 
the  more  sedative  Thorazine  and  Mellaril; 
but,  conversely,  if  extrapyramidal  side  ef- 
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fects  are  too  distressing,  Mellaril  may  be  a 
more  appropriate  medication. 

5.  There  is  no  good  evidence  that  two 
antipsychotic  drugs  prescribed  simultaneous- 
ly are  more  effective  than  one.  There  is  also 
a much  higher  risk  of  distressing  additive 
side  effect,  particularly  the  Parkinsonian  and 
anticholinergic  ones. 

6.  One  of  the  particular  features  of  the 
antipsychotic  drugs  is  their  slow  release 
from  the  body.  They  are  deposited  in  fat 
tissue  and  only  slowly  released.  Initially,  the 
patient  may  notice  little  or  no  change  in  his 
psychiatric  condition  if  he  first  stops  the 
drug.  Gradually,  however,  he  may  slip  back 
into  psychosis  before  realizing  it.  This  needs 
to  be  emphasized  to  the  psychotic  patient. 

With  the  patient  who  is  a repeated 
medication  failure,  we  strongly  advocate  the 
use  of  Prolixin  deconate  (fluphenazine)  to 
break  up  the  constant  return  to  the  hospital. 
This  requires  an  injection  approximately 
every  two  weeks  and  has  made  a major 
impact  on  preventing  rehospitalization.  Coun- 
ty Mental  Health  Boards  can  help  enforce 
this  on  committed  patients. 

7.  Admittedly,  the  state  of  the  art  of 
antipsychotic  drug  use  is  probably  not  more 
advanced  than  the  sulfa  stage  in  the  late 
1930s.  However,  new  research  unfolds  every 
day.  We  now  know  more  specifically  what  is 
involved  in  brain  receptor  sites  and  how  our 
drugs  work.  We  are  learning  not  to  use 
standard,  specific  doses  but  to  titrate  the 
drug  to  the  patient’s  individual  needs.  It  is 
possible  that  within  a very  few  years  blood 
levels  will  be  available  and  will  more 
specifically  guide  us. 

We  do  know  that  the  previous  response  of 
the  patient  to  a particular  antipsychotic  is  a 
useful  guideline.  Where  schizophrenia  exists 
in  the  family,  the  response  to  a particular 


TABLE  I 

ANTIPSYCHOTIC  DRUGS 


Conversion 
Total  Daily  Equivalent 
U.S.  Trade  Dosage  in  Dose  in 
Drug  Name  Mg  Oral  Mg  (oral] 

Phenothiazines 
Aliphatic  Type 


Chlorpromazine 

Thorazine  ^ 

Up  to  1600 

100 

Piperidine  Type 

Thioridazine 

Mellaril 

Up  to  800 

100 

Piperazine  Type 

Trifluoperazine 

Stelazine 

Up  to  80 

5 

Fluphenazine 

Prolixin 
IM  Prolixin 
decanoate^ 

Up  to  100 

Up  to  5ml 
(125  mg) 

2 

Thioxanthenes 

Thiothixene 

Navane 

Up  to  120 

5 

Butyrophenones 

Haloperidol 

Haldol 

Up  to  160 

2 

1.  Generally  25  mg  I.M.  is  equal  to  100  mg.  orally. 

2.  Once  approximately  every  two  weeks.  Conversion 
of  oral  Prolixin  to  equivalent  I.M.  decanoate  equals 
approximately:  7 mg  oral  to  25  mg.  ( Icc  ) decanoate. 


drug  of  other  family  members  can  be  a very 
useful  guideline  also. 

The  introduction  of  the  antipsychotic  medi- 
cines has  been  a godsend  and  their  im- 
portance in  the  treatment  of  schizophrenia 
cannot  be  overemphasized.  Since  their  intro- 
duction in  1954,  the  antipsychotic  drugs  have 
had  a profound  impact  in  Nebraska.  Ne- 
braska state  hospitals  then  numbered  pa- 
tients in  the  thousands;  today,  in  the  low 
hundreds.  More  and  more,  the  family  practi- 
tioner is  being  involved  in  the  treatment  of 
these  patients.  We  strongly  encourage  this 
practice  to  continue. 

References  are  available  on  request  from 
the  authors. 
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Indicators  of  Dangerousness 


There  are  many  situations  in 
which  functionaries  of  society 
try  to  predict  the  future 
dangerousness  of  particular  individuals.  In 
the  management  of  some  dangerous  situa- 
tions, such  as  the  quarantine  of  persons  with 
certain  communicable  diseases,  physicians 
play  a leading  role.  There  is  an  obvious 
relationship  between  a physician’s  training 
and  experience  and  the  decisions  regarding 
danger  which  must  be  made. 

Society  also  routinely  seeks  and  accords 
great  importance  to  the  opinions  of  phy- 
sicians regarding  dangerousness  in  many 
other  situations.  Some  of  these  decision 
points  include:  decisions  concerning  bail  and 
pretrial  release;  waiver  of  juveniles  to  adult 
court;  sentencing,  including  release  on  pro- 
bation; work-release,  furloughs,  and  parole; 
the  commitment  of  sexueil  sociopaths,  de- 
fendants incompetent  to  stand  trial,  and 
persons  acquitted  by  reason  of  insanity; 
alleged  domestic  abuse;  and  persons  alleged 
to  be  a danger  to  self  or  others.  In  these 
situations,  the  relationship  between  the  phy- 
sician’s training  and  experience  and  the 
required  estimate  of  future  dangerousness  is 
less  clear. 

Perhaps  the  most  common  determination 
of  dangerousness  confronting  physicians  is 
the  determination  of  danger  to  self  or  others 
required  in  the  Mental  Health  Commitment 
Act  of  1976,  amended  in  1978.  As  highly 
educated  and  experienced  observers  of  hu- 
man behavior,  physicians  are  frequently 
appointed  to  mental  health  boards.  These 
boards  must  determine  if  citizens  are  men- 
tally iU  and  present  substantial  risk  of 
serious  harm  to  self  or  other  persons,  within 
the  near  future,  as  evidenced  by  recent  acts 
of  violence,  threats  of  violence,  or  inability  to 
provide  for  basic  human  needs. 

The  literature  on  predicting  future  dan- 
gerous behavior  seems  divided  into  four 
rather  separate  bodies.  There  are  indicators 
of  dangerousness.  There  are  also  indicators 
of  child  abuse,  domestic  abuse,  and  suicide. 
Persons  suspected  of  these  may  very  well  be 
dangerous  and  committable.  However,  a 
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discussion  of  these  bodies  of  literature  is 
beyond  the  scope  of  the  present  paper. 

In  an  effort  to  meet  the  practical  need  to 
predict  one  class  of  dangerous  behaviors, 
psychiatry  evolved  a variety  of  charac- 
teristics, traits,  or  actions  as  indicators  of 
dangerousness.  A formerly  widely  accepted 
indicator  was  a childhood  triad  of  pyromania, 
enuresis,  and  cruelty  to  animals.  ^ More 
recent  indicators  of  dangerousness  include: 
(a)  A record  of  fighting;  anger,  hostility,  or 
resentment;  resentment  toward  authority; 
explosiveness;  enjoyment  in  fantasizing,  wit- 
nessing, or  inflicting  suffering,  (b)  Thought 
disorders;  paranoid  psychosis;  habitual  pro- 
jection of  blame  onto  others;  distortions  of 
reality  in  accordance  wishes,  (c)  Selfish 
concern  with  personed  pleasure;  impulsive- 
ness; low  frustration  tolerance;  temper  tan- 
trums; frequent  truancy  from  school,  (d) 
Severe  depression;  suicidal  thoughts;  alone- 
ness;  doubts  about  manhood;  victimization 
by  others;  edcohol  or  drug  abuse,  (e)  Violence 
or  alcoholism  in  siblings  or  father.  Perhaps 
most  frequently  cited  are  a failure  to  learn 
from  experience  and  a lack  of  compassion  for 
others. 6’ s-  le.  20. 23 

These  indicators  evolved  out  of  consensus 
Eunong  psychiatrists,  and  contribute  to  reli- 
ability between  psychiatric  observers.  How- 
ever, professional  opinion  seems  divided 
regarding  their  predictive  validity.  As  an 
increasing  number  of  states  require  danger- 
ousness beyond  a reasonable  doubt  for 
commitment,  there  seems  to  be  a growing 
suspicion  that  all  of  these  indicators  are  of 
low  validity  and  that  our  ability  to  predict 
dangerousness  is  little  better  than 
chance.  10. 14, 15. 17, 18, 20, 21. 22  There  are  well 
documented  technical  difficulties  which  mili- 
tate against  the  prediction  of  dangerousness. 

First,  the  problem  of  low  base-rate  of 
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occurrence  seems  to  apply.  !■  As  the 
occurrence  of  a behavior  becomes  more  rare, 
it  also  becomes  more  difficult  to  accurately 
predict.  Even  small  shortcomings  in  the 
prediction  of  true  positives  results  in  over- 
whelming numbers  of  false  positives. 

Second,  the  problem  of  illusory  correla- 
tions has  been  shown  to  apply  to  the 

prediction  of  dangerousness.  ^4. 25  That  is, 

vEU-ious  personality  characteristics  thought  to 
be  predictive  of  dangerousness  have  been 
shown  to  lack  any  relationship  to  subsequent 
violence  (emphasis  on  eyes  in  figure  draw- 
ings). 

Third,  it  has  been  shown  that  when  faced 
with  complex  unstructured  tasks,  even  ex- 
perienced clinicians  invent  cognitive  strate- 
gies. The  strategies  simplify  the  task  but 
increase  errors.  For  example,  people  tend 
to  estimate  that  events  occur  often  if  they 
can  recall  instances  of  the  event  easily. 
Certain  violent  events  are  long  remembered, 
tending  to  increase  estimates  of  their  fre- 
quency. 

A fourth  distortion  comes  from  the  social 
and  political  consequences  of  wrong  de- 
cisions. >5. 17.21,22  The  consequences  of  creating 
false  positives  by  erroneous  overprediction 
are  usually  rather  mild.  The  consequences  of 
a false  negative  decision  can  be  great.  There 
is  considerable  pressure  therefore,  to  find 
danger,  hospitalize  the  person,  and  shift 
responsibility  for  release. 

If  there  are  problems  with  veilidly  pre- 
dicting dangerousness,  there  are  at  least 
some  current  concepts  of  which  we  can  be 
aware: 

First,  danger  indicators  are  usually  treated 
as  things  possessed  by  the  individual.  Dan- 
ger is  thought  to  come  from  within  the 
person.  There  is  a new  trend  to  view  danger 
as  existing  in  relationships.  People  are 
usually  dangerous  only  to  certain  others.  It 
is  certain  relationships  which  are  danger- 
ous. 

Second,  there  is  a trend  toward  viewing 
dangerousness  as  situation-bound.  Some  sit- 
uations seem  to  provoke  dangerous  be- 
haviors while  other  situations  seem  to  inhibit 


them.  One  must  look  for  damgerous 

relationships  in  dangerous  settings  rather 
than  for  dangerous  persons. 

Third,  persons  making  dangerousness  de- 
cisions need  to  update  their  awareness  of  the 
kinds  and  amounts  of  danger  individual 
communities  will  tolerate  and  of  shifts  over 
time  in  that  tolerance.  For  example,  some 
communities  are  totally  intolerant  of  exhibi- 
tionists and  amazingly  tolerant  of  drunk 
drivers.  Yet  many  more  people  are  killed 
by  drunk  drivers  than  by  exhibitionists. 

In  spite  of  shortcomings  in  our  abilities  to 
predict  dangerousness,  we  must  proceed 
with  the  best  information  available.  There 
seems  to  be  a general  consensus  that  the 
best  indicator  of  what  an  individual  is  likely 
to  do  in  the  future  is  what  the  individual  has 
done  in  the  past.^.^.  11. 13.  is  Persons  who  have 
demonstrated  danger  to  self  or  others  should 
be  confined.  There  are  few  grounds  on  which 
to  involuntarily  confine  persons  who  have 
not  been  a danger  to  self  or  others. 

As  a postscript  to  this  review,  it  can  be 
pointed  out  that  there  exists  in  Nebraska  a 
rarely  used  compromise  between  the  need  to 
confine  and  observe  certain  individuals  and 
the  uncertain  quality  in  our  predictions  of 
danger.  The  Mental  Health  Commitment  Act 
permits  involuntary  commitment  to  com- 
munity-based facilities.  In  fact,  the  law 
encourages  the  use  of  treatment  methods 
and  facilities  which  are  least  restrictive  of 
the  subject’s  liberty.  Commitment  to  hos- 
pitals in  the  community  provides  a way  to 
intervene  in  dangerous  situations  which  is 
less  drastic  than  complete  removed  to  a 
regional  center.  Commitment  to  foster  care 
provides  supervision  when  confinement  is  not 
needed.  Commitment  to  outpatient  treat- 
ment can  provide  surveillance  without  con- 
tinuous supervision.  Some  communities  may 
not  be  ready  for  such  intermediate  alter- 
natives; perhaps  Nebraska’s  medical  profes- 
sion can  pave  the  way.  A synopsis  of  the 
Commitment  Act,  as  amended  in  1978,  is 
available  from  the  authors. 


References  may  be  obtained  from  the 
authors. 


142  Nebraska  Medical  Journol  May  1979 


Personality  Disorder  and  Parietal 
Lobe  Dysfunction,  Additional  Data 
Relevant  to  Horton's  Hypothesis 


Precis 

Horton  * has  proposed  that  there  is  a 
relationship  between  right  parietal  cerebral 
dysfunction  and  the  development  of  per- 
sonality disorder.  The  present  study  used 
the  Halstead-Reitan  Neuropsychological  Bat- 
tery to  determine  if  persons  diagnosed  as 
having  personality  disorders  also  showed 
right  parietal  damage.  Results  failed  to 
support  Horton’s  hypothesis,  and  indeed 
implicated  the  left  hemisphere  more  than  the 
right  in  those  cases  in  which  cerebral 
impairment  was  found. 

Horton’  has  proposed  that  a 
relationship  exists  between 
dysfunction  of  the  right 
cerebral  hemisphere,  particularly  of  the 
parietal  region,  and  the  development  of 
personality  disorder.  He  cited  clinical  ob- 
servations from  several  areas  to  support  his 
hypothesis.  Other  direct  evidence  is  available 
implicating  neurological  impairment^  and 
genetic  influence^  '*  in  the  development  of 
some  forms  of  personality  disorder.  For 
example,  Berman ^ working  for  the  Rhode 
Island  Governor's  Commission  on  Crime  and 
Delinquency  found  neuropsychological  pat- 
terns which  were  indicative  of  subtle  but 
persistent  organic  deficiencies  in  juvenile 
delinquents.  Berman’s  findings,  however, 
contrary  to  Horton’s  hypothesis,  implicated 
the  left  hemisphere  more  than  the  right  as 
the  most  probable  locus  of  cerebral  involve- 
ment. While  certainly  not  all  of  the  delin- 
quents in  Berman’s  study  would  qualify  for  a 
psychiatric  diagnosis  of  personality  disorder, 
we  can  assume  that  some,  if  not  most,  would. 

The  present  study  utilized  results  from  the 
Halstead-Reitan  Neuropsychologiced  Test 
Battery^  to  assess  the  presence  of  cerebral 
impairment  in  a group  of  hospitalized  psy- 
chiatric patients,  some  of  whom  carried 
diagnoses  of  personality  disorders.  Recent 
work  has  found  this  battery  to  be  a 
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remarkably  powerful  and  specific  tool  for 
determining  the  presence  and  location  of 
organic  impairment. 

While  evidence  of  the  Halstead-Reitan’s 
validity  in  discriminating  between  brain- 
damaged and  normal  individuals  has  ac- 
cumulated for  several  years, the  most 
compelling  evidence  was  presented  by  Fil- 
skov  and  Goldstein  in  1974."  They  com- 
pared the  accuracy  of  Halstead-Reitan  pre- 
dictions with  those  of  other  methods  of 
neurological  diagnosis  in  patients  who  had 
suspected,  but  not  proven,  organic  impair- 
ment prior  to  testing.  The  Halstead-Reitan 
achieved  an  overall  accuracy  rate  of  88% , 
ranging  from  75%  for  patients  with  seizure 
disorders  to  97%  for  patients  with  subdural 
hematomas  and  98%  for  arteriosclerotic 
cerebrovascular  disease.  This  compared  to 
accuracy  rates  of  from  16%  for  Xray  to  85% 
for  angiogram  analysis.  Schreiber  and  his 
colleagues  12  subsequently  found  94%  agree- 
ment between  the  Halstead-Reitan  and  ulti- 
mate neurologic  diagnosis  established  by  all 
other  tests  including  autopsy  data  when 
necessary. 

The  question  for  the  present  study  was 
whether  individuals  diagnosed  as  having 
personality  disorders  would  be  more  prone 
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than  other  patients  to  show  subtle  impair- 
ment of  the  right  parietal  lobe. 

Records  for  the  years  1975  and  1976  on 
neuropsychiatric  patients  in  a psychiatric 
ward  located  in  an  urban  Nebraska  hos- 
pital were  studied.  Based  on  this  study, 
the  patients  were  divided  into  two  groups, 
the  division  based  on  their  psychiatric  diag- 
nosis. Patients  with  a diagnosis  of  a Person- 
ality Disorder  comprised  the  first  group; 
patients  diagnosed  as  having  mental  dis- 
orders other  than  Personality  Disorder  com- 
prised the  control  group.  Table  I presents 
comparative  information  on  the  two  groups. 

Summary  diagnostic  impressions  based  on 
neuropsychological  assessments  are  pre- 
sented in  Table  2.  Only  two  of  the  six  PD 
patients,  admittedly  a small  sample,  had 
probable  right  hemisphere  impairment,  and 


in  neither  case  did  test  results  implicate  the 
right  parietal  area  as  the  locus  of  impair- 
ment. For  the  control  group,  five  of  the  20 
patients  had  Halstead-Reitan  profiles  impli- 
cating the  right  parietal  lobe  as  the  locus  of 
impairment. 

Table  3 summarizes  scores  on  several 
subtests  of  the  neuropsychological  battery. 
Of  12  t-tests  comparing  the  groups  on  these 
subtests,  four  reached  statistical  significance. 
All,  however,  were  in  the  direction  contrary 
to  Horton’s  hypothesis.  The  control  group  in 
this  sample  appeared  more  impaired  in  right 
parietal  lobe  functions  than  the  PD  group. 
The  results  also  show  the  subtest  scores  for 
the  PD  patients  were  predominantly  in  the 
normal  range.  This  is  true  even  for  those 
subtests  considered  to  be  largely  under 
parietal  lobe  control. 


TABLE  1 

Age,  Sex,  and  Psychiatric  Diagnoses  of  Subjects 


Personality  Disorder  Group 
N = 6 
Diagnosis 

Schizoid  P.D 

Obsessive-Compulsive  P.D. 

Antisocial  P.D. 

Passive-Aggressive  P.D. 

Alcoholism 

Drug  Dependence 
Transient  Situational 
Disturbance 
No  Mental  Disorder 


Control  Group 
N = 20 

N Diagnosis  

2 Mental  Retardation 

2 OBS,  Psychotic  . 

1 OBS,  Nonpsychotic 

1 Neuroses  


Mean  age  37.3  yrs. 
Sex  3 males 

3 females 


Mean  age  34.8  yrs. 
Sex  14  males 

6 females 


N 

1 

4 

2 

2 

2 

1 

2 

1 


TABLE  2 

LOCATION  OF  ORGANIC  IMPAIRMENT 


Personality  Disorder  Group 


N = 6 

Location  N 

No  Impairment  2 

Left  Hemisphere  2 

Diffuse,  Bilateral  1 

Diffuse,  Major  Damage 

in  Right  Hemisphere  1 


Control  Group 
N = 20 

Location  N 

No  Impairment 2 

Left  Hemisphere  2 

Right  Hemisphere  6 

Diffuse,  Bilateral  1 

Diffuse,  Major  Damage  in  Left  Hemisphere  2 

Diffuse,  Major  Damage  in  Right  Hemisphere  7 
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TABLE  3 

MEAN  GROUP  SCORES  ON  SPECIFIC  SUBTESTS  AND 
SIGNIFICANCE  TESTS  OF  DIFFERENCES  BETWEEN  GROUPS 


Subtests 

W'AIS  subtests  ° 

(Scaled  Scores) 

Verbal  IQ*’ 

Performance  IQ' 

Full  Scale  IQ 
Block  Design‘d 
Picture  Arrangement' 

Object  Assembly' 

Halstead-Reitan  Subtests 
Finger  Agnosia,  R.  Hand,  errors  ^ 
Finger  Agnosia,  L.  Hand,  errors' 
Finger-tip  Number  Writing. 

R.  Hand,  errors^ 

Finger-tip  Number  Writing. 

L.  Hand,  errors' 

Tactile  Form  Recognition, 

R.  Hand,  errors*’ 

Tactile  Form  Recognition, 

L.  Hand,  errors' 

Tactual  Performance  Test, 

L.  Hand,  time' 

Trailmaking  Test,  Part  A,  credit' 


Personality 

Disorder 

Group 

Control 

Group 

t 

97.2 

92.1 

NS 

99.0 

86.1 

2.05** 

98.0 

88.8 

NS 

9.2 

7.3 

NS 

9.4 

6.8 

1.57* 

9.3 

7.8 

NS 

1.2 

1.8 

NS 

0.2 

2.0 

1.91* 

3.3 

6.1 

NS 

2.7 

4.9 

1.39* 

0.8 

1.8 

NS 

1.7 

1.9 

NS 

6'22” 

00 

00 

NS 

9.51 

7.69 

NS 

WAIS  substituted  for  Wechsler-Bellevue  for  more  thorough  analysis 
as  suggested  by  Golden. 

** Subtest  which  measures  basically  left  hemisphere  functions. 

'Subtest  which  measures  basically  right  hemisphere  functions. 

*P  .10 

♦*p  .05 


The  test  results  failed  to  support  the 
hypothesis  of  a specific  relationship  between 
right  parietal  lobe  dysfunction  and  per- 
sonality disorder.  The  findings  in  fact  are 
compatible  in  part  with  Berman’s  sugges- 
tion ^ that  if  brain  dysfunction  is  to  be  found 
in  personality  disorders  it  will  most  likely  be 
found  in  the  left  hemisphere. 

It  is  possible  that  the  present  results  do 
not  fully  explain  relationships  between 
parietal  function  and  personality  disorder  in 
part  because  of  the  small  sample  size,  which 
may  not  constitute  a representative  sample 
of  PD  patients.  Two  findings  argue  against 
the  likelihood  of  this  however.  First,  if 
personality  disorders  are  principally  caused 
by  right  parietal  damage,  it  is  highly  unlikely 


that  normal  scores  would  predominate  in  a 
sample  of  PD  patients  already  suspected  of 
some  form  of  organic  impairment.  Second, 
the  finding  of  right  parietal  dysfunction  in 
patients  with  disorders  other  than  per- 
sonality disorder  suggests  that  such  impair- 
ment does  not  necessarily  lead  to  personality 
disorder. 

Horton  based  his  hypothesis  of  a con- 
nection between  parietal  dysfunction  and 
personality  disorder  in  part  on  assumed 
similarities  in  the  intellectual  deficits  ob- 
served in  patients  with  parietal  lobel  damage 
and  PD  patients.  The  existence  of  such 
deficits  in  PD  patients  is  debatable,  however, 
Berman 2 found  delinquent  boys  to  be  as 
proficient  as,  and  often  superior  to,  controls 
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in  abstract  spatial  perception  and  coordina- 
tion skills.  In  addition,  while  poor  planning 
ability  accompanies  loss  of  efficient  parietal 
functioning  this  is  almost  entirely  confined  to 
abstract  spatial  planning.  Social  planning,  the 
ability  which  the  PD  individual  seems  most 
clearly  to  lack,  remains  relatively  intact  in 
cases  of  parietal  damage.  So  far  no  definitive 
study  has  been  conducted  on  Horton’s  hy- 
pothesis. Our  assessment  of  the  available 


records  of  patients  receiving  neuropsycho- 
logical testing  did  not  lend  support  to  the 
personality  disorder  parietal  dysfunction 
connection,  but  it  is  hoped  that  further 
studies  will  continue  to  search  for  aU  possible 
precursors  of  personality  disorders  through 
neurological,  psychological,  and  sociological 
methods. 

References  may  be  obtained  from  the 
authors. 


Phenytoin  and  Hyperglycemic  Complex 


PHENYTOIN  (diphenylhydantoin) 
is  a clinically  accepted  thera- 
peutic agent  for  seizure  con- 
trol, for  the  treatment  of  some  cardiac 
eu-rhythmias,  and  for  the  diagnosis  and 
treatment  of  certain  endocrine  diseases.  It 
has  been  reported  to  be  of  value  in  treating 
at  least  75  different  symptoms  and  disorders. 
However,  some  of  the  side  effects  of  this 
drug  as  well  as  its  effects  on  various 
laboratory  tests,  are  not  weU  recognized.  For 
that  reason,  the  following  case  report  is 
presented. 

Case  Report: 

The  patient  was  a 16-month-old  white  boy 
admitted  to  his  local  hospital  for  a fever, 
cough,  anorexia  and  increased  seizure  ac- 
tivity. All  began  on  the  day  of  admission. 

The  patient  was  born  premature  at  ap- 
proximately 30  weeks’  gestation  with  birth 
weight  of  2 lbs.,  7 oz.  He  began  to  have 
recognized  seizures  at  age  3 months.  The 
seizures  were  described  as  typical  tonic- 
clonic,  grand  mal  type.  These  were  evaluated 
at  age  one  year.  At  that  time  blood  glucose, 
BUN,  calcium,  phosphate,  skull  x-rays,  and 
EEC  were  normal.  The  child  was  placed  on 
phenytoin,  20  mg  tid.  (11  mg/kg) 

The  patient  was  readmitted  at  age  15 
months  because  of  poor  seizure  control.  One 
week  prior  to  this  admission,  the  phenytoin 
dose  had  been  increased  to  62.4  mg  tid  (23 
mg/kg/d).  A spinal  tap  was  performed  with 
normal  cells,  protein,  and  glucose.  A repeat 
EEC  and  pneumoencephalogram  were  nor- 
mal. A fasting  glucose  was  107  mg/dl.  A 
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glucose  tolerance  test  showed  a fasting  level 
of  85  mg/dl,  V2  hour  120  mg/dl,  1 hour  115 
mg/dl,  2 hour  100  mg/dl,  3 hour  73  mg/dl,  4 
hour  88  mg/dl,  and  5 hour  93  mg/dl. 
Following  evaluation  the  child  was  begun  on 
Mebaral,  16  mg  qid,  and  discharged. 

The  Mebaral  was  replaced  with  pheno- 
barbital  at  20  mg  tid  after  several  days. 
There  was  decreased  seizure  activity  tem- 
porarily, but  with  development  of  fever  and 
cough  these  increased  again  to  6-7  per  day 
and  the  patient  was  readmitted  for  the  last 
time. 

Physical  examination:  Temperature  was 
102.4°  Fahrenheit,  pulse  130,  respiration  28, 
height  30.5  inches,  weight  17  lbs,  6 oz.  There 
was  dyspnea,  upper  airway  congestion,  and 
acrocyanosis.  There  were  bilateral  rales.  The 
liver  and  spleen  was  palable  just  below  the 
left  costal  margin. 

The  admitting  white  count  was  17,500  with 
52%  segs,  45%  lymphocytes,  with  atypical 
lymphocytes.  The  hemoglobin  was  12.2 
gm/dl.  A urinalysis  showed  a trace  of 
protein,  trace  of  glucose,  and  a large  amount 
of  ketones.  Electrolytes  were  normal. 
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The  patient  showed  slow  but  progressive 
mental  deterioration.  On  the  third  hospital 
day  a lumbar  puncture  was  done,  showing  16 
white  cells  (6  PMN  and  10  monos),  no  red 
cells,  a protein  of  20  mg/dl,  and  glucose  660 
mg/dl.  Serum  glucose  was  750  mg/dl.  At  this 
time  the  WBC  had  increased  to  22,000  with 
47%  segs,  16%  bands,  and  35%  lympho- 
cytes. A BUN  was  38  mg/dl.  The  serum 
sodium  was  157  mEq/1,  chloride  106  mEq/1, 
potassium  5.3  mEq/L,  and  pH  7.25.  Urines 
consistently  showed  3-4+  clinitest  and  nega- 
tive acetest.  Serum  ketones  were  negative. 

The  patient’s  mental  status  deteriorated  to 
the  point  of  response  to  pain  only.  The 
patient  was  treated  with  regular  insulin.  The 
blood  sugar  peaked  at  870  mg/dl  and  then 
began  to  decrease  after  insulin  therapy. 

Seventeen  hours  after  the  hyperglycemia 
was  discovered,  the  patient  suffered  a cardio- 
respiratory arrest  and  failed  to  respond  to 
intubation  and  resuscitative  efforts. 


At  autopsy  there  was  diffuse  atelectasis 
and  resolving  acute  bronchopneumonia,  mod- 
erate right  heart  dilatation,  and  severe 
cerebral  edema.  Endocrine  glands  including 
hypothalamus,  pituitary,  thyroid,  and  adrenal 
appeared  normal.  The  islets  of  Langerhans 
showed  nonspecific  vacuolization. 

Discussion : 

The  patient  was  originally  felt  to  be  in 
diabetic  ketacidosis.  However,  the  lack  of 
significant  acidosis  and  negative  serum  ke- 
tones as  well  as  atypical  clinical  presentation, 
suggested  the  possibility  of  hyperglycemic, 
hyperosmolar  coma  secondary  to  large  doses 
of  phenytoin. 

Phenytoin  was  first  noted  to  produce 
hyperglycemia  in  1965  by  Belton,  et  al.i 
They  showed  that  70  mg/kg  of  phenytoin  in 
rabbits  produced  marked  hyperglycemia.  In 
1967,  Sanbar  et  aH  showed  that  intravenous 
phenytoin  at  25  mg/kg  produced  prompt 
hyperglycemia.  A case  of  hyperglycemia  and 


TABLE  I 

EFFECTS  OF  PHENYTOIN  ON  VARIOUS  LABORATORY  TESTS 


Test 

Effect 

1.  Blood  glucose 

Increase 

2.  Calcium 

Decrease 

3.  Alkaline  Phosphatase 

Increase 

4.  Parathormone 

Increase 

5.  T4 

Decrease 

6,  Tg 

Increase 

7.  Metyrapone  (ACTH 
stimulation  test 

Decreased 

stimulation 

8.  Low  dose  (2  mg)  dexa- 
methasone  suppression 
test 

No  suppression 

9.  Urinary  17  hydroxy- 
corticosteroids  & 
17  ketosteroids 

Slight  decrease 

10.  OsmolaUty 

Increase  serum 

Decrease  urine. 


Mechanism 

Inhibition  of  insulin 
release 

Increased  hydroxylation 
by  Uver  enzymes  of 
Vitamin  D. 

Increase  in  bone  resorption 
due  to  secondary  hyper- 
parathyroidism 12,13 

Increased  hydroxylation  of 
Vitamin  D. 

Decrease  in  TBG  binding.^® 

Increase  in  peripheral^® 
conversion  of  T 4 to  T3. 

Increase  in  Uver  conjugation 
of  metyrapone.i® 

Increase  in  Uver  hydroxy- 
lation and  biUary 
excretion  of  dexa- 
methasone.11 

Increase  in  metaboUsm  of 
cortisol  to  other 
metabolites.^^ 

Inhibition  of  ADH  release 
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coma  in  a 20-month-old  infant  after  inadver- 
tant  administration  of  70-80  mg  of  phenytoin 
was  reported  by  Klein^  in  1966. 

This  hyperglycemia  appears  to  be  a dose- 
related  phenomenon.  This  is  supported  by  a 
study  in  1971  by  Fariss"*  in  which  a woman 
was  shown  to  have  normal  glucose  tolerance 
tests  on  100,  200,  and  300  mg  of  phenytoin 
per  day,  but  on  400  mg  per  day,  an  abnormal 
glucose  tolerance  test  developed.  Insulin 
levels  were  normal  on  100  mg/day  but  were 
significantly  decreased  at  higher  levels  of 
phenytoin. 

The  fact  that  this  child  had  a normal  GTT 
prior  to  the  hyperglycemic  episode  can  be 
attributed  to  the  insidious  onset  of  rise  in 
blood  sugar  and  the  known  lag  time  in 
reaching  full  blood  levels  of  oral  phenytoin. 
Unfortunately,  blood  levels  were  not  avail- 
able at  the  time  this  case  presented.  This 
patient  had  been  on  his  dose  of  phenytoin  for 
only  one  week  prior  to  the  glucose  tolerance 
test.  Treasure  and  Toseland®  report  a case 
with  an  increase  in  blood  sugar  to  200  mg/dl. 
A diabetic  glucose  tolerance  test  was  found 
three  weeks  after  an  11-year -old  boy’s  dos- 
age had  been  increased  from  200  to  300 
mg/day;  his  glucose  toleramce  returned  to 
normal  after  phenytoin  was  discontinued. 

The  mechanism  of  phenytoin-induced  hy- 
perglycemia has  been  shown  to  be  secondary 
to  decreased  Beta-cell  insulin  release  from 
the  islets  of  Langerhans.  Phenytoin  ihibits 
the  insulin  release  in  the  isolated  rat’s 


pancreas.®  '^  Since  then,  numerous  reports  in 
humans  have  shown  decreased  insulin  levels 
associated  with  phenytoin  administration. 

Just  as  phenytoin  can  alter  glucose  meta- 
bolism, it  has  also  been  shown  to  have  other 
endocrine  effects  which  can  assume  clinical 
significance  by  altering  laboratory  tests.  One 
interesting  case  was  reported  by  Knoppii  et 
al,  in  which  the  diagnosis  of  an  inslet  cell 
insulin-secreting  adenoma  was  obscurred  be- 
cause of  a decreased  insulin  response  to 
tolbutamide,  glucagon,  and  leucine  stimula- 
tion tests. 

Other  endocrine  effects  are  ubiquitous  and 
include  alterations  in  hypothalamus,  pitui- 
tary, thyroid,  parathyroid,  and  adrenal  func- 
tion. A summary  of  these  various  endocrine 
effects  is  included  in  Table  1. 

In  summary,  this  paper  has  attempted  to 
review  some  of  the  known  endocrine  altera- 
tions induced  by  phenytoin.  These  should  be 
considered  whenever  a patient  on  phenytoin 
therapy  requires  endocrine  evaluation. 
Whenever  the  clinician  is  faced  with  the 
situation  of  patients  on  phenytoin,  who  are 
also  diabetic  or  have  other  endocrine  ab- 
normalities, it  is  hoped  that  these  patients 
will  be  more  carefully  monitored.  Phenytoin 
levels  are  now  readily  available  to  more  fully 
evaluate  these  patients. 

References  may  be  obtained  from  the 
author. 
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Down  Memory  Lane 


1.  Prophylaxis  has  reduced  the  goitre 
population  of  Switzerland  from  86%  to  about 
7%. 

2.  If  certain  writers  in  popular  magazines 
and  some  in  medical  journals  are  to  be 
believed  the  country  doctor  is  not  only 
passing,  but  is  already  buried,  although  he 
may  not  realize  it. 

3.  Pneumonia  takes  a toll  of  about  100,000 
lives  in  the  United  States  each  year. 

4.  At  home  you  would  never  eat  a hollow 
radish;  at  a hotel  you  get  only  hollow 
radishes. 

5.  Press  reports  indicate  that  some  of  the 
Auxiliaries  held  a meeting  recently  and 
spent  the  evening  playing  bridge.  Serious 
minded  auxiliary  members! 

6.  The  clinical  evidence  that  has  been 
presented  for  the  marvelous  effects  of  trans- 
planting a bit  of  testis  tissue  into  man,  and 
such  effects  as  have  been  claimed  to  be 


noticeable  for  a period  of  two  or  three  years, 
must,  it  seems  to  me,  be  entirely  discredited. 

7.  In  the  management  of  empyema  it 
should  be  remembered  as  a paramount 
principle  that  hasty  evacuation  of  pus  is 
seldom  necessary. 

8.  Clinical  diagnosis  based  on  morpho- 
logical and  chemical  changes  in  the  blood  has 
in  recent  years  assumed  such  proportion  and 
importance,  that  the  average  practitioners 
can  no  longer  dispense  with  a knowledge  of 
the  leading  data  and  principles  which  modern 
hematologists  have  agreed  upon  as  definitely 
settled. 

9.  It  was  not  until  after  the  Civil  War 
that  cities  of  this  country  began  to  create 
boards  of  health. 

10.  I believe  that  the  function  of  the 
medical  school  is  to  turn  out  medical  practi- 
tioners and  that  the  specialties  should  be 
taught  after  graduation  in  medicine. 

Nebraska  State  Medical  Journal 
May,  1929 
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The  Letter  Box 

Dear  Doctor  Cole: 

Nebraska  Medical  Journal 
I am  writing  you  as  a strong  supporter  of 
the  free  enterprise  of  medicine  and  respect 
of  the  constitutionality  of  government.  What 
I am  driving  at  Frank  is  that  the  HMOs 
through  HEW  are  in  effect  muzzling  any 
opposition  to  that  practice.  Yet  one  of  our 
great  founding  principles  of  this  great  coun- 
try is  the  fact  that  we  have  the  right  to 
defend  ourselves  without  harassment  or 
threat  of  criminal  as  well  as  civil  suits,  so 
called  “antitrust  activity.”  The  HMO  units 
have  been  shoving  money  in  like  crazy  to 
promote  their  program  and  will  not  permit 
anything  to  be  said  against  it.  Frank,  I do 
remember  that  not  too  many  years  ago,  our 
good  editor  of  the  national  medical  journal, 
Morris  Fishbein,  M.D.  had  warned  us  about 
many  of  these  pitfalls.  He  was  comparing 
what  was  happening  way  back  then  to  the 
time  schedule  that  Great  Britain  and  some  of 
our  other  social  progrEunmed  countries  had, 
as  it  pertained  to  health  matters  and  finance. 

I believe  it  was  in  1937  or  1940  during  the 
Joe  McCarthy  era. 

Sincerely, 

Paul  Goetowski,  M.D. 


Dear  Doctor  Cole: 

We  wish  to  announce  the  dates  of  the 
Society’s  1979  Postgraduate  Assembly  and 
will  appreciate  it  very  much  if  you  will 
include  them  in  the  upcoming  issues  of  the 
Nebraska  Medical  Journal. 

47th  Annual  Postgraduate  Assembly  Oma- 
ha Mid-West  Clinical  Society:  October  29,30, 
and  31,  1979;  Omaha  Hilton  Hotel. 

For  information,  write  to: 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  Street,  Suite  210  A 
Omaha,  Nebraska  68114 

Thank  you. 

Sincerely  yours, 

OMAHA  MID-WEST 
CLINICAL  SOCIETY 
Lorraine  E.  Seibel 
Executive  Secretary 
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Tenuate""® 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan' 

(diethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Oospan  are  Indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS;  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  prooram.  Abuse  of  amphetamines  anrf related  drugs  may 
be  associaterf  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age, 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  . Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylproplon  hydrochloride.  Central  Nervous 
System  Overstimulation,  nenrousness,  restlessness,  dizziness,  jiF 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headacne;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema,  fnrtocnhe: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylproplon  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylproplon  hydrochloride)  controlled-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panicstates.Fatigueanddepressionusually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  Inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine”)  has  been  suggestetfon  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215,  U S A 
Licensor  of  Merrell' 

References:  1 . Citations  available  on  request  - Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga,  M T . 

O Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan  20-21, 1977. 
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75  mg.  controlled-release  tablets 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethyl propion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
I Warnings  and  Precautions  on  the  opposite  page.)  q 


In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  \Areeks  of  an  indicated  weight 
loss  program. 


Ibnuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  sea  opposite  page 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethyl  propion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  '.  . .anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’’^ Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


buproten,Upohn 


More  convenient  for 
sonne  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U S A. 


(c)  1979  The  Upiohn  Company 
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In  Edema*  or  Hypertension*  when 
potassium  balance  is  a concern... 

Potassium-Sparing 

DYAZIDE 

Eich  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg  of  hydrochlorothiazide 


Makes  Sense 

In  Edema 


The  triamterene  in  ‘Dyazide’  limits  potcissium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 


In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  and  BUN  should  be  checked  periodically 
particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Beforo  proscribing,  see  complete  prescribing 
inlformation  in  SK&F  Co.  Hteraturr-  or  FOR.  X 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuri2i,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  uso  potassium  k.upplements, 
diotary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  hets  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K'*'  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Oo  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
susp>ected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K + retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  p>eriodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur;  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  10(X)  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 


SK&F  CO.  ^^pSKGF  CO. 

a SmtthKIme company  Cdrolina,  P.R.  00630 
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President's  Page 


To  The  Members  Of  The  Nebraska 
Medical  Association; 

I wish  to  thank  you  for  the  honor  of  being 
your  noth  President.  It  was  indeed  with  a 
great  deal  of  humility  that  I accepted  this 
position,  needless  to  say  I was  thrilled  and 
know  that  my  father,  who  was  your  83rd 
president,  would  have  been  well  pleased. 

The  new  Constitution  and  By-Laws  have 
been  implemented  and  thanks  to  the  con- 
fident and  intelligent  gentlemen  who  ac- 
cepted assignments  to  the  various  Commis- 
sions — the  system  works  well.  Other  than 
initiating  the  new  system,  I had  only  one 
real  goal  — that  of  uniting  the  various 
emergency  medical  groups  across  the  state. 
After  the  first  or  second  meeting,  I well 
realized  that  that  was  not  going  to  happen, 
— into  each  life  a little  — — — , but  a 
waterfall? 

Again  thank  you  for  the  privilege  and 
thanks  to  all  of  you  who  served  and  made 
this  year  possible.  I would  be  totally  remiss 
if  I did  not  thank  Ken  Neff,  Bill  Schellpeper, 
and  the  lovely  ladies  at  the  N.M.A.  office  for 
their  expertise  and  help. 

The  ship  is  in  the  excellent  and  capable 
hands  of  Charles  Landgraf.  Let  us  do  all  we 


can  to  support  him  and  make  his  year 
pleasant  and  fruitful. 

Thank  you, 

H.  G.  Steenburg,  M.D. 
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The 

Auxiliary 


Concern  for  yoiin^  physicians 
in  greater  Nebraska. 

Because  of  a suggestion  by  Mrs.  Perry 
Rigby  to  the  Board  of  the  NMA  Auxiliary 
a year  ago,  an  effort  has  been  made  to 
pursue  the  idea  of  student  visits  in  homes  of 
physicians  in  Greater  Nebraska. 

With  the  blessing  of  the  NMA  Commission 
on  Association  Affairs,  and  Auxiliary  Board 
approval,  the  program  will  be  started  this 
year.  Students  involved  will  be  those  from 


the  University  of  Nebraska  Medical  Center 
who  are  in  their  second  (in  spring  semester) 
or  third  year. 

The  Auxiliary  is  pleased  with  the  confi- 
dence shown  by  the  Medical  Students  Wives 
organization  in  calling  upon  us.  Mrs.  Merle 
Musselman,  the  Auxiliau-y  Liaison  to  their 
group  will  be  the  coordinator  of  the  program. 


Yes,  we  would  like  to  be  weekend  hosts  for  a NU  Medical  Student  and  spouse. 

Signed  Mail  to: 

Mrs.  Merle  Musselman 
119  S.  51st  St. 

Omaha,  Ne.  68132 


Physicians'  Classified 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

MEDICAL  DIRECTOR  — General  practitioner 
to  perform  general  examination,  care,  and  treat- 
ment of  patients  at  state  psychiatric  hospital. 
Forty-hour  week  with  rotating  on-call  duty.  No 
surgery.  Starting  salary  of  $41,000  to  $45,000, 
depending  on  experience.  Excellent  benefits. 
Contact:  H.  D.  Herrick,  M.D.,  Superintendent, 
Norfolk  Regional  Center,  Box  1209,  Norfolk, 
Nebraska  68701.  Call  Collect:  402-371-4343. 

X-RAY  MACHINE:  Picker  100  milliamp  x-ray 
machine  and  accessories,  Bucky,  tilt  table,  fluoro- 
scope.  Miscellaneous  general  practice  office  equip- 
ment, supplies  and  instruments.  P.O.  Box  55195, 
Station  B,  Omaha,  Nebraska  68105. 

ASSOCIATE  MEDICAL  DIRECTOR:  Equi- 
table Life  Insurance  Company  of  Iowa  has  an 
excellent  opportunity  for  a physician  with  a 
background  preferably  in  internal  medicine  or 


family  practice.  Experience  in  life  insurance 
medicine  would  be  ideal,  but  not  required.  The 
salary  range  is  40  plus,  depending  on  qualifica- 
tions; and  supplemented  by  a benefit  package  of 
approximately  one-third  of  salary.  Write:  L.  W. 
Porter,  M.D.,  Equitable  of  Iowa,  Box  1653,  Des 
Moines,  Iowa  50306. 

EMERGENCY  ROOM  PHYSICIAN:  Excellent 
opportunity  for  second-career  physician  with  skills 
in  general  practice  seeking  regular  hours  and 
opportunities  in  acute  care  medicine.  Three-man 
ED  group  looking  for  fourth  in  a 500  bed 
community  hospital.  20,000  plus  annual  visits 
with  full  specialty  backup.  Teaching  and  EMS 
development  as  desired.  American  medical  grad- 
uates with  emergency  experience  preferred. 
Corporate  benefits  package  in  excess  of  75,000. 
Write  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kans.  66611.  Ph.  (913)  354- 
6100. 

FAMILY  PRACTICE-GENERAL  PRACTICE. 
Desires  associates  for  long  established,  busy, 
complete  equipment,  former  2-man  general  prac- 
tice clinic.  Terms  negotiable.  P.D.  Marx,  M.D., 
134  South  13th  Street,  Lincoln,  Nebraska  68508. 
(402)  474-6672  or  435-0693  eves. 

5-79 


152  Nebraska  Medical  Journal  May  1979 


Mail  contribution  to: 

University  of  Nebraska  Foundation 

F.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 


BENF'FACTORS  (name  on  specific  exhibit) 
PATRONS  (name  on  a patron  plaque) 
tSPONSORS  (certificate  of  appreciation) 
Other  Supporters 


$5,000-$25,000 
1,000-  4,999 

200-  999 

10-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxibary 

Nebraska  Medical  Association 
Foundation 

Auxibary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxibary 


PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 

E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxibary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic 
Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxibary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
bsted  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxibary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 
Dr.  Ralph  Luikart 
Dr.  Arnold  W.  Lempka 


‘SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Frankbn  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Cbnic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Continued 


May  1979 


Nebraska  Medical  Journal  153 


Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
• • State  Museum 


liKiCK 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Da'vson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 


OTHER  SUPPORTERS; 


Dr.  P'rank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  Wesley  G.  Wilhelm 

Dr.  Ernest  W.  Beehler 

Dr.  and  Mrs.  Thomas  H.  Wallace 

Dr.  George  Larson 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  1.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 


YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Omaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service 
2022  Avenue  A 
Kearney,  Nebraska  68847 
(308)  237-7297 

Beltone  Hearing  Aid  Service 
2716  Cheyenne  Street 
Columbus,  Nebraska  68601 
(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
1004  West  5th  Street 
North  Platte,  Nebraska  69101 
(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  1 3th  Street 
Lincoln,  Nebraska  68508 
(402)  432-6265 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


IN  NEBRASKA 


University  of  Nebraska!  ■ 
f • State  Museum LhiI 

itrkiG 


ealth 
alleries 


OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 

Dr.  and  Mrs.  John  L.  Gordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David,  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 


Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B/Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 


Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Dr.  Louise  F.  Eaton 
Dr.  M.  L.  Scheffel 
Dodge  County  Medical  Auxiliary 
Northwest  Medical  Auxiliary 
Burt-Washington  County  Medical 
Auxiliary 

Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!!  Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 


University  of  Nebraska!  I 
§ • State  Museum  LbiI 

fiiHkiICa 


ealth 
alleries 


In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $. 
development  and  maintenance  of  the  Health  Galleries. 


for  the 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address: — 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

■k  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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Between  Cases 


Have  You  Noticed? 

Psychological  tests  are  always  run  on  rats 
and  college  sophomores. 

Anon. 

On  Editing. 

A misprint  kills  a sensitive  author.  An 
intentional  change  of  his  text  murders  him. 
Oliver  Wendell  Holmes:  I'he  autocrat  of 
the  breakfast  table. 


The  Pun  Of  The  Month. 

Frank  discussions  lead  to  a Cole  war. 

Heard  On  TV,  Unfortunately. 

The  most  watchable  event. 

A very  coachable  fighter. 

On  Surgeons  (1). 

The  Surgeon  — does  not  blanch  — at  pain 
Emily  Dickinson. 


Inflation. 


1946 

1976 


Worth  of  body, 
in  chemicals. 
$0.98 
$5.60 


Beautiful. 

The  patient  has  a positive  McMurray  sign 
on  the  right,  so  in  the  opinion  of  the 
examiner  he  has  a torn  medical  meniscus 
on  the  left. 


On  Lawsuits. 

In  1975,  more  malpractice  suits  were  filed 
against  nonoperating  doctors  than  against 
surgeons. 


Quote  Unquote. 

Doctor  I know  said  he  could  tell  the  city 
people  in  the  morgue.  Their  skins  were 
white  and  their  lungs  were  black. 

Allen  Long:  Final  exam. 


Words  I Can  Do  Without. 

Confluence,  to  all  intents  and  purposes, 
anamnesis,  for  the  record. 

Musical  Discovery  Of  The  Month. 

Ill  be  home  for  Christmas  sounds  like  I 
can’t  begin  to  tell  you. 

Not  Me. 

You’re  in  the  habit  of  shaking  hands? 
Dickens:  Great  expectations. 


On  Surgeons  (2). 

As  surgeons  you  treat  the  worst  and  the 
best. 

M.  Mercadier. 

Quote  Unquote. 

We  have  not  lost  faith,  but  we  have 
transferred  it  from  God  to  the  medical 
profession. 

Shaw. 

-F.C. 
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WashingtoNo  tes 


Hospital  costs. 

President  Carter  used  the  White  House  as 
the  setting  to  launch  the  Administration’s 
attempt  in  the  new  Congress  to  gain  legisla- 
tive curbs  on  hospital  costs. 

According  to  the  President  the  bill  “will  be 
one  of  the  clearest  tests  of  the  Congress’ 
seriousness  in  dealing  with  the  problem  of 
inflation,’’  and  Hospital  inflation  is  uni- 
quely severe  and  uniquely  controllable.” 

Standing  alongside  the  President  as  he 
spoke  were  Sens.  Edward  Kennedy  (D- 
Mass),  Herman  Talmadge  (D-Ga),  Harrison 
Williams  (D-N.J.),  Jacob  Javits  (R-N.Y.), 
Reps  Harley  Staggers  (D-W.Va.),  Henry 
Waxman  (D-Cal.),  Charles  Rangle  (D-N.Y.), 
HEW  Secretary  Joseph  Califano  and  inflation 
fighter  Alfred  Kahn. 

All  expressed  support  for  the  bill  except 
for  Talmadge  who  has  favored  his  own 
approach  and  did  not  commit  himself. 

The  measure  proposes  that  federal  con- 
trols be  imposed  on  hospital  expenditures 
only  if  hospital  spending  exceeds  a 9.7 
percent  rate  of  increase  this  year,  a retreat 
from  last  year’s  call  for  mandatory  controls 
at  once.  In  outline  the  bill  resembles  the 
compromise  legislation  by  Sen.  Gaylord  Nel- 
son that  won  Senate  approval  at  the  end  of 
the  last  session  of  Congress,  but  was  not 
acted  on  by  the  House. 

If  the  rate  of  increase  in  total  hospital 
costs  in  any  state  during  1979  is  within  the 
national  voluntary  limit,  all  hospitals  in  that 
state  would  be  exempt  from  mandatory 
controls  in  1980. 

Small  nonmetropolitan  hospitals  (under 
4,000  admissions),  new  hospitals  (less  than  3 
years  old)  and  HMO  hospitals  (with  75 
percent  of  patients  enrolled  in  qualified 
HMOs)  would  be  exempt  from  the  man- 
datory program  regardless  of  their  rate  of 
increase  in  1979. 

Hospitals  not  exempted  would  be  given  an 
allowable  rate  of  increase  in  total  inpatient 


revenues  per  admission  for  1980.  This  man- 
datory limit  would  include  a basic  limit  — 
comprised  of  an  allowance  for  inflation  and 
an  allowance  for  efficiency  or  inefficiency  — 
and  adjustment  for  exceptional  circum- 
stances. 

Each  hospital  would  be  given  an  allowance 
based  upon  its  efficiency  or  inefficiency. 
Efficiency  would  be  measured  by  comparing 
the  hospital’s  previous  actual  costs  with 
those  of  other  hospitals  of  similar  size  and 
location.  Efficient  hospitals  would  be  given  a 
bonus.  Inefficient  hospitals  would  be 
penalized. 

Once  the  mandatory  limit  on  the  allowable 
rate  of  increase  on  total  inpatient  revenues 
per  admission  is  established,  it  would  be 
enforced  in  two  ways: 

—the  refusal  by  Medicare,  Medicaid,  and 
Blue  Cross  to  pay  costs  in  excess  of  the 
hospital’s  mandatory  limit;  and, 

— a 150  percent  tax  on  excess  revenues  col- 
lected by  the  hospital  from  other  payers, 
unless  these  excess  revenues  are  set  aside 
in  a special  account  and  used  to  reduce 
prices  to  private  patients  in  future  years. 


National  insurance. 

President  Carter’s  cost-containing  HEW 
Secretary  Califano  has  announced  that  the 
Administration  will  ask  Congress  to  approve 
the  first  phase  of  a National  Health  In- 
surance Plan  that  will  cost  an  estimated  $10 
billion  to  $15  billion,  starting  in  1983. 

In  a vaguely-worded  speech  in  New  York, 
Califano  said  the  long  awaited  Administra- 
tion plan  “will  provide  significant  improve- 
ments in  health  care  benefits  for  the  aged, 
the  poor,  for  employed  people  and  for  others 
who  do  not  have  adequate  health  care 
coverage.” 

The  additional  cost  would  be  paid  in  part 
by  the  government,  Califano  said,  as  well  as 
by  employers  under  federally  mandated 
programs. 
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The  Secretary  described  the  plan  as  a 
“sensible,”  “moderate,”  and  not  over-costly 
first  step  toward  Carter’s  ultimate  goal, 
“universal,  comprehensive”  national  health 
insurance  coverage  for  everyone. 


In  his  speech,  Califano  offered  only  a few 
brief  sentences  describing  the  actual  Admin- 
istration plan.  HEW  officials  said  that  details 
of  the  plan  and  a bill  would  not  be  ready  for 
60  to  90  days. 


Coming  Meetings 


FAMILY  MEDICINE  UPDATE  - Okoboji, 
Iowa,  May  11,  12,  & 13,  1979,  Brooks 
Lodge  & Golf  Club.  Topics  will  include 
Diagnosis  & Treatment  of  Congestive 
Heart  Failure,  Blood  Gases  & Electrolytes 
Balance,  Arrhythmia  Review  and  Uro- 
logical problems  including  infections  of  the 
prostate. 

2ND  INTERNATIONAL  CLINICAL  GEN- 
ETICS SEMINAR  on  Management  of 
Genetic  Disorders,  under  the  auspices  of 
the  International  College  of  Pediatrics 
organized  by  the  Second  Department  of 
Pediatrics,  University  of  Athens,  June  4-7, 
1979,  Athens,  Greece.  Write  to:  Dr.  C. 
Bartsocas,  Second  Department  of  Pedi- 
atrics, University  of  Athens,  P.O.  Box 
3064,  Ambelokipoi,  Athens,  Greece. 

CONTROVERSIAL  PROBLEMS  IN  SUR- 
GERY; Avoiding  Pitfalls,  May  17,  18,  1979. 
Boys  Town  Institute  Auditorium,  Omaha, 
Nebraska.  The  1979  Postgraduate  course 
is  designed  to  aid  the  practicing  surgeon  in 
resolving  problems  encountered  in  per- 
forming selected  common  surgical  pro- 
cedures. Faculty  members  will  discuss 
specific  topics  to  improve  technique,  avoid 
pitfalls,  and  prevent  complications.  Ample 
opportunity  will  be  afforded  for  audience 
participation.  Tuition  $100.00.  Program  is 
acceptable  for  12  prescribed  hours  by  the 
AAFP. 

SELECTED  TOPICS  IN  INTERNAL  MED- 
ICINE - May  30,  31,  June  1,  2,  1979. 
Boys  Town  Institute  Auditorium,  Omaha, 


Nebraska.  One  day  Symposium  on  In- 
fectious Diseases  by  leading  experts  in  this 
field.  Followed  by:  Internal  Medicine  Up- 
date including  discussions  in  Cardiology, 
Endocrinology  and  Pulmonary  and  Renal 
problems.  Program  is  acceptable  for  20 
prescribed  hours  by  the  AAFP.  This 
program  meets  the  criteria  for  20  hours  of 
Category  I credit.  Sponsored  by  Creighton 
University  School  of  Medicine. 

ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY  — The  Forteenth  Annual  Meet- 
ing will  be  held  at  the  Jackson  Lake 
Lodge,  Jackson  Hole,  Wyoming,  June 
13-17,  1979.  Write  to:  Ralph  J.  Kaplan. 
M.D.,  Secretary,  University  of  Oklahoma 
Health  Sciences  Center,  P.O.  Box  25606. 
Oklahoma  City,  OK  73125. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  July  22-26,  1979, 

Chicago,  Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 

Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 
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Books 

Principles  of  clinical  electrocardiography;  by  Mervin 
J.  Goldman,  M.D.;  415  pages;  limpcover  $12.00; 
published  1979  by  Lange  Medical  Publications,  Los 
Altos,  California  94022. 

This  is  the  10th  edition  of  this  book,  which  first 
appeared  in  1956.  It  is  divided  into  21  chapters,  a first 
and  a second  appendix,  references,  and  information 
printed  on  the  two  covers. 

Emphasis  is  placed  on  the  unipolar  leads.  There  is  a 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

DR.  JOSEPH  KUNCL 

Born  Crete,  Nebraska,  April  29,  1902. 
Graduated  Doane  College,  Crete,  1924,  (on 
Board  of  Trustees  for  many  years);  Univer- 
sity of  Nebraska  School  of  Medicine,  1928. 
Interned  and  had  surgical  residency  at 
University  of  Nebraska  Hospital,  Omaha.  Phi 
Rho  Sigma  medical  fraternity. 

Married  Frances  Brett  Edgerly  of  Omaha 
on  December  17,  1927. 

Moved  to  Alliance,  1929,  affiliated  with 
Slagle  Clinic  until  his  retirement  in  1958. 
Member  of  American  College  of  Surgeons, 
American  Medical  Association,  Nebraska 
State  Medical  Society,  Box  Butte  County 
Medical  Society;  on  staff  of  St.  Joseph’s 
Hospital  during  all  of  his  practice.  Scottish 
Rite  32°  Mason,  Presbyterian  Church,  Elks 
(for  many  years). 

Served  on  Alliance  School  Board;  Presi- 
dent, Alliance  Junior  Chamber  of  Commerce; 
recipient  of  Distinguished  Service  Award; 
State  President  Nebraska  Junior  Chamber  of 
Commerce,  1936;  City  physician.  County 


chapter  on  spatial  vectorcardiography  and  corrected 
orthogonal  lead  systems.  Revisions  have  been  made  in 
the  sections  related  to  exercise  tests  and  the  pre- 
excitation syndromes. 

The  book  has  been  translated  into  six  foreign 
languages,  and  three  more  are  being  prepared.  The 
author  is  Chnical  Professor  of  Medicine  at  the  Univer- 
sity of  California  School  of  Medicine.  The  print  is  good, 
and  the  text  is  studded  with  illustrations  and  tracings. 

-F.C. 


Physician,  School  physician,  Burlington 
Surgeon. 

Member  of  reserve  Army  Medical  Corps. 
Called  to  active  duty  June  1941,  served  until 
Sept.  1945.  2V2  years  in  Hawaiian  Islands, 
right  after  Pearl  Harbor;  6 months  as  Chief 
Surgeon  of  369th  Station  Hospital  on  Saipan. 
Also  head  of  hospital  for  injured  civilians  of 
Saipan.  Retired  from  Army  in  1945  with 
rank  of  Lt.  Col.  American  Theater  Service 
Medal;  Asiatic  Pacific  Service  Medal  with 
bronze  star;  American  Defense  Service 
Medal. 

Survived  by  wife  Frances,  Alliance;  son 
Charles,  Alliance;  daughter  Frances  Wollen, 
Pullman,  Washington;  sisters  Mrs.  Lucille 
Rhynalds,  Crete,  Nebr.,  and  Mrs.  Marylouise 
Pickett,  Crete,  Nebr. 

Preceded  in  death  by  brother  Robert, 
Crete;  father,  Joseph  Kuncl,  Sr.,  and  mother, 
Stella  Kuncl. 

Grandchildren:  Laura,  Roy  and  Eric  Kuncl, 
Alliance;  Douglas,  Craig  and  Bruce  Wollen, 
Pullman,  Washington. 
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“I  told  the  doctor  exactly  what’s  wrong  with  me,  but 
he  seems  to  have  ideas  of  his  own.” 
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Beltone  Electronics  Corp 155 

Burroughs  Wellcome  Co 150D 

D 

Donley  Medical  Supply  Company,  Inc 4 

E 

Endo  Laboratories  14,  15 

H 

Health  Central 20 

L 

Eli  Lilly  & Company  21 

M 

Mead  Johnson  & Co 9 

Merck  Sharp  & Dohme  19 

Merrill-National  Laboratories,  Inc 10,  11,  12, 

150,  150A 


N 

Norfolk  Printing  Company,  Inc 6 

Northwestern  Bell  5 

P 

Pharmaceutical  Manufacturers  Association  16,  17 

Pulmonary  Service  Co.,  Inc 6 
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Roche  Laboratories  2,  7,  25,  26 

S 
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United  States  Air  Force  Recruiting  22 

Upjohn  Company  (The) 150B 
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Warner-Chilcott  Laboratories  13 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  OSS' 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  10  to  i4  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  bid.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morgana.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Stood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions.- Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  ■{single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  back  cover. 


r next  attack  of  cystitis  ma^r equire 

the  Bactrim 


3/system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  colj  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero 
bacteriaceae  in  the  bowel  without  the  emergence  of  resiil 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introiU 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
' Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- tO' risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


UBRUM^ 


chlordiazepoxide  HCI/Roche 

THE  ANXETVSPEaFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states,  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con 
fusion  may  occur,  especially  in  the  elderly  and  ' 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  ■ 
decreased  libido — all  infrequent  and  generally  ' 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide  HCI.  LibritabJ 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
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issues. 

Anon. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Lettorheacb  - Statoments 
Envolopea  - Office  Foitni 
Quality  Printing  at  the  Right  Price 


Cut  Flowers:  A Potential  Pesticide  Hazard  — 
D.  L.  Morse  et  al  (Special  Studies  Branch, 
Chronic  Disease  Div,  Bureau  of  Epi- 
demiology, CDC,  Atlanta,  GA  30333)  Am  J 
Public  Health  69:53-56  (Jan)  1979. 

Following  reports  of  ten  cases  of  possible 
organophosphate  pesticide  poisoning  in  flor- 
ists exposed  to  pesticide  residues  on  cut 
flowers,  a prospective  random-sample  survey 
was  conducted  to  determine  residual  pesti- 
cide levels  on  flowers  imported  into  the 
United  States.  A sample  of  all  flowers 
imported  via  Miami  on  three  days  in  January 
1977  showed  that  18  (17.7%)  of  105  lots 
contained  pesticide  residue  levels  > 5 ppm, 
and  that  three  lots  had  levels  > 400  ppm. 
Azodr  in  (monocrotophos)  was  the  most  im- 
portant contaminant  with  level  of  7.7  to  4,750 
ppm  detected  in  nine  lots.  In  20  quarantine 
workers  and  12  commercial  florists  exposed 
to  contaminated  flowers,  occasional  non- 
specific symptoms  compatible  with  possible 
organophosphate  exposure  were  noted,  but 
no  abnormalities  in  plasma  or  red  blood  cell 
cholinesterase  levels  were  found. 


“Well,  I can  at  least  tell  you  this.  You  don't  have  to 
worry  about  it  being  all  in  your  head." 
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(coming  soon  to  Omaha*s  Clarkson  Hospital). 
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TABLETS:  500  mg,  250  mg,  and  125  mg 


Quality  of  Survival  After  Out-Of-Hospital 
Cardiac  Arrest  — M.  P.  Earnest  et  al 
(Dept  of  Neurology,  Denver  General  Hosp, 
Denver,  CO  80204)  Neurology  29:56-60 
(Jan)  1979. 

Following  out-of-hospital  cardiac  arrest  117 
patients  were  admitted.  After  intial  neuro- 
logic evaluation,  they  were  followed  pro- 
spectively until  discharge  or  death.  Seven- 
teen patients  were  2dert  when  admitted.  Of 
these,  four  died  and  ten  of  13  survivors  were 
neurologically  normal.  One  hundred  patients 
were  unresponsive;  of  these,  60  died.  Of  40 
survivors,  15  were  neurologically  normal  at 
discharge,  15  could  perform  some  self-care 
but  were  confused,  and  ten  required  total 
care.  Absence  of  pupillary  light  reaction, 
oculocephalic  reflexes,  purposeful  response  to 
pain,  and  spontaneous  respirations  were 
associated  with  high  mortedity  and  more 
severe  neurologic  deficits. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  JournaJ  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here 

Manuscripts  should  be  typewritten,  double-spaeed.  on  one  side 
only,  of  firm  letter  size  [8V2  x 11  in.  (22  x 28  cm))  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author  s name,  degree,  and  credits  on  the  title  page  Number  ail 
pages  in  the  right  upper  corner,  with  the  author  s surname 

DIustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author's  name,  its  number,  and  the  word  top  Their 
locations  should  be  shown  in  the  text 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor: 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus:  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Letters-to-the-Editor  should  be  double  spaced,  and  accompanied  by 
the  notations:  (a)  for  publication,  and  (b)  no  galley  proof  needed 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co.,  Inc..  P.O.  Box  278.  Norfolk,  Nebraska  68701. 
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A simple  solution  for  beating 
the  high  cost  of  feeding  babies. 


)wdered  Soyalac  mixed  with  water  (according  to 
tions  on  the  label)  is  an  inexpensive,  soy-based 
it  formula  your  patients  can  buy. 
p to  50%  less  expensive  than  ready-to-serve 
ulas. 

p to  25%  less  expensive  than  liquid  concentrates, 
iding  our  own! 

>yalac  is  the  only  leading  milk-free  infant  for- 
available  as  an  inexpensive  powder.  It  provides 
ly  the  same  nutritional  balance  as  Soyalac’s  con- 


centrated and  ready-to-serve  infant  soy  formulas  - at 
a fraction  of  the  cost. 

Your  patients  who  use  formula  will  appreciate 
knowing  about  it. 

For  detailed  information  and  samples,  please  call 
or  write  the  Soyalac  sales  representative  in  your  area. 


Loma  Linda  Foods  11503  Pierce  Street 
Riverside,  CA  92315  (714)  785-2475 
Loma  Linda  Foods  13246  Wooster  Road 
Mount  Vernon,  OH  43050  (614)  397-7077 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  pr  od- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  qualih^  and 
bioavailabilitx'  of  all 
marketed  products  at 
any  given  time.  Just  a feu’ 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracixline  HCl  capsules 
which  met  ofiicial  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  \ ou 
know',  there  is  substantia] 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy dine  and  eiy  - 
thromycin.  The  record  or 
drug  recalls  and  court 
actions  affirms  strongh’ 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  qualih'  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  tli 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe 
tence  of  the  manufac- 
turer and  the  integrih’  ol 
the  product  that  count. 


‘Matters 


ATYTH:  Generic  options  al- 
most  always  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
onh  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  av  ail- 
able. 

AIYTH:  Genetic 
prescriptions  are  filled  with 
i nexpens ive  generics,  th  us 
saving  consumers  large 
sums  of  money’. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  genericalh- 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a pro\  en  brand  product. 
Sa\ings  from  vnluntaiy 
or  mandated  generic 
prescribing  are  grossh' 
exaggerated. 


AIYTH:  Drugs  account  for  a 
major  portion  of  the  t'Uic  in 
health  care  costs. 

FACT:  Drugs  represent  a 
\ eiy’  small  part  of  such 
costs.  The  amount  of  the 
I health  care  dollar  spent 
I for  prescription  drugs 
I w as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  \ ou  as  a 
physician  are  most 
conscious  of  how  drug 
therap\'  can  cut  hos- 
pitalization, avert 
surger\’,  reduce  office 
\isits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Gov  ernment 
schemes  always  cost  the 
taxpav  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  fi  eedom  to 
prescribe,  either  by  generic 
or  brand  name , should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogiirives  and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  mvihs  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
rients  is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


DWk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


ORGANIZATIONS,  STATE_ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska. Affiliate,  Inc. 

Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas,  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  Jeunes  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Phyllis  L.  Miller,  Executive  Director 
120  No.  69th  St..  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D..  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Keu*en  Mundy,  Associate  Director 
8401  West  Dodge  Road,  Suite  17,  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams,  Ph  D..  Executive  Director. 

8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Musculaa  Dystrophy  Association,  Inc. 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  KeeUne  Bldg..  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker,  Jr..  M.D.,  Secretary-Treasurer 
225  No.  Cotner  - E Bldg.,  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley.  M.D.,  President 
811  West  William  Avenue.  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco,  M.D.,  President 
8601  Dodge  Rd.,  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton,  PA,  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 

James  R.  Newland,  M.D.',  Sec'y.-Treas.,  Dept,  of  Pathology. 
University  of  Nebraska  College  of  Medicine, 

42nd  & Dewey  Avenue,  Omaha  68105 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  TrochlU,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.D.,  Sec’y-Treas. 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Radiology 
Allen  D.  Dvorak,  M.D.,  Secretary-Treasurer 
Dept,  of  Radiology,  Creighton  Health  Ctr., 

601  No.  30th  St..  Omaha  68131 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  Secretary-Treasurer 
8300  Dodge  St..  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D..  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

I).  W,  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 

Ann  C.  Grandjean,  R.D.,  M S..  President 
8401  West  Dodge  Road,  Room  101.  Omaha  681  M 
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Nebraska  Easter  Seal  Society 

David  E.  Evans.  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St.,  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown,  Executive  Director 
Box  30247,  3100  "O”  Street,  Suite  7.  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  "L"  St,  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks,  President 

Nebraska  Methodist  Hospital.  8303  Dodge  St,  Omaha  68114 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
Norman  D.  West,  M.D.,  President 
Community  Mental  Health  Center 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  Public  Health  Association 

Ms.  Pamela  Specht,  Ph.D.,  President 
College  of  Business,  Creighton  University 
2500  California,  Omaha  68178 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D..  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr.,  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland,  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  for  the  Prevention  of  Blindness.  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness.  Inc.,  4600  Valley  Road,  Room  203,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M.D..  President 
Suite  255  - Second  Floor  North,  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 

Nebraska  Society  of  Radiologic  Technologists 
A1  Robinson,  RT.  President 
Dept,  of  Radiology,  Great  Plains  Medical  Center 
601  West  Leota,  North  Platte  69101 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68509 

Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Patricia  Whyman,  CMA-AC.  President 
7300  So.  St..  #2,  Lincoln  68506 
Nebraska  Urological  Association 

Cecil  T.  Bromfield,  M.D.,  President 
4740  "A”  St..  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Ik)b  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
540  Medical  Arts  Building,  Omaha  68102 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky,  Executive  Director 
1600  No.  56th  St.,  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow.  M.D..  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 


In  Ldema  or  Hypertension*  when 
|K>tassium  balance  is  a concern... 

I POtassium-Sparins 

DYAZIDL 

i ach  capsule  contains  50  mg.  of  Oyrenium*  (brand  ol  triamterene) 
nd  25  mg  of  hydrochlorothiazide 

Makes  Sense 

n Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
idditive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

n Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
riamterene  component  limits  potassium  loss, 
ierum  and  BUN  should  be  checked  periodically 
larticularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
enal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
hiazide  alone. 


Before  prescribingi  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
briof  summary  follows: 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K'*'  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K ^ intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
heizards.  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia. other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made, -especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K + frequently;  both  can  cause  K + retention  and 
elevated  serum  K'*'.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
T riamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur;  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 


SK&F  CO. 

a SmithKhne  company 


SK&F  CO. 

Carolina,  P.R.  00630 


When  painful  spasm 
is  the  presenting 
symptom 


..in  the  functional  bowel/irritable  bowel  syndronne 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  lO  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

"The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 

Merrell 


♦This  drug  has  been  classified  probably'  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl' 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Bnel  Summary 

INDICATIONS 

Based  on  a revrew  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  DREN  RE- 
UEVED  BY  VARYING  COMBINATIDNS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  Indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis:  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  Ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
loxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention:  blurred  vision  and  tachycardia:  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  faste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis:  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating.  With 
the  injectable  form  fhere  may  be  a temporary  sensation  of 
lighfheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Mulls:  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  lour  limes  daily.  Children 
1 capsule  or  leaspoonful  syrup  three  or  four  times  daily,  fnfanfs.  'k 
teaspoonful  syrup  three  or  lour  times  dally.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection:  Adults  2 ml.  (20  mg.)  every  (our  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE,  MAN- 
AGEMENT OF  OVERDOSE.  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  In  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
Intramuscularly  lor  sedation  but  they  should  not  be  used  it  Bentyl 
with  Phenobarbital  has  been  Ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  of  Richardson-Merrell  Inc.,  Cincinnati. 
Ohio  45215,  USA 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

WilUam  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Societjy  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
/American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  “M”  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

G.  J.  Theobald,  Jr.,  Executive  Director 
25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

205  East  42nd  St.,  New  York.  N.Y.  10017 
National  Rehabilitation  Association 
1522  "K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman,  M.D.,  Councilor 
626  Sharp  Bldg.,  Lincoln,  Nebraska  68508 


Merrell 


MEFIBEU  national  LABORATORIES 
Division  of  Richardson  Mprrixll  Inc 
Cincinnati  Ohio45?l5  USA 


For  hemorrhoids 
and  other 

anorectal  conditions 

External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis 


Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rxonly 


Prescribe 

Anusol-HC 

Suppositories/Cream 

for  symptoiTiatic  relief 

• Effectively  reduces  inflammation  and  edema 

• Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrtioidol  Suppositones 

ANUSOl-HC^  CREAM 

Rectal  Cream  with  Hydrocoftisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Eoch  Anusol-HC  Suppository  contains 
hydrocortisone  ocetote,  10  0 mg.  bismuth  subgollote, 

2 25%,  bismuth  resorcin  compound,  1 75%,  benzyl 
benzoate,  1 2%.  Peoivion  bolsom,  1 8%.  zinc  oxide, 

11  0%,  also  contains  the  following  inoctive  ingredients 
bismuth  subiodide,  calcium  phosphote,  ond  certified 
colonng  in  o hydrogenofed  vegetable  oil  bose 
Each  gram  of  Anusol-HC  Creom  contains 
hydrocortisone  acetate,  5 0 mg,  bismuth  subgollote. 

22  5 mg,  bismuth  resorcin  compound.  17  5 mg,  benzyl 
benzoate,  12  0 mg,  Peruvian  bolsom,  18  0 mg.  zinc 
oxide,  110  0 mg,  also  contoins  the  following  inactive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylparaben,  methylporoben,  polysorbote  60  ond 
sorbiton  monosteorote  in  o woter-miscible  bose  of 
mineral  oil,  glyceryl  stearate  ond  water 
Indicoflons:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  ore  adjunctive  therapy  tor  the  symptomatic  reliet  of 
pom  and  discomfort  in  external  and  intemol 
hemorrhoids,  proctitis,  papillitis,  cryptitis.  anal  fissures, 
incomplete  tistulos  ond  reliet  of  locol  pom  and  discomfort 
following  anorectal  surgery 


Anusol-HC  Cream  is  olso  indicated  tor  pruritus  oni 
Anusol-HC  IS  especioiiy  indicated  when  inflammation 
IS  present  After  acute  symptoms  subside,  most  patients 
con  be  mointoined  on  regulor  Anusol*  Suppositories  or 
Ointment 

Contraindicotions:  Anusol-HC*  Suppositones  ond 
Anusol-HC’  Creom  ore  controindicoted  in  those  patients 
with  0 history  of  hypersensitivity  to  any  ot  the  components 
of  the  preporotion 

Womings:  The  sate  use  of  topical  steroids  dunng 
pregnoncy  hos  not  been  fully  established  Theretore, 
dunng  pregnoncy,  they  should  not  be  used  unnecessorily 
on  extensive  areas,  in  large  amounts,  or  tor  prolonged 
penods  ot  time 

Precautions:  Symptomatic  relief  should  not  delay 
detinitive  diagnoses  or  treatment  If  iirifation  develops. 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  ond  oppropriote  therapy  instituted 
In  the  presence  ot  on  intecfion  the  use  of  on  oppropriote 
antifungal  or  onfibocteriol  agent  should  be  instituted  If  o 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  urttil  the  infection 
hos  been  adequately  controlled 
Core  should  be  token  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  ond  intonts 
Anusol-HC  IS  notfor  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositories— Adults  Remove  foil  wrapper  ond  insert 
suppository  into  the  onus  One  suppository  in  the  morning 


and  one  at  bedtime,  for  3 to  6 days  or  until  inflommotion 
subsides  Then  maintain  patient  comtort  with  regular 
Anusol  Suppositories 

Anusol-HC  Creom— Adults  After  gentle  bathing  ond 
drying  of  the  anal  area,  remove  tube  cop  ond  apply  to  the 
extenor  surface  and  gently  rub  in.  For  internal  use,  ottoch 
the  plastic  applicator  and  insert  into  the  onus  by  opplying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication  Cream  should  be  opplied  3 or  4 times 
0 day  tor  3 to  6 doys  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 
NOTE  If  staining  from  either  ot  the  above  products 
occurs,  the  stain  may  be  removed  trom  tabric  by  bond  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  ond  24  (N  0047-0089-24),  in  silver 
toll  strips  with  Anusol-HC  W C printed  in  block 
Anusol-HC  Cream— one-ounce  tube  (N  0047-0090-01 ), 
with  plostic  applicator,  detachable  lobel 
Store  between  1 5°-30°  C (59°-86°  F ) 

Full  intormolion  is  available  on  request 

warner/Chilcott 

Division . Warner-Lambert  Compony 
Morris  Plains,  N J 07950 
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V-Cillin 

penicillin  V potassium 

is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


V-CILLIN  K 

C29 


V-CiUin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  {minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  iwsirsi 

’Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 


YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Omaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service 
2022  Avenue  A 
Kearney,  Nebraska  68847  . 
(308)  237-7297 

Beltone  Hearing  Aid  Service 
2716  Cheyenne  Street 
Columbus,  Nebraska  68601 
(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
1004  West  5th  Street 
North  Platte,  Nebraska  69101 
(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  1 3th  Street 
Lincoln,  Nebraska  68508 
(402)  432-6265 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


® 


IN  NEBRASKA 


A Performance  Comparison:  USMG-FMG 

Attending  Physicians  — R.  M.  Saywell,  Jr, 
et  al  (Univ  of  Iowa  College  of  Medicine, 
Iowa  City,  lA  52242)  Am  J Public  Health 
69:57-62  (Jan)  1979. 

To  determine  whether  patterns  of  dif- 
ferences in  performance  exist  between 
United  States  medical  graduate  (USMG)  and 
foreign  medical  graduate  (FMG)  attending 
physicians,  two  types  of  inpatient  hospital 
audits  (Payne  Process  Audit  and  the  Joint 
Committee  on  Accreditation  of  Hospitals’ 
Performance  Evaluation  Program-PEP  Audit) 
were  conducted  in  22  Maryland  and  Pennsyl- 
vania nonfederal,  short-term  hospitals.  A 
total  of  6,980  medical  records  were  ab- 
stracted from  eight  diagnostic  categories  for 
1,321  attending  physicians  (985  USMGs  and 
331  FMGs).  The  results  from  both  audits 
indicate  that  while  there  is  evidence  of  a 
strong  hospital-type  of  physician  interaction 
for  many  of  the  diagnoses,  there  was  no 
significant  overall  difference  in  performance 
between  USMG  and  FMG  attending  phy- 
sicians. The  largest  and  most  consistent 
differences  in  physician  performance  were 
associated  with  hospital  characteristics,  not 
physician  characteristics. 


A cool  mouth,  and  warm  feet,  live  long. 
Herbert. 


Few  persons  know  how  to  be  old. 
LaRochefoucauld. 


Old  age  is  an  incurable  disease. 
Seneca. 


Every  man  desires  to  live  long;  but  no  man 
would  be  old. 

Swift. 
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Tenuate*  ® 

(dlethylproplon  hydrochloride  NF) 

Tenuate  Dospan'’ 

(dlethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  Indicated  In  the 
management  of  exogenous  obesity  as  a short-term  adjunct  la  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
dsscribcd  bBlow 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  dlethylproplon.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anrf  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  shouir)  be 
prescribed  or  dispensed  at  one  time  In  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions In  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  dlethylproplon  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increase!]  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylproplon  hydro- 
chloride): One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (dlethylproplon  hydrochloride) controlled-release:  One 75 mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperrellexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  ol  acute  Tenuate  Intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  Is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine’l  has  been  suggested  on  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension.  If  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATDRIES  Inc. 

Cayey.  Puerto  Rico  00633 
Direct  Medical  tncjumes  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell* 

References  1.  Citations  available  on  request -Medical  Research 
Department.  MERRELL  RESEARCH  CENTER. MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2 Hoekenga,  M T , 
O'Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  olDieth- 

elon  Hydrochloride  International  Symposium  on  Ceniral 
jnisms  ol  Anorectic  Drugs.  Florence.  Italy.  Jan  20-21. 1977 
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For  prescribing  information  see  opposite  page. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethyl propion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension:  see  additional 
Warnings  and  Precautions  on  the  opposite  page.)  ' 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 
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Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."^  Compared  with  the  amphetamines,  diethyl  propion 
has  minimal  potential  for  abuse. 


600 mg  tabtets 
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DuproTen,uponf 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U.S.A. 


© 1979  The  Up|Ohn  Company 
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Total  Hip  Replacement  in  Congenital  Dis- 
location and  Dysplasia  of  the  Hip  — J.  F. 
Crowe  et  al  (535  E 70th  St,  New  York,  NY 
10021)  J Bone  Joint  Surg  61-A:15-23  (Jan) 
1979. 

The  results  of  31  toteil  hip  replacements  in 
24  patients  with  either  severe  congenital 
dysplasia  or  dislocation,  after  an  average 
follow-up  of  four  years,  were  excellent  in 
11,  good  in  16,  fair  in  one,  and  poor  in  one. 
The  incidence  of  major  complications  was 
19%  . 
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I believe  I’ve  found  the  missing  link  between 
animal  and  civilized  man.  It  is  us. 

Dr.  Konrad  Lorenz. 
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OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson.  Wymore.  Counties:  Gage. 
Johnson.  Nemaha.  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties:  Antelope, 
Cedar.  Cuming.  Dakota.  Dixon.  Knox. 
Madison.  Pierce.  Stanton.  Thurston. 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor;  Richard  M. 
Putsch.  Seward.  Counties:  Butler. 

Hamilton.  Polk.  Saunders.  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer.  Friend.  Counties:  Clay.  Fill- 
more. Jefferson.  Nuckolls.  Saline. 
Thayer. 

Eighth  District:  Councilor:  I'homas  H. 
Wallace.  Gordon.  Counties:  Boyd, 

Brown.  Cherry,  Holt.  Keyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son. Kearney.  Counties:  Blaine,  Buf- 
falo, Custer.  Dawson,  Garfield,  Grant, 
Greeley,  Hall.  Hooker.  Howard.  Loup. 
Sherman.  Thomas.  Valley,  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase. 
Dundy,  F^^UIklin.  Frontier.  Furnas. 
Gosper,  Harlan.  Haves.  Hitchcock, 
Kearney,  Phelps.  Rea  Willow.  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer.  Ogallala.  Counties:  Arthur, 
Deuel.  (Wden,  Keith.  Lincoln,  Logan, 
McPherson.  Perkins. 

Twelfth  District;  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Banner. 
Box  Butte.  Cheyenne.  Dawes.  Kimball. 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

• An  te  lope  • Pie  r ce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Phelps 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Was  hington  - Bur  t 
York 

Northeast 


PRESIDENT 


John  H.  Floyd.  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph.  David  City 
R.  J.  Dietz,  Plattsmouth 
A.  H.  Sharoberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen.  Broken  Bow 
Michael  L.  McCoy.  Gothenburg 
James  E.  Bridges.  Fremont 
Henry  J.  Billerbeck,  Randolph 


Edward  M.  Maleishock,  Omaha 

Dean  R.  Thomson.  Syracuse 
Bryce  G.  Shopp.  Imperial 

Warren  R.  Miller,  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
J.  Paul  Glabasnia,  Papillion 
John  E.  Hansen.  Jr..  Wahoo 
Donald  M.  Gentry,  Gering 
R.  Paul  Hoff.  Seward 
Richard  E.  Penry,  Hebron 
H.  C.  Stewart.  Pawnee  City 
P.  L.  Wiebe.  McCook 

James  D.  Bell,  York 


SECRETARY-TREASURER 


Bruce  D Forney.  Alliance 
William  W.  Lyons.  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 

E.  L.  Sucha,  West  Point 
N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson,  Gothenburg 
William  B.  Eaton,  Fremont 
Robert  B.  Benthack,  Wayne 


John  F Fitzgibbons,  Omaha 

Paul  R.  Madison,  Nebraska  City 
Paul  F.  Bottom.  Grant 

Ronald  W.  Klutman.  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
Michael  J.  Moran,  Papillion 
Robert  E.  Morris.  Ralston 
Robert  C.  Calkins,  Scottsbluff 
Roger  A.  Jacobs.  Seward 
Charles  F.  Ashby.  Geneva 
R.  L.  Burghart.  Falls  City 
Elizabeth  D.  Edwards,  McCook 

Ben  N.  Greenberg.  York 


Lawrence  A.  McKinnis.  Hastings  George  J.  Lytton,  Hastings 


Patrick  C.  Gillespie.  Beatrice 


Klemens  E.  Gustafson.  Beatrice 


Gordon  D.  Bainbridge,  Gr.  Island  Sheridan  T,  Anderson.  Gr.  Island 
Gary  D.  Penner,  Aurora  Richard  O.  Forsman,  Aurora 


Douglas  M.  Laflan,  Creighton  Delwyn  J.  Nagengast,  Bloomfield 
D.  W.  Ebers.  Lincoln  W.  E.  Lundak,  Lincoln 

Leland  F.  Lamberty.  North  Platte  Mark  B.  Sorensen.  North  Platte 
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When  the  indications  surface . . . 


Net  wt  1 oz 


Net  wt  1/2  oz 


Net  wt  1/32  oz 

(approx) 


1 . 

1 


Each  gram 
contains:  Aerosporin* 
(Rslymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa,  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia):  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylaclically.  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  bums,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin<ontaining 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
lor  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  rrephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 
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ON  PSYCHIATRY 

Whatever  schizophrenia  is,  this  must  be 
one  of  the  worst  disease-names  in  medicine. 
Its  pronunciation  is  doubtful  and  the  spelling 
is  worse.  It  was  once  called  dementia 
praecox,  which  is  not  much  of  a dementia, 
since  so  many  people  with  this  disorder  seem 
to  be  as  sane  as  I,  or  even  you.  And  it  has 
nothing  to  do  with  precocity,  as  schizo- 
phrenic people  whose  records  I run  across  all 
seem  to  be  grown  up.  And  the  spelling  of 
praecox  leaves  me  cold. 

It  used  to  be  a perfectly  good  question  to 
ask  the  student  the  difference  between 
neurosis  and  psychosis,  but  the  answer  I 
learned  doesn’t  seem  right  now.  I wonder  if 
the  psychiatrists  would  care  to  tell  me.  So 
many  individuals  with  a diagnosis  of  psy- 
chosis are  carrying  on  just  fine,  and  that 
isn’t  the  way  I was  taught. 

Patients  with  personality  disorder  seem  to 
go  right  into  psychosis  through  a process  of 
what  the  physicists  call  sublimation,  without 
passing  through  neurosis,  and  sometimes 
they  have  even  gone  back.  And  one  thing 
more,  whatever  happened  to  manic-depres- 
sive psychosis?  Is  everything  schizophrenia 
now? 

-F.C. 


THE  WAITRESS  AND  THE  DOCTOR 

If  you  ask  her  for  coffee  with  cream,  it 
may  come  black.  And  when  you  want  to 
know  what  kind  of  soup  the  soup  is,  she  will 
go  and  ask.  If  you  say  no  gravy,  you  may  get 
oceans  of  gravy. 

But  when  the  waitress  serves  your  coffee 
or  salad,  it  is  always  with  a cheery  There 
You  Go;  it  is  a never-failing  formula.  The 
sandwich  may  be  of  twice-blessed  leftovers, 
the  lettuce  may  be  wilted,  the  butter  soft, 
the  soup  cold.  But  the  heart-warming  There 
You  Go  comes  with  it. 

Someone  has  obviously  worked  at  it  and 
found  an  easy-to-remember  catchword  to 
make  you  feel  better  and  make  you  want  to 
come  back. 


And  when  we  leave  the  patient,  why  don’t 
we  do  it  with  style,  with  an  offer  of 
friendliness,  with  a suggestion  that  we  care? 
The  doctor  in  the  picture  may  not  have  got 
the  child  well,  but  he  wanted  everybody  to 
feel  better  because  he  was  there. 

Enjoy  your  dinner  is  the  girl’s  message. 

I hope  you  feel  better  is  ours. 

There  You  Go. 

-F.C. 


ON  CONSULTATION 

The  trouble  with  sending  a patient  for 
physical  examination  is  often  this:  that  the 
examiner  will  always  find  something  wrong. 
He  may  say  normal  but;  or  unremarkable, 
however;  or  negative,  except  for;  and  then 
go  on  to  say  that  a normal  knee  is  not 
normal.  The  report  may  say  slight  or 
minimal,  but  for  legal  purposes,  the  damage 
is  done. 

May  we  not  say  that  the  merest  touch  of 
arthritis  in  the  back  is  normal  at  70?  I should 
be  suspicious  of  someone  who  could  not 
develop  the  tiniest  degree  of  a degenerative 
process  in  all  those  years;  and  of  an 
examiner  who  would  not  compare  the  two 
knees,  and  who  could  not  bring  himself  to 
say  normal,  when  that  is  what  you  think 
after  reading  the  report,  but  he  would  not 
say  it. 

Normal  for  his  age? 

If  you  find  nothing,  nothing  of  any  con- 
sequence, do  say  so,  and  forget  minimal  and 
slight. 

One  thing  more:  isn’t  every  examination  a 
physical  examination? 

-F.C. 


ARE  WE  ALL  SURGEONS? 

We  were  graduated  as  physicians  and 
surgeons,  but  we  are  not  all  of  us  surgeons. 
Maybe  we  used  to  be,  when  only  a handful 
specialized,  and  when  what  operating  was 
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done  was  minor  and  simple.  Then  came  the 
urologist,  who  seemed  always  to  do  surgery, 
on  the  prostate  and  kidney  and  bladder;  now 
we  have  the  nephrologist  and  the  urologic 
surgeon. 

Consider  ear  nose  and  throat:  they  all 
seem  to  be  surgeons.  And  while  ENT  and 
neurosurgery  and  gynecology  and  urology 
and  plastic  and  orthopedics  and  chest  have 
abandoned  what  was  surgery,  the  general 
surgeon,  who  used  to  do  everything  and  says 
he  can  do  anything,  is  driven  into  a corner 
consisting  of  the  belly  and  parts  of  the  arms 
and  legs. 

In  England  a nonoperating  physician  is 
doctor,  and  a surgeon  is  mister,  while  a 
thoracic  surgeon  in  this  country  is  television- 
wise  a chest  cutter.  The  surgeon  calls  the 
pathologist  the  pathological  doctor,  the 
psychiatrist  is  the  head  shrinker,  and  I have 
been  variously  called  Herr  Doktor,  Doktari, 
Mr.  Doctor,  Docatur,  Monsieur  le  Docteur, 
Doctor,  the  atheist  (for  anesthesiologist), 
and  Doc. 

If  specialization  continues,  we  may  each  be 
different  from  all  our  colleagues,  or  we  may 
be  the  eye  doctor,  the  ear  doctor,  the 
nervous  doctor,  the  baby  doctor,  the  skin 
doctor,  and  so  on.  I’ll  be  the  head  doctor. 

-F.C. 


WHO  WON? 

Someone  I knew,  someone  who  did  not 
enjoy  the  best  of  nonphysical  health,  ap- 
parently ended  it  all  a little  while  ago.  And 
the  question  that  should  be  answered  is,  who 
won?  Did  she  triumph  over  her  illness,  did 
she  say  I won’t  take  it  any  more,  did  she  put 
an  end  to  the  disease  and  to  the  torment  and 
stop  the  trouble  by  destroying  it  in  the  one 
sure  way  open  to  her? 

Or  did  she  lose?  Did  the  disease  win;  did  it 
prove  that  its  mortality  rate  was  complete, 
and  that  she  could  not  fight  it  any  longer? 
Did  it  put  the  gun  in  her  hand,  and  the 
bullet  in  the  brain,  where  the  agony  came 
from? 

Who  wins  in  suicide?  I do  not  mind  the 
thought  that  I will  some  day  be  dead,  since  it 
will  be;  I do  not  relish  the  thought  of  the 
dying  process;  and  I do  not  think  I could 
hasten  the  operation.  Besides  another  phil- 
osophy, it  wants  more  courage  than  I have. 

But  if  illness  of  this  kind  is  associated  with 
suicidal  thoughts,  does  the  disease  destroy 
the  victim,  or  does  the  patient  conquer  the 
disease,  when  it  is  over? 

-F.C. 
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AAy  Specialty: 

Internal  Medicine  and  The  Good  Life 


INTERNISTS  have  been  proud 
of  their  role  in  taking  care  of 
patients  ever  since  Sir  Wil- 
liam Osier  made  the  practice  of  medicine  so 
challenging  and  satisfying.  It  is  said  the  ideal 
internist  “is  a physician  who  provides  scien- 
tifically based,  emphathic  care  for  the  non- 
surgical  illnesses  of  adults.  This  care  tends  to 
be  characterized  by  a mutual  personal  com- 
mitment between  doctor  and  patient,  by 
stability  over  time,  by  substantial  breadth, 
by  availability  and  by  appropriate  attention 
to  elements  of  human  support,  sensitivity, 
and  concern.”  This  somewhat  high-flown  char- 
acterization is  taken  from  the  American 
Board  of  Internal  Medicine,  the  certifying 
group  for  internists.  To  qualify  as  Boarded, 
internists  must  have  had  three  full  years  of 
training,  limit  their  practice  to  nonsurgical 
illnesses  of  adolescents  and  adults,  and  pass 
a rigorous  examination.  Subspecialists  in 
Internal  Medicine  must  concentrate  in  their 
areas  of  interest  for  an  additional  two  years 
of  fellowship.  However,  it  is  recognized  that 
very  few  limit  themselves  just  to  their 
subspeciality  of  heart  of  kidney  disease, 
endocrinology,  hematology,  or  oncology,  but 
continue  in  part  to  practice  primary  care  as 
general  internists.  In  recent  years  voluntary 
recertification  has  been  encouraged  for 
those  who  have  been  previously  certified 
through  taking  a comprehensive  examination. 
Indeed  at  the  present  time  many  internists 
are  preparing  to  take  the  Medical  Knowledge 
Self  Assessment  Recertification  Test  No.  5, 
in  mid  1980.  Prior  to  that,  the  University  of 
Nebraska  and  Creighton  Departments  of 
Medicine  together  will  offer  a course  of 
preparation  June  19-22,  1980. 

There  are  two  major  organizations  of 
internists  in  the  state.  The  American  College 
of  Physicians  (ACP)  has  by  tradition  been 
mainly  interested  in  continuing  education  for 
internists.  The  Nebraska  Chapter  has  a 
College  Governor  and  a Council.  It  sponsors 
an  annual  scientific  meeting,  and  the  national 
organization  publishes  the  Annals  of  Internal 
Medicine.  Applicants  are  elected  to  member- 
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ship  after  they  have  taken  the  American 
Board  of  Internal  Medicine  examination, 
have  achieved  approval  of  the  state  and 
national  membership  committees,  and  en- 
dorsement by  the  College  Governor.  Fellow- 
ship status  signifies  additional  achievement 
and  is  recognized  by  the  proud  letters, 
F.A.C.P. 

The  second  organization  is  the  Nebraska 
Society  of  Internal  Medicine  (NSIM)  which  is 
also  affiliated  nationally.  It  has  similar 
requirements  for  membership  and  deals 
mainly  with  socioeconomic  problems  of  the 
internist.  Most  internists  participate  in  both 
since  their  functions  are  complementary. 
Membership  in  the  ACP  in  our  state  is  now 
238  with  a somewhat  smaller  number  in  the 
NSIM.  Although  internists  nationally 
comprise  20%  of  practicing  physicians,  they 
are  but  9%  in  Nebraska.^  There  are  a 
number  of  excellent  opportunities  for  addi- 
tional internists  in  our  state,  especially 
outside  the  two  largest  cities.  Two  training 
programs  in  Nebraska,  both  accredited  — 
one  at  the  University  of  Nebraska  Medical 
Center  and  one  at  the  Creighton  School  of 
Medicine,  take  36  physicians  into  their 
three-year  program  each  year. 

Internal  Medicine  has  been  very  satisfying 
for  me,  and  I believe  for  almost  all  internists. 
There  is  a fine  relationship  among  the 
internists  in  our  state;  and  many  of  them 
have  taken  roles  of  leadership  in  medical 
practice,  in  our  voluntary  health  organiza- 
tions, and  on  hospital  staffs. 
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ORIGINAL  ARTICLES 


Cystic  Fibrosis  and 
Erroneous  Sweat  Tests 


Making  the  diagnosis  of  cystic 
fibrosis  requires  cliniceil  sus- 
picion and  sweat  tests.  Phy- 
sicians today  £U’e  aweire  of  the  main  clinical 
features  of  pulmonary  and  pancreatic  in- 
volvement and  are  suspecting  the  diagnosis 
earlier  than  in  past  years.  The  accuracy  of 
the  sweat  test  is  the  most  crucial  factor  in 
confirming  the  diagnosis.  The  following  case 
illustrates  this  point. 

Case  Report 

At  age  2V2  years  this  patient  was  noted  by 
his  parents  to  have  a chronic  cough  and  to  be 
“run  down.”  The  following  winter  he  de- 
veloped acute  respiratory  distress  and  was 
hospitalized  for  pneumonia. 

At  age  3 years  he  was  referred  for 
evaluation  of  hepatomegaly.  Liver  enzymes, 
blood  count,  and  bone  marrow  did  not  reveal 
any  etiology  for  the  apparent  hepatomegaly. 
The  patient  was  noted  to  have  bilateral 
pneumonia  at  that  time.  He  also  had  history 
of  rectal  prolapse. 

Over  the  following  summer  the  parents 
felt  that  the  child  showed  some  improve- 
ment, so  he  was  not  taken  to  a doctor  for 
some  time.  Again  in  the  fall  and  winter  he 
developed  respiratory  distress  and  was  treat- 
ed for  pneumonia.  At  that  time  a sweat  test 
was  done  and  was  reported  as  21  mEq/L 
chloride.  He  was  followed  by  his  pediatrician, 
and  because  of  persistent  rales,  the  sweat 
test  was  repeated  the  following  year  and  the 
chloride  was  reported  as  16  mEq/L.  Both 
sweat  tests  were  done  by  the  general 
hospital  laboratory,  using  the  chloride  elec- 
trode applied  to  the  skin.  After  the  second 
sweat  test,  the  child  developed  another 
febrile  illness  with  marked  increase  in  respir- 
atory distress.  His  chest  x-ray  by  this  time 
showed  evidence  of  chronic  changes.  He 
failed  to  improve  after  five  days  of  ampicillin 
therapy  and  was  referred  to  the  University 
of  Nebraska  Hospital. 

Physical  examination  showed  a pale  boy  in 
moderate  respiratory  distress.  He  was  of 
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average  height  and  weight  for  his  age. 
Crackling  rales  were  heard  throughout  both 
lung  fields  and  there  were  areas  of  hyper- 
resonance. There  were  supraclavicular, 
suprasternal  and  intercostal  retractions.  The 
liver  was  down  five  centimeters  and  tender. 
There  was  2+  clubbing  of  the  fingers  and 
cyanosis  of  the  nailbeds. 

Other  relevant  laboratory  results  were  a 
WBC  of  23,000  with  33  polymorphonucleo- 
cytes,  41  bands,  13  lymphocytes,  11  mono- 
cytes, hemoglobin  10.1  gm%  , with  an  MCV 
of  64M^.  Arterial  blood  gases  showed  pH 
7.37,  pC02  56,  and  p02  44  on  room  air.  A 
sweat  test  was  done  by  the  Gibson-Cooke 
method  and  the  chloride  as  determined  by 
titration  was  105  mEq/L.  Also  of  interest  was 
a vitamin  A level  of  0.  An  EKG  showed 
probable  right  ventricular  hypertrophy. 

During  a two  month  period  after  the  above 
child  was  seen,  another  appeared  with 
previously  done  sweat  tests  with  chloride 
values  of  5 and  55  mEq/L.  Tests  here  gave 
results  of  90  and  96.  Conversely,  a non-CF 
child  with  a previous  result  of  155  done 
elsewhere,  proved  here  to  have  17. 

Discussion 

Cystic  fibrosis  can  be  a subtle  disease 
depending  on  the  severity  of  pulmonary  or 
pancreatic  involvement.  This  patient’s  pre- 
sentation had  been  far  from  subtle.  Clinical 
suspicion  was  strong  and  a sweat  test  had 
been  ordered  appropriately  and  repeated. 

There  are  various  reasons  for  delays  in 
diagnosing  cystic  fibrosis.  The  most  common 
of  these  are  as  follows: 

1)  Tolerating  a chronic  cough  without  ob- 
taining a chest  x-ray  and  a sweat  test. 
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2)  Failure  to  look  for  or  recognize  clubbing 
of  the  digits  on  physical  examination. 
Clubbing  may  be  present  as  early  as  1 
month  of  age  if  there  is  pulmonary  in- 
volvement, and  any  child  with  clubbing 
who  does  not  have  cyanotic  heart  disease 
should  have  a sweat  test. 

3)  Assuming  chronic  diarrhea  to  be  allergies 
or  intolerances. 

4)  Uncritical  acceptance  of  sweat  test  re- 
sults. 

The  main  purpose  of  this  paper  is  to  serve 
as  a reminder  that  the  sweat  test  is  often 
less  than  accurate  as  frequently  performed. 
The  various  methods  of  sweat  testing, 
sources  of  error,  and  comparative  costs  are 
reviewed  elsewhere.  * 2 There  are  a few 
other  conditions  which  can  give  elevated 
sweat  electrolytes.3  Most  would  not  be 
confused  with  the  clinical  picture  of  cystic 
fibrosis.  Sweat  electrolytes  may  be  elevated 
in  adulthood. Many  normal  adults  have 
sweat  chlorides  of  60-80  mEq/L.  By  far  the 
most  common  cause  of  false  negative  or  false 
positive  tests  is  laboratory  error. 

The  principal  pitfdl  of  sweat  testing  at 
present  seems  to  be  use  of  a chloride 
electrode  applied  to  the  skin  without  as- 
surance that  em  adequate  amount  of  sweat  is 
present.®  This  hazard  is  avoided  if  the 
volume  of  sweat  is  determined,  as  by 
collecting  the  sweat  in  a gauze  pad  which 
is  weighed  before  and  after  collection. 
No  determination  should  be  accepted  in 
which  there  are  less  than  50  mgm  of 
sweat.  Laboratories  which  offer  the  sweat 
test  should  do  it  with  sufficient  frequency  so 
that  the  technician  performing  it  does  at 
least  100  per  year.  The  chloride  may  be 
determined  by  chloride  electrode  or  by 


titration,  in  the  collected  sweat,  or  a definite 
dilution  of  it.  Otherwise,  or  in  addition, 
sodium  may  be  determined  by  flame  pho- 
tometer. 

Although  treatment  for  cystic  fibrosis 
remains  symptomatic  and  is  in  some  respects 
controversial,  there  is  a better  and  longer 
life  for  patients  today  than  in  the  past.  This 
appears  to  be  related  to  better  treatment 
methods®  and  also  to  earlier  age  of  diag- 
nosis.^ Survival  now  approximates  age  of  20 
years  with  optimal  management.  Cystic  fi- 
brosis is  relatively  common,  occurring  in 
approximately  1:2000  births. 

This  referral  center  each  year  diagnoses 
and  undiagnoses  several  cases  that  had 
previously  had  erroneous  sweat  test  results. 
The  cases  presented  above  are  exaunples  of 
these.  They  serve  to  remind  us  all  that  no 
laboratory  test  is  infallible  and  that  the 
sweat  test  is  particularly  fallible  if  not  done 
by  most  exacting  standards. 
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Correction. 

In  the  article  entitled  “Medical  Aspects  of 
Radiation  Accidents  — Concept  of  the  Re- 
gional Radiation  Health  Center,”  there  oc- 
curred transposition  of  figure  legends  which 
may  be  somewhat  confusing  to  the  reader.  In 
Figure  I in  the  vertical  sequence  the  center 
picture  should  be  at  the  top  and  the  top 
picture  in  the  center,  i.e.,  inverted  to 


correspond  to  the  legend.  In  subsequent 
figures  (i.e..  Ill,  IV,  and  V)  the  legends  have 
been  misplaced.  Figure  III  should  have  the 
legend  from  Figure  V,  Figure  IV  should  have 
the  legend  from  Figure  III,  and  Figure  V 
should  have  the  legend  from  Figure  IV  in 
order  to  associate  the  explanation  with  the 
photograph  correctly. 
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BCAT  is  Not  a Four-Letter  Word 


The  preferred  method  of  imaging 
portions  of  the  body  (extra- 
cranial), continues  to  need 
thoughtful  consideration.  The  specific  role 
being  played  by  computed  transmission  scan- 
ning is  gradually  being  evolved  as  data  is 
gathered  on  the  relative  merits  of  various 
forms  of  imaging,  radiographic,  nuclear, 
ultrasonic,  and  computed.  The  patient  eval- 
uation necessitates  technical  and  professional 
capabilities  of  equal  magnitude  in  these  four 
modalities  of  imaging.  Computer  scanning,  in 
a setting  not  utilizing  the  attributes  of 
ultrasound  and  probably  nuclear  medicine, 
seems  unwise,  in  view  of  the  present  state  of 
the  art  of  each. 

This  approach  is  best  utilized  in  an 
imaging  center  (as  most  radiology  depart- 
ments have  become),  where  the  following 
rules  obtain: 

1)  Directed  by  a radiologist  whose  patients 
are  referred. 

2)  Support  of  various  imaging  procedures  by 
adequate,  regularly  standardized,  routine- 
ly updated  equipment,  and  qualified  tech- 
nicians. 

3)  Sustained  by  his  knowledge  of  dosimetry 
and  health  physics,  the  radiologist  is 
cognizant  of  the  potential  risks  and  bene- 
fits inherent  to  each  procedure,  and  can 
apply  this  ratio  for  each  patient’s  maxi- 
mum benefit. 

4)  Encouraged  by  current  results  from  ef- 
ficacious use  of  each  modality,  individually 
and  collectively,  the  radiologist  and  his 
referring  physicians  can  further  evaluate 
the  cost  effectiveness  of  each  — one  of  the 
many  answers  which  we  physicians,  third 
party  carriers  and  public  seek. 

Sufficient  experience  with  computed 
tomography  of  the  body  has  been  achieved  to 
convince  many  of  the  private  carriers  to  pay 
this  cost  of  evaluation  when  indicated  in  a 
patient’s  workup. 

The  high  cost  of  the  technical  component 
of  the  total  charge  for  CT  studies  results  in 
criticism.  However,  our  charges  must  be 
determined  by  acceptable  economic  prin- 
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ciples,  because  if  we  don’t,  the  government 
will  set  a uniform  rate  for  all  installations. 
We  must  educate  our  referring  physicians  in 
economics,  as  illustrated  by  the  following:  we 
recently  described  on  a jaundiced  outpatient, 
by  CT,  carcinoma  of  the  pancreas  with 
biliary  obstruction  including  a distended 
gallbladder.  Confirmation  with  workup  in  the 
hospital  immediately  following,  without  op- 
eration, resulted  in  the  following  charges  — 
10  times  the  cost  of  the  CT  scan: 


Laboratory  $1,030 

X-ray  (including 

angio  and  ERCP)  900 

Hospital  1,000 

Physician  150 

Total  $3,080 


This  typical  workup  for  a lesion,  notori- 
ously low  in  accuracy,  (as  well  as  cure  rate) 
deserves  thoughtful  consideration  and  dis- 
cussion with  our  colleagues  in  medicine,  as 
well  as  third  party  payers.  Our  comparative 
cost  figures  utilizing  CT  for  trauma  patients, 
have  been  particularly  revealing,  especially 
for  head  injuries:  in  regard  not  only  to  cost, 
but  the  time  factor. 

Where  shall  body  scans  be  done,  when, 
and  under  what  conditions  and  for  a charge 
that  is  fair,  is  the  challenge  before  us. 
Proper  utilization  is  developing,  as  correla- 
tion with  other  imaging  procedures  progress 
and  gradually  evolving  investigative  plans, 
flow  charts  or  protocols.  Less  expensive 
screening  procedures  should  be  utilized 
earlier,  then  prompt,  more  accurate  defini- 
tive diagnoses  can  be  made. 

CT  will  never  be  well  accepted  as  a study 
in  addition  to  the  usual  ones.  It  will  never 
achieve  legitimacy  until  it  can  be  shown  to 
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replace  other  studies  because  it  is  more 
accurate,  efficient  and  cost-effective  and,  in 
many  cases,  less  hazardous. 

CT  must  be  shown  to  have  a favorable 
impact  on  the  outcome  of  illness  (a  test  not 
applied  to  the  vast  majority  of  evaluations 
and  therapies  in  the  past).  Is  it  useful  to 
diagnose  CA  of  the  pancreas,  for  example?  If 
this  forestalls  great  expenditure  for  other 
evaluation,  then  it  is  at  least  cost-effective,  if 
not  outcome-effective. 

Our  role  has  always  been  that  of  a doctor’s 


On  Hospital  Charts 

The  Penne  maketh  the  deepest  fur- 
rowes,  and  doth  fertilize,  and  enrich 
the  memory  more  than  anything  else. 

James  HoweU,  1642. 

Documentation  of  a patient’s 

hospitalization  reflects  the 
care  he  receives.  The  record- 
ing of  a thorough  history  and  examination, 
frequent  progress  notes,  and  a comprehen- 
sive summary  serve  the  physician  well.  The 
act  of  recording  this  information  forces  us  to 
consider  all  aspects  of  the  patient’s  condition: 
the  present  illness;  significant  past  history 
which  affects  the  present  hospitalization; 
abnormal  findings  on  exeunination;  abnormal 
laboratory  and  radiographic  results;  compli- 
cations, such  as  allergic  reactions,  nosocomial 
infections  or  hospital  accidents;  and  fineilly, 
the  patient’s  response  or  lack  of  response  to 
treatment.  Thus,  more  attention  is  paid  to 
the  patient  and  his  or  her  well  being. 

We  must  realize  that  chart  work  need  not 
be  viewed  as  bureaucratic  busy  work;  rath- 
er, it  is  an  opportunity  for  us  to  record  in  a 


doctor  and  the  proper  evaluation  of  referred 
patients,  after  direct  consultation  with  our 
confreres  will  substantiate  our  position  that 
SCAT  is  not  a dirty  word,  but  rather,  as  one 
of  the  new  forms  of  imaging  modalities, 
represents  a giant  step  forward  for  investi- 
gative radiology  of  the  body  by  radiologists. 
Imaging,  including  ultrasound,  and  CT,  in 
radiologists’  hands,  must  be  superior  to  any 
done  by  others;  to  prohibit  self  referral, 
unnecessary  duplication  and  even  wrong 
exams  being  ordered  on  patients  under 
investigation. 
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literary  manner  the  history  of  our  patient’s 
care.  The  chart  becomes,  in  retrospect,  a 
history  book  of  our  efforts.  Portions  of  it  are 
often  later  reviewed  by  us  and,  indeed,  the 
pen  does  enrich  the  memory.  Also,  nurses, 
therapists,  and  others  read  it.  On  occasion 
this  book  is  reviewed  in  a court  of  law.  Keen 
powers  of  observation,  documented  by  me- 
ticulous notes,  virtually  destroy  tort  charges 
of  neglect  or  abandonment. 

All  of  this  is  not  without  consequence. 
Keeping  good  records,  like  writing  good 
prose,  takes  time.  We  have  a choice.  We  can 
make  our  documentation  precise,  gram- 
matically correct,  and  readable,  or  we  can 
use  vague  terminology  and  record  fragments 
of  ideas.  Finally,  we  must  share  our  insight 
and  thoughts  on  the  patient’s  condition  in  the 
form  of  legible  progress  notes.  Illegible 
orders  are  unkind  and  unnecessary. 
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Almost  Fifty  Years;  Over  Fifty  Classes 
A Salute  to  a Teacher 


There’s  a talent  on  this  ceunpus 
for  wonders  in  our  art. 

We’ve  got  artificial  kidneys 
and  an  artificial  heart. 

We  can  fix  blue  babies’  leeiky  valves; 

we  work  with  isotopes. 

We  study  mitochondria  with 
electron  microscopes. 

But  this  dreary,  rainy  morning 
and  the  many  years  give  proof, 

That  no  one  seems  to  know  just  how 
to  fix  this  leeiky  roof. 

The  above  piece  of  satire  is 
taken  from  the  unpublished 
poetical  works  of  E.  Gustav 
Polehock  and  aptly  describes,  in  part  at 
least,  one  of  the  legendary  £u-eas  in  aU  of  the 
University  of  Nebraska  College  of  Medicine: 
the  old  gross  anatomy  laboratory.  One 
particular  individual  has  been  associated 
with  this  legend  for  nearly  half  a century.  He 
is  none  other  than  Polehock  himself,  properly 
Edward  A.  Holyoke,  M.D.,  PhD.,  emeritus 
chairman  of  the  department  of  anatomy. 

Dr.  Holyoke’s  teaching  career  began  in 
about  1930  when  he  was  a graduate  student 
and  had  not  yet  finished  medical  school.  He 
continued  to  teach  after  receiving  his  medical 
degree  and  then  was  frozen  as  an  essential 
teacher  during  World  War  II.  By  then  his 
teaching  career  was  well  established,  and  he 
has  never  left  it.  He  became  full  professor  of 
anatomy  and  in  1960  was  named  chairman  of 
the  department,  a position  he  held  for  13 
years.  He  still  teaches  on  a part-time  basis 
but  now  takes  some  time  to  travel  and  to 
pursue  his  many  hobbies  and  interests. 

My  own  career  at  the  Medical  Center 
began  some  22  years  ago  when  I became  a 
dishwasher  for  the  department  of  medical 
microbiology  at  the  time  it  occupied  the  first 
two  floors  of  the  old  north  laboratory 
building  which  is  now  Poynter  Hall.  The 
anatomy  department  occupied  the  top  two 
floors  of  the  building,  and  so  I quickly  came 
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to  know  it  also.  It  was  not  long  before  I 
became  quite  feuniliar  with  the  general 
atmosphere  of  medical  school  and  at  the  time 
I entered  as  a bona  fide  freshman  student  I 
felt,  perhaps,  a little  more  at  ease  than  did 
the  rest  of  my  classmates.  Then  one  day  Dr. 
Holyoke  entered  the  old  north  amphitheater, 
pulled  the  large  human  skeleton  from  its 
closet  as  he  always  did,  removed  the  lecturn 
from  the  front  table  as  he  adways  did,  and 
began  the  day’s  lecture,  without  notes,  at 
precisely  8:00  AM  as  he  edways  did,  and  then 
stopped  in  the  middle  of  a sentence  as  some 
unfortunate  soul  took  his  seat  a few  minutes 
late.  The  stare  he  gave  that  student  made 
me  shiver  and  sheike ; I vowed  then  and  there 
I was  going  to  be  just  like  everyone  else  in 
that  class:  very  much  awed  by  and  a little 
fearful  of  this  particular  professor. 

It  has  been  interesting  to  see  the  changes 
that  have  occurred  about  the  Medical  Center 
over  the  years.  Traditions  are  built  and  they 
wdl  last,  but  changes  are  bound  to  occur.  I 
have  always  felt  that  the  anatomy  classes  of 
the  middle  1960s  were  perhaps  the  last  to  go 
through  the  traditional  basic  science  pro- 
grams, particularly  gross  anatomy,  and  to 
experience  first-hand  some  of  the  great 
events  that  have  created  the  well  known 
legends  that  exist  today  concerning  this  first 
course  confronting  the  freshman  medical 
student.  Dr.  Holyoke  has  put  together  a 
collection  of  bits  and  pieces  of  this  folklore 
from  the  department  over  the  many  years  he 
has  been  a part  of  it.  I sincerely  hope  he 
publishes  it  someday  for  it  is  well  worth  the 
reading.  In  1969  the  department  of  anatomy, 
along  with  several  other  basic  science  de- 
partments, moved  into  the  new  basic  science 
building.  With  this  move  came  many  changes 
in  the  curriculum.  These  changes  were  of 
some  concern  to  Dr.  Holyoke,  who  felt  the 
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proposed  reduction  in  time  allotted  for  the 
course  would  not  provide  the  students  with  a 
proper  background  to  prepare  them  for  the 
clinical  years.  He  felt  that  the  student  was 
being  pushed  ahead  to  actual  clinical  medi- 
cine before  he  was  really  ready  for  it. 

I have  since  moved  up  the  ladder  from  a 
dishwasher  through  the  positions  of  an 
orderly,  medical  student,  and  now  a member 
of  the  volunteer  faculty  in  family  practice, 
becoming  a teacher  myself.  Through  these 
years  I have  met  many  students,  doctors, 
nurses,  and  others  at  the  Medical  Center  and 
throughout  the  state  who  remember  Dr. 


Holyoke  as  one  of  the  most  significant 
persons  they  have  known  in  their  czu’eers. 

Today  we  read  of  physicians  who  have 
been  in  practice  for  50  years.  It  thus  seems 
only  proper  to  salute  a teacher  who  has  for 
nearly  that  long  been  so  closely  associated 
with  the  careers  of  some  4200  Nebraska 
graduate  physicians.  He  has  been  honored  on 
many  occasions  for  his  teaching  skills  and  his 
long  tenure  attests  to  his  love  for  the  au't  of 
teaching  he  has  mastered  so  well. 

I have  a personal  reason  for  these  views, 
too.  He  is  my  father.  And  I am  proud  of  him. 


Bronchoscopy  in  Private  Practice: 
What  Can  We  Expect? 


BRONCHOSCOPIC  examination 
of  the  tracheo-bronchial  tree 
has  been  available  to  clinicians 
since  the  early  1900s.  Prior  to  the  late  1960s 
this  examination  was  limited  to  visualization 
of  the  trachea  and  major  bronchi  down  to 
about  the  third  bronchial  generation  via  a 
rigid  bronchoscope.  The  introduction  of  the 
flexible  fiberoptic  bronchoscope  by  the  Jap- 
anese provided  the  endoscopist  with  access 
to  bronchial  and  parenchymal  tissue  in 
virtually  every  region  of  the  lung.  This  new 
technology  has  led  to  new  indications,  diag- 
nostic potentials,  and  ultimately  hazards. 
This  paper  discusses  the  results  of  rigid  and 
flexible  bronchoscopy  in  a private  tertiary 
care  hospital  compiled  as  part  of  a retro- 
spective audit. 

Materitds  and  Methods 
310  patients  were  bronchoscoped  during 
the  period  of  July,  1974  through  December, 
1975.  All  procedures  were  performed  in  the 
Special  Procedure  Unit  of  the  Depeu’tment  of 
Radiology  to  allow  access  to  fluoroscopy 
during  the  procedures  when  indicated.  Pre- 
operative eveduation  included  complete  blood 
counts,  platelet  counts,  prothrombin  times, 
and  arterial  blood  gases  in  most  cases. 
Pre-operative  medications  included  meperi- 
dine 50-75  mg  and  atropine  0.8  mg  intra- 
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muscularly.  Local  anesthesia  was  accomp- 
lished via  indirect  laryngoscopy  with  direct 
instillation  of  4%  lidocaine  solution  in  the 
posterior  pharynx  and  larynx,  and  in  most 
cases  through  the  vocal  cords.  Both  rigid 
and/or  flexible  bronchoscopes  were  used  as 
dictated  by  the  clinical  situation.  In  most 
cases  the  flexible  bronchoscope  was  inserted 
orally  and  after  thorough  inspection  of 
nasopharynx  and  larynx,  passed  through  the 
cords  and  via  the  sleeve  technique  a 8.5  mm 
wire-spiral  endotrachael  tube  was  inserted. 
Elderly  patients,  those  felt  to  represent  high 
operative  risk,  and  all  patients  with  Pa02 
less  than  70  mm  mercury  received  supple- 
mental nasal  oxygen. 

To  assure  adequate  airway  control  in  some 
critically  ill  patients,  a #8  rigid  ventilating 
bronchoscope  was  inserted  into  the  trachea 
and  the  flexible  bronchoscope  then  passed 
through  the  rigid  bronchoscope.  During 
brushing  and/or  biopsies  of  non-visible  intra- 
pulmonary  lesions  fluoroscopic  guidance  was 
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used.  When  necessary,  the  patient  was 
rotated  to  the  lateral  position  to  assure 
placement  of  the  operating  instruments.  A 
cytopathology  technician  was  present  during 
all  procedures  for  immediate  handling  and 
processing  of  all  specimens.  During  brush- 
ings  procedure,  the  fiberoptic  bronchoscope 
was  withdrawn  with  the  brush  extended  to 
avoid  potential  loss  of  cellular  material 
within  the  channel  of  the  bronchoscope. 

In  patients  with  suspected  bronchiectasis, 
bronchoscopy  was  first  performed  to  assess 
endobronchial  mucoszd  changes  such  as  local- 
ized inflammation  and  secretions.  The  bron- 
choscope was  then  removed  and  a radio- 
paque catheter  was  placed  fluoroscopicedly  in 
the  appropriate  segment.  Bronchograms 
were  then  accomplished  using  direct  fluoro- 
scopic visualization  followed  by  appropriately 
selected  chest  roentgenograms. 

Outpatients  undergoing  routine  broncho- 
scopy in  the  absence  of  a biopsy  procedure 
were  dismissed  directly  from  the  Radiology 
Department. 

Results 

Bronchoscopy  was  performed  in  177  men 
and  133  women,  with  an  average  age  of  59 
(range  14-92  years).  201  patients  had  been 
admitted  to  the  hospital  with  primary  pul- 
monary complaints,  the  remainder  were 
subsequently  found  to  have  indications  for 
bronchoscopy. 

Fiberoptic  bronchoscopy  was  performed  in 
283  patients,  rigid  bronchoscopy  in  27  pa- 
tients, combined  rigid,  and  flexible  bron- 
choscopes were  used  in  23  patients.  The  50 
rigid  bronchoscopies  constituted  16%  of 
procedures.  Brush  biopsies  of  either  endo- 
bronchial or  pulmonary  lesions  were  per- 
formed in  202  patients,  endobronchial  biop- 
sies in  48  patients.  Transbronchoscopic  lung 
biopsy  was  performed  in  76  patients  and  will 
be  reported  in  a subsequent  paper.  Broncho- 
graphy was  performed  in  19  patients  at  the 
time  of  bronchoscopy. 

Indications  for  Procedure 

The  indications  for  bronchoscopy  are  sum- 
marized in  Table  I. 

Results  in  Patients  with  Carcinoma 

Carcinoma  was  found  in  67  patients  of 


which  57  were  diagnosed  by  a bronchoscopic 
procedure  (either  brushings  or  biopsy).  The 
other  10  were  subsequently  found  to  have 
carcinoma  by  mediastinoscopy  or  biopsy  of 
the  metastatic  site.  Brushings  were  positive 
in  46  patients  and  bronchial  biopsies  in  15. 
Bronchial  washings  were  positive  in  46 
patients,  and  post-bronchoscopic  sputum 
analysis  revealed  positive  cytology  in  13 
patients.  The  diagnostic  yield  of  bron- 
choscopy in  these  patients  was  85%  . In  no 
case  were  the  bronchial  washings  positive 
when  both  biopsy  and  brushings  were  nega- 
tive. Likewise,  in  no  case  were  the  post- 
bronchoscopic  sputa  positive  when  other 
results  were  negative. 

Diagnostic  results  in  patients  with 
hemoptysis. 

In  those  patients  presenting  with  etio- 
logically  uncertain  hemoptysis,  carcinoma 
was  found  in  12  (30%  ),  bronchiectasis  in  3 
(8%  ),  bronchitis  in  10  (25%  ),  tuberculosis,  3 
(8%  ),  and  no  etiologic  diagosis  was  found  in 
12  patients  (30%  ). 

Diagnostic  results  in  patients 
with  relentless  cough. 

Bronchoscopies  were  performed  in  14  pa- 
tients presenting  with  chronic  unrelenting 
cough.  Bronchitis  was  found  in  5 (38% ), 
carcinoma,  bronchiectasis,  aspiration  1 each, 
and  in  6 (43% ) cases  the  procedure  was 
nondiagnostic. 

Final  Pulmonary  Diagnosis 

The  final  pulmonary  diagnoses  in  this 
group  of  patients  are  summarized  in  Table 
II. 

Discussion 

Utility  of  bronchoscopy  as  a diagnostic  tool 
is  well  documented.  Several  nationally  con- 
stituted groups  have  recently  examined  the 
application  of  bronchoscopy  by  pulmonolo- 
gists and  others  in  order  to  assist  training 
programs  in  developing  criteria  for  bron- 
choscopic training.  The  emphasis  has  been  on 
the  number  of  procedures  necessary  before 
one  is  regarded  as  being  fully  trained,  and 
whether  one  needs  to  learn  both  flexible  and 
rigid  techniques.  Additional  criteria  need  to 
be  developed  relative  to  the  indications  for 
the  various  procedures  and  what  diagnostic 
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TABLE  I 


Indications  for  Bronchoscopy 


Symptoms  of  bronchiectasis 

19 

Hemoptysis 

40 

Relentless  cough 

14 

Therapeutic  aspiration 

40 

Abnormal  chest  roentgenogram 

197 

Hilar  mass 

22 

Solitary  pulmonary  lesion 

87 

Alveolar  infiltrate 

56 

Interstitial  infiltrate 

8 

Other  8 

Indications  for  Rigid  Bronchoscopy 
Large  airway  lesion  4 

Life-threatening  hemoptysis  2 

Therapeutic  aspiration  13 

Foreign  body  removal  8 

Assist  flexible  bronchoscopy  23 

TABLE  II 

Final  Pulmonary  Diagnosis  in  310  Patients 


Carcinoma  74 

(9  metastatic) 

Pneumonia  50 

Bronchiectasis  12 

Aspiration  pneumonia  27 

Benign  tumor  12 

Tuberculosis  3 

Histoplasmosis  4 

Pneumocystis  carinii  2 

Cystic  fibrosis  1 

Pulmonary  fibrosis  28 

Sarcoidosis  9 

Hypersensitivity  pneumonitis  3 

Bronchitis,  atelectasis,  mucous  plugging  27 

Pulmonary  cyst 3 

Aspergilosis  1 

Actinomycosis  1 

Nonspecific  granuloma  1 

Lymphoma  . 1 

Miscellaneous  20 


(includes  diaphragmatic  paralysis,  chronic  bronchitis) 

results  might  reasonably  be  expected  once 
the  techniques  £u-e  applied  in  practice.  The 
information  contained  in  this  paper  should  be 
of  value  in  the  decision-making  process  as  to 
whether  bronchoscopy  is  needed  and  what 
diagnostic  yield  might  be  expected. 

Most  bronchoscopists  utilize  biopsies, 
brushings,  and  bronchieil  washings  in  all 
patients  in  whom  carcinoma  is  suspected. 
Saltzstein,  et  al.  found  bronchial  washings  to 
be  helpful  in  diagnosing  lung  cancer, i how- 
ever their  percentage  yield  was  somewhat 
less  than  the  experience  reported  here.  A 
diagnosis  was  obtained  bronchoscopically  in 
85%  of  our  patients,  however,  it  appears 
that  bronchial  washings  add  nothing  to  the 


yield,  and  in  view  of  the  expense  for  analysis 
of  these  secretions  ($30.00  at  our  hospital),  I 
agree  with  Kvale  et  al  that  they  could  be 
abandoned. 2 

Parker  et  al  using  the  transnasal  approach 
did  not  find  a significant  improvement  in 
diagnostic  yield  by  withdrawing  the  bron- 
choscope and  brush  as  a unit  after  brushing.^ 
My  own  feeling  is  that  the  transoral  ap- 
proach has  the  additional  advantage  of  better 
airway  control.  Bleeding  cannot  always  be 
predicted,  and  the  8.4%  (in  this  series) 
incidence  of  significant  bleeding  after  simple 
bronchial  brushing  and  biopsies  would  seem 
to  warrant  this  additional  safety  factor. 

Previous  papers  have  suggested  that  post- 
bronchoscopy fever  occurs  in  up  to  16%  of 
patient.5  This  problem  was  addressed  during 
the  analysis.  A significant  fever  was  felt  to 
be  represented  by  a temperature  elevation  of 
greater  than  1 degree  over  the  preoperative 
value.  This  occurred  in  only  5 patients,  and 
was  considered  insignificant.  It  should  be 
noted,  however,  that  no  special  attempt  was 
made  to  take  frequent  patient  temperatures 
after  bronchoscopies.  Transient  temperature 
elevations  may  have  been  missed  by  the 
nursing  staff. 

I would  agree  with  the  concern  expressed 
by  Brantigan  and  Meyers  regarding  the  need 
for  all  bronchoscopists  to  be  trained  in  both 
rigid  and  flexible  procedures.®  The  flexible 
instrument  is  easier  to  use  for  both  patient 
and  operator,  however  the  rigid  instrument 
was  needed  in  16%  of  these  cases. ^ 

It  is  no  secret  that  potential  for  over- 
utilization of  diagnostic  procedures  exists  in 
all  phases  of  medicine.  For  example,  a 
patient  who  simply  coughs  or  suffers  from 
chronic  sputum  production  should  in  most 
cases  not  need  bronchoscopy.  It  can  be  seen, 
however,  that  in  carefully  selected  patients, 
the  diagnostic  yield  can  be  quite  high.  The 
same  is  true  in  patients  presenting  with 
hemoptysis,  who  are  often  discharged  from 
the  hospital  without  a etiologic  diagnosis. 
This  study  suggests  that  in  carefully  selected 
patients  thoroughly  examined  bronchoscopi- 
cally, an  etiologic  diagnosis  can  be  obtained 
in  70%  of  the  cases. 

I was  also  interested  in  the  impact  of 
modern-day  bronchoscopy  on  the  number  of 
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thoracotomy  procedures  in  this  hospital.  The 
number  of  non-cardiac  thoracotomies  during 
the  3 year  period  prior  to,  and  3 year  period 
after  this  study  were  reviewed.  The  actual 
number  of  such  thoracotomies  increased  from 
30  in  1971  to  50  in  1977.  The  number  of 
thoracotomies  was  compared  to  the  number 
of  hospital  discharges  during  this  same 
period  of  time  (.0024  thoracotomies  per 
patient  discharge  in  1971,  and  .0025  thora- 
cotomies per  discharge  in  1977).  Seemingly, 
bronchoscopy  has  made  little  impact  on  the 
incidence  of  nonceu'diac  thoracotomies  in  this 
hospital,  however  the  total  number  of  pa- 
tients with  lung  cancer  has  increased  from  70 
in  1971  to  175  in  1977.  This  suggests  that 
more  patients  are  being  diagnosed,  and 


subsequently  staged,  for  lung  cancer  without 
a concomitant  increase  in  open  biopsies. 

In  summary,  bronchoscopy  performed  un- 
der carefully  controlled  conditions  in  appro- 
priately selected  patients  is  of  tremendous 
benefit  in  the  evaluation  and  management  of 
patients  with  pulmonary  problems.  It  is  not 
without  risk,  nor  is  it  inexpensive.  Indivi- 
duals undertaking  these  procedures  should 
be  properly  trained  in  all  phases  of  broncho- 
scopic  analysis.  Indications  and  expected 
diagnostic  yield  should  be  stressed  in  bron- 
choscopy training. 

References  may  be  obtained  from  the 
author. 
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My  Fifty  Yea  rs 


I was  born  in  Beatrice,  Nebras- 
ka, graduated  from  the 
Beatrice  High  School  in  1923, 
entered  the  pre-medic  course  at  the  Ne- 
braska University  in  the  fall  of  1923  and 
spent  two  years  in  Lincoln.  I then  entered 
the  Nebraska  Medical  School  in  Omaha, 
Nebraska  and  spent  four  years  there.  I 
graduated  in  1929  at  the  age  of  23  — I think 
the  youngest  man  in  my  class.  Following 
this,  I interned  at  the  Swedish  Hospital  in 
Seattle,  Washington,  and  then  entered  the 
University  of  Vienna  in  Vienna,  Austria  in 
August  of  1930.  I planned  to  spend  a year 
there,  but  after  four  months,  I was  forced  to 
come  home,  due  to  the  economic  depression 
we  were  in,  as  well  as  the  failing  health  of 
my  father.  I entered  the  Hepperlen  Clinic, 
January  1,  1931  and  did  surgery  under  the 
tutelage  of  my  father.  This  was  a going 
concern  here  with  nine  doctors.  My  father 
was  suffering  from  cancer  of  the  prostate, 
and  died  in  1934.  A few  months  before  he 
died,  the  Clinic  was  liquidated  because  of 
the  economic  depression  and  his  failing 
health. 

My  education  was  furthered  by  post- 
graduate courses  at  the  Cook  County 
Hospital  in  Chicago.  I have  attended  many 
graduate  courses  which  are  held  all  over  the 
world  now  — they  usuedly  call  them  Medical 
Seminars. 

Perhaps  the  most  memorable  thing  that  I 
can  remember  about  my  father  is  the  way  he 
handled  pus  cases. 

Let’s  talk  about  a ruptured  appendix  that 
ended  up  with  an  appendiceal  abscess  in  the 
right  lower  quadrant  of  the  abdomen.  He 
said  that  many  of  the  doctors  would  make  a 
right  rectus  incision  over  the  abscess  and 
then  going  down  and  getting  to  the  appendix, 
they  would  break  up  nature’s  adhesions 
which  had  walled  the  area  off  by  loops  of 
small  bowel.  Then  all  of  the  pus  would 
spread  up  through  the  abdomen,  and  the 
patient  would  die  from  peritonitis.  He  had 
always  warned  me  that  if  there  was  any 
doubt  about  having  a ruptured  appendix  and 
an  abscess,  always  make  a very  low  Mc- 
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Burney’s  incision  in  the  right  lower  quad- 
rant. Very  carefully  sneak  in  to  where  the 
appendix  should  be,  and  do  not  break  up  any 
of  nature’s  adhesions.  If  the  appendix  could 
not  be  found  easily,  drain  the  abscess  and 
get  out. 

He  also  told  of  many  consultations  that  he 
had  been  called  in  to  see  with  a right  rectus 
incision  again  over  a ruptured  appendix  with 
a big  cigarette  drain  going  down  to  the 
abscess.  Postmortems  showed  the  small 
bowel  wrapped  around  the  drain  that  re- 
sulted in  an  ileus  that  led  to  bowel  obstruc- 
tion and  a fatality. 

In  1945  I was  hired  by  the  late  Harold 
Peterson,  who  was  Superintendent  of  the 
Beatrice  State  Home,  to  come  out  and  do 
surgery  on  a call  basis.  The  doctors  who  were 
there  were  at  the  retirement  age,  and  in  five 
years  they  both  retired.  I then  went  out  full 
time  as  a Medical  Director,  and  was  the  only 
doctor  there  for  nine  years.  This  job  was 
part-time.  I did  all  the  surgery  and  took  care 
of  the  outpatient  calls.  If  they  needed  any 
special  treatment,  they  were  sent  to  the 
Medical  College  in  Omaha.  During  this  time, 
I was  still  part-time  and  still  maintained  a 
surgical  and  obstetrical  practice  in  Beatrice. 
I usually  spent  about  two  hours  each  day  at 
the  State  Home,  and  had  an  excellent  group 
of  nurses  working  there  who  helped  out  on 
many  cases. 

I learned  by  working  with  the  retarded, 
that  these  people  need  protection.  So  often  a 
retarded  girl  is  easy  prey  for  unscrupulous 
and  indiscreet  men.  I shall  never  forget  the 
sheriff  from  the  Scottsbluff  area  brought  in 
a girl  who  was  14  years  old.  She  was 
pregnant,  she  was  in  labor,  and  had 
pneumonia.  I delivered  her  baby  boy  at  the 
State  Home.  She  died  about  four  hours  after 
delivery  from  pneumonia.  This  girl  was 
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living  with  her  parents  in  a box  car.  They 
were  apparently  employed  by  the  railroad. 
Retarded  boys,  when  they  are  turned  loose, 
are  exploited  by  other  boys,  and  in  order  to 
gain  the  ascendancy,  they  sometimes  will 
steal  for  them  — steal  cigarettes  and  even 
liquor.  We  had  one  or  two  cases  where  this 


occurred  after  the  boys  were  turned  loose 
from  the  State  Home. 

During  my  27  years  as  Clinical  Director  of 
the  Beatrice  State  Home,  I learned  that  what 
these  children  are  expected  to  accomplish 
often  is  beyond  their  abilities. 


Down  Memory 

1.  I shall  go  further  and  tell  you  that 
probably  nothing  I say  to  you  tonight 
concerning  the  physiology  of  the  liver  can  be 
used  on  the  patient. 

2.  Ten  out  of  every  hundred  men  who 
live  to  middle  life  will  die  of  some  form  of 
cancer,  the  incidence  being  still  higher 
among  women. 

3.  We  see,  for  instance,  that  the  average 
net  income  for  physicians  over  the  entire 
United  States  is  apparently  $5,806. 

4.  When  people  consult  several  phy- 
sicians consecutively,  the  last  one  is  always 
right! 

5.  The  class  rooms  and  laboratories  on 
the  Creighton  University  College  of  Medicine 
will  be  enlarged  during  the  summer  to 
enable  the  school  to  admit  double  the 
number  of  students. 

6.  The  right  to  practice  a specialty  in  the 
United  States  may  be  assumed  by  anyone 
after  he  has  secured  his  doctor’s  degree  and 
his  license  to  practice  medicine. 


The  Letter  Box 

Dear  Dr.  Cole: 

In  the  April  1979  issue  of  the  Nebraska 
Medical  Journal  those  hospitals  having  Pit 
Viper  Antivenin  are  listed.  Saint  Joseph 
Hospital  in  Omaha  is  not  included.  A check 
of  the  pharmacy  at  Saint  Joseph  Hospital, 
North  and  South  Campuses,  reveals  that  Pit 


Lane 

7.  Notwithstanding  the  praiseworthy  ef- 
forts of  the  Societies  for  the  Control  of 
Cancer  throughout  the  world,  the  disease  is 
increasing  in  frequency;  in  fact,  is  out- 
stripping our  efforts  to  prevent,  control,  and 
cure. 

8.  Influenza  is  an  infection  the  cause  of 
which  we  do  not  know.  A good  many 
observers  in  this  country  think  it  is  produced 
by  a streptococcus  or  a pneumococcus.  The 
French  school  say  it  is  a filterable  virus.  The 
German  bacteriologists  think  that  the  in- 
fluenza bacillus  is  the  causative  organism. 

9.  Beginning  with  the  close  of  the  World 
War  so  many  physicians  had  gone  into  the 
practice  of  a specialty  there  were  few  towns 
in  America  of  two  or  three  thousand 
inhabitants  or  even  less  that  could  not  boast 
of  their  specialties  of  one  variety  or  another. 

10.  The  great  majority  of  bladder  tumors 
are  clinically  and  histologically  malignant. 

Nebraska  State  Medical  Journal 
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Viper  Antivenin  is  available  at  both  loca- 
tions. 

Sincerely  yours, 

Allen  P.  Klippel,  M.D. 

Associate  Professor  of  Surgery 
Director,  Emergency  Department 
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President's  Page 


I don’t  know  who  started  this  business  of 
the  President’s  Page,  nor  do  I remember 
when.  I do  know  that  in  the  last  few  weeks  I 
have  alternated  between  frustration  trying 
to  decide  what  to  write  that  would  be  worth 
the  printing  (and,  I must  confess,  about 
trying  to  top  my  predecessors  — and  myself 
for  the  next  eleven  issues  of  this  Journal) 
emd  a certain  pleasure  at  the  opportunity  to 
create  something  useful,  not  to  say  stimulat- 
ing. 

What  really  gave  me  pause  was  the 
realization  that  Frank  Cole,  our  EDITOR, 
would  have  first  crack  at  whatever  I did  in 
preparation  for  this  page;  but  — forge  ahead! 
I decided  — and  here  I am  — to  essay 
(comment,  criticize,  review,  struggle,  aim). 

Incidentally  (and  that  can  refer  to  “falling 
or  striking,  as  a ray  of  light,”  or  to, 
“something  casual  or  of  minor  or  secondary 
importance”),  I am,  after  Hohlen,  Charlton, 
and  Kelley,  the  fourth  shrink  to  be  President 
of  the  Nebraska  Medical  Association;  out  of 
110  that  may  suggest  wariness  on  the  part  of 
the  House  of  Delegates.  Well  — fourth  is 
better  than  fifth,  usually. 

Now,  to  the  point. 

“We  will  be  facing  many  serious  problems 
from  within  as  well  as  without,  and,  above 
all,  w'ill  be  required  to  make  a choice 
between  individualism  and  limited  socialism 
with  the  odds  greatly  in  favor  of  the  latter.” 
“I,  again,  urge  you,  as  physicians  and 
citizens,  to  take  a more  active  part  in  the 
politics  of  your  country,  both  local  and 
general.”  These  quotes  are  from  the  May 
1918  (!)  issue  of  the  Nebraska  Medical 
Journal. 

Our  purpose  (the  Nebraska  Medical  As- 
sociation), according  to  our  new  Articles  of 
Incorporation,  are  to  advance  the  science  and 
art  of  medicine,  to  elevate  the  standard  of 
medical  education,  to  Improve  public  health, 
to  provide  fellowship,  to  cooperate  with  the 
American  Medical  Association,  and  to  moni- 
tor proposed  legislation  and  constructively 
affect  such  legislation. 


Much  of  what  we  can  do,  unfortunately, 
since  we  have  lost  some  initiative,  depends 
on  state  and  federal  government.  So  often,  it 
seems,  we  pay  politicians  and  bureaucrats  to 
make  life  tougher  for  us  and  our  patients. 
(HEW,  HCFA,  PSRO,  UR,  FTC,  HSA, 
EEOC,  ERISA,  FEC,  0MB,  et  ). 

We  must  continue  our  efforts  to  preserve 
medicine’s  independence  as  an  art  and 
science  practiced  by  professionals.  We  must 
leaven  that  practice  with  deep  concern  for 
the  welfare  and  freedom  of  our  patients  — 
and  ourselves. 

We  must  continue  to  advance  medical 
knowledge  and  the  constructive  application 
of  that  knowledge. 

We  must  continue  to  urge  our  peers  to 
accept  their  duties  as  citizens  of  a federal 
republic  and  to  resist  any  effort  from 
whatever  source  which  would  destroy  re- 
sponsible individual  initiative,  creativity  and 
freedom.  I have  no  tolerance  for  the  idea 
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that,  “unless  we  do  it  the  government  will  do 
it  for  us”  — or  to  us.  With  such  an  idea  we 
sow  the  dragon’s  teeth,  and  we  have  sown 
many,  already. 

We  are,  or  should  be,  honorable  men  and 


women  who  have  a heavy  responsibility  to 
merit  the  esteem  of  our  peers  and  of  the 
people  whom  we  serve. 

Charles  W.  Landgraf,  Jr.,  M.D. 

President 


The 

Auxiliary 

ANNUAL  STATE  CONVENTION 
MEETING  — APRIL  29  - MAY  2,  1979 
REPORT:  RESOLUTIONS  COMMITTEE 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  Convention 
and  the  accomplishments  of  our  past  year’s 
work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  grateful  thanks  and  appreciation  to 
the  officers  and  other  members  of  the 
Executive  Board  of  our  organization,  who 
have  so  ably  carried  on  the  business  neces- 
sary for  the  proper  functioning  of  the 
Auxiliary;  and  be  it  further 

RESOLVED,  that  our  thanks  and  appre- 
ciation go  to  the  members  of  the  Buffalo 
County  Medical  Auxiliary,  hostess  to  this 
Fifty-fourth  Annual  Meeting,  for  the  wel- 
come hospitality  extended  to  all  of  us;  and  be 
it  further 

RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  Ron  Scott  and  Mrs.  Hiram 
Walker,  Convention  Chairmen,  and  to  their 
committee  chairmen  for  their  work  and 
thoughtfulness  in  planning  for  our  con- 
venience and  entertainment,  and  be  it 
further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  that  we  appreciate 
their  leadership  and  assistance,  that  in 
particular  Dr.  Houtz  G.  Steenburg,  President 
of  the  Nebraska  Medical  Association,  and  Dr. 
Duaine  J.  Peetz,  Chairman  of  the  Commis- 
sion on  Association  Affairs,  be  informed  of 
our  gratefulness  for  their  help  and  guidance 


throughout  the  year,  and  for  including  us  in 
the  symposium  on  “Parenting  the  Adoles- 
cent,” and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor 
of  the  Nebraska  Medical  Journal,  Mrs.  P. 
Wayne  Marsh,  Editor  of  the  Newsletter, 
Blue  Cross-Blue  Shield  for  their  continued 
interest  and  support  of  our  NEWSLETTER, 
Mr.  Kenneth  Neff,  Executive  Director  of 
the  Nebraska  Medical  Association,  Mr.  Wil- 
liam Schellpeper,  Assistant  Executive  Di- 
rector, and  the  office  assistants  for  their 
help  in  preparing  materials  and  mailing  the 
NEWSLETTER,  be  advised  of  our  sincere 
thanks  for  the  efficient  way  they  have 
handled  our  Auxiliary  news,  and  for  their 
ready  assistance  whenever  we  asked  for  it, 
and  be  it  further 

RESOLVED,  that  we  express  our  thanks 
to  the  management  of  the  Holiday  Inn,  The 
Kearney  Daily  Hub,  Radio  Stations  KGFW 
and  KRNY,  Television  Station  NTN,  Channel 
13,  Cattleman’s  Mining  Company,  Dickey 
Dugan’s,  Marjune’  Fashion  Boutique,  and  the 
Omaha  World  Herald,  and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty 
and  devotion  to  the  Nebraska  Medical  As- 
sociation Auxiliary;  that  we  continue  to  be 
faithful  in  supporting  its  activities;  promot- 
ing its  projects  and  protecting  its  reputation 
and  high  ideals,  and  be  it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  NEBRASKA  MEDICAL 
JOURNAL. 

Respectfully  submitted 
Mrs.  Frank  H.  Tanner 
Chairman 
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Join  the 

Flaps  For 

Fitness” 

Campaign. 

Sponsored  by  the  Nebraska  Medical  Auxiliary 
in  cooperation  with 

The  Nebraska  Motor  Carriers  Association. 


Now  you  can  help  carry  an  important  health  message  to  the 
driving  public  with  "Flaps  for  Fitness”.  These  specially-designed 
flaps  have  the  messages  "Cancel  Cancer”,  and  "Go  Get  A Check 
up."  Mount  the  flaps  and  you  have  a continuing  display  of  a good 
health  message  that  will  remind  people  that  they  can  do 
something  to  help  themselves  to  better  health. 

These  flaps  are  tear  resistant,  shatter  resistant,  heavy  duty, 
rust  proof,  and  in  white  with  bright  red  lettering.  $7.83  per  pair. 


Buy  Your  Flaps  At  These  Four  Locations: 

Crete  Carriers,  Lincoln.  Nebraska  at  Northwest  56th  and  Lincoln  Equipment  Company,  Lincoln.  Nebraska  at 

West  O Streets  68528  930  West  O Street  68528 

Shoemakers  Truck  Stop,  Lincoln.  Nebraska  at  Lincoln  Equipment  Company,  Doniphan,  Nebraska  at  U.S. 

4500  West  O Street  68528  Hiway  281  South 


Flaps  For 


33 


Order  Form 


Minimum  Order:  50  Pair 

Wholesale  Cost;  Per  Pair  $6.12  for  24  inch  by  30  inch 
Per  Pair  $7.83  for  24  inch  by  36  inch 
Terms;  30  days,  8%  excise  tax  where  applicable 

Set-Up  Charge:  $7.00  Per  Order 
All  orders  shipped  F.O.B.,  Plymouth,  Michigan 

Personalized  with  your  company  logo:  Special  order  flaps  with  the  fitness  messages  are 
available.  Ask  for  quotation. 

To  Order:  Send  this  form  to  Tuckmar,  300  Hamilton  Avenue,  Plymouth,  Michigan 
I wish  to  order pair, inch  by inch 


Name 

Addres.*? 

No 

Street 

City 

State 

Zip 

Check  with  Roger  Bryan,  regional  sales  representative  for  Tuckmar,  at  1283  South  164th 
Street,  Omaha,  Nebraska  68144  (Telephone  333-3956)  if  you  need  additional  information 
or  have  questions. 


The  Auxiliary 


Dear  Friend, 

“Health  Promotion”  is  our  story.  We  ask 
you  to  cooperate  with  us  in  promoting  good 
health  through  MUD  FLAPS.  We  propose  to 
you  the  following  health  messages  as  pos- 
sible slogans  used  on  semi-trucks  and  pick- 
ups. This  project  is  being  piloted  by  the 
NMAA  for  Nebraska  and  has  promise  of  a 
possible  nation-wide  pubic  relations  story. 
We  feel  this  effort  will  reflect  on  you  (the 


manufacturer,  salesmen,  dealer,  terminal 
owner  or  private  citizen)  as  being  aware  of 
the  need  for  better  health  for  all  Americans. 

Please  review  the  accompanying  data  and 
relate  to  us  your  interest.  Any  further  ideas 
that  you  may  have  that  fit  your  personal 
situation  will  be  gratefully  accepted. 

Nebraska  Medical  Association  Auxiliary 


Flaps  For  Fitness  being  presented  to: 


Governor  Charles  Thone 


AMA  President,  Tom  E.  Nesbitt,  M.D. 


Donn  D.  McMorris,  Chairman  of  the  Board  of 
the  American  Trucking  Association 


NMA  House  of  Delegates 
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University  of  Nebraska 
• •State  Museum 


f i H;l(Mfleries 


Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 

Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit)  $5,000-$25,000 
PATRONS  ( name  on  a patron  plaque)  1,000-  4,999 

tSPONSORS  (certificate  of  appreciation)  200-  999 

Other  Supporters  10-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 

Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 
Dr.  Ralph  Luikart 
Dr.  Arnold  W.  Lempka 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 
PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 

E.  Burkette  Reed  Estate 
Banker's  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stamper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 
Dr.  R.  RusseU  Best 
Nebraska  Radiological  Society 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 

Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic  : 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Continued 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iUary  Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
• m State  Museum 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  Wilbam  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 


OTHER  SUPPORTERS: 


Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  Wesley  G.  Wilhelm 

Dr.  Ernest  W.  Beehler 

Dr.  and  Mrs.  Thomas  H.  Wallace 

Dr.  George  Larson 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  1.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 
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OTHER  SUPPORTERS;  (continued) 
Dr»  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 

Dr.  and  Mrs.  John  L.  Gordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David,  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 


Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott.  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B,  Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 


Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Dr.  Louise  F.  Eaton 
Dr.  M.  L.  Scheffel 
Dodge  County  Medical  Auxiliary 
Northwest  Medical  Auxiliary 
Burt-Washington  County  Medical 
Auxiliary 

Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  Wilbam  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!  I Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 


University  of  Nebraska!  I 
f • State  Museum LJ 


ealth 
alteries 


In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $. 
development  and  maintenance  of  the  Health  Galleries. 


for  the 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name; — 

Address: — — 

County  Medical  Society — — 

For  my  pledge  please  send  reminders Annually Semi-annually  Quarterly 

•k  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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Between  Cases 


Thoughts  On  Graduating. 

We  grow  dumber  by  degrees. 

Mclnerny:  Romanesque. 

Words  I Can  Do  Without. 

Giftable,  clinicity,  interim,  fear  and  trepi- 
dation, in  my  opinion,  in  residence,  flat 
out. 

Section  On  Cardiology. 

The  patient  was  slightly  tachycardiac. 

P = 100. 

Before  The  X-ray. 

Take  off  your  shirt  from  the  waist  up. 

Heard  On  TV,  Unfortunately. 

Drinkable,  enjoyable,  affordable.  It  used  to 
be  something-wise.  Now  it’s  something- 
able. 

Section  On  Veterinary  Medicine. 

Albatrosses  drink  sea  water. 

Department  Of  Hyperacusis. 

I can  hear  the  grass  grow. 

Quote  Unquote. 

All  things  get  worse;  they  don’t  get 
better. 

Freud,  I think. 


Section  On  Natural  Remedies,  Including 
Tetanus  And  Penicillin. 

What’s  that  on  your  head. 

It’s  a bandage.  I got  a cut. 

Ah  you’d  want  to  rub  a bit  of  dirt  into 
that,  that’s  where  the  cure  is,  in  the  hand- 
ful of  sweet  soil. 

From  The  destinies  of  Darcy  Dancer, 
Gentleman,  by  J.  P.  Donleavy. 

Quote  Unquote. 

We  ought  to  acknowledge  openly  some- 
thing we  all  know  privately,  that  there  are 
times  when  a patient  comes  looking  for 
help  that  we  can’t  be  absolutely  sure  of 
what  is  the  best  — or  even  the  right  — 
solution. 

From  The  Doctor  Game,  by  Howard  A. 
Olgin,  M.D. 

Good  Lines. 

Man  is  an  endangered  species. 

Nobody  calls  back. 

Greet  winter. 

The  Physical. 

A not  uncommon  error  on  the  point  of  the 
examiner  is  never  to  admit  that  the  organ 
examined  is  normal. 

Anon. 

On  Dying. 

Death  is  fortunate  for  the  child,  bitter  for 
the  youth,  too  late  for  the  old. 

Publilius  Syrus. 

-F.C. 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator  ? 


\^sodilan-compatible  with  coexisting  diseases 
(e.g.,  giaucoma,  diabetes) 

Vasodilan  has  not  been  reported  toaffect  the  course  of  coexistingdisease;  it  has 
not  been  reported  toaffect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodiian-compatibie  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 

\^sodiian-compatibie  with  your  totai  regimen  for 
vascuiar  insufficiency 

Vasodilan  can  be  a valuable  adjunct  in  planning  a total  therapeutic  program  for 
vascular  insufficiency. 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective; 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  MCI.  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  MCI.  5 mg.,  per  ml 
Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular  5 to  10  mg.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  sliould  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets, 
20  mg.,  bottles  of  100,  500. 1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S,  Pal  No  3,056,836 


VASODILAN  20-mg  tablets 

(ISOXSUPRINE  HCI) 


20  mg  q.i.d.  recommended  dosage 


PHARMACEUTICAL  DIVISION 


t 1978  MEAD  JOHNSON  & COMPANY  • EVANSVILLE  INDIANA  47721  U S - 


TM  asinmaiic 

M\  worried  ahoul  his  next  hreath... 


he’s  active 
he’s  effectively 
maintained  en 


contoins  theophylline  (onhydrous)  150  mg 
ond  glyceryl  guoiocolote  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  Fot  the  symptomatic  relief  of  bronchospostic 
conditions  such  os  bronchial  osthmo  chronic  bronchitis, 
and  pulmonary  emphysema 

Wornings:  Do  not  odministet  more  frequently  thon  every 
6 hours,  or  within  12  hours  ofter  reaal  dose  of  ony  preporo- 
rion  containing  theophylline  or  ominophylline  Do  not 
give  other  compounds  contoining  xonthine  denvotives 
concurrently 

Ptecoutions:  Use  with  coution  in  potients  with  cordioc 
diseose  hepatic  or  renol  impolrment  Concurrent  odminis- 
trotion  with  certoin  ontibiotics.  i e clindomycin  erythro- 
mycin, troleondomycin  moy  result  in  higher  serum  levels 
of  theophylline  Plasmo  prothrombin  ond  foctor  V moy 
increose,  but  ony  clinicol  effect  is  lilsely  to  be  smoll,  Metob- 
olites  of  guoifenesin  moy  contribute  to  increosed  utinory 
5-hydroxyindoleocetic  ocid  readings,  when  determined 
with  nitrosonophthol  reogent  Sofe  use  in  pregnancy  has 
not  been  esioblished  Use  in  cose  of  pregnoncy  only  when 
clearly  needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stimu- 
loting  effect  on  the  centrol  nervous  system  Its  odministro- 
tion  moy  couse  locol  irruotion  of  the  gosttic  mucoso  with 
possible  gastric  discomfort  nouseo  ond  vomiting  The 
frequency  of  adverse  reoctions  is  teloted  to  the  serum 
theophylline  level  ond  is  not  usuolly  o problem  ot  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Copsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pbciss  of  100,  Liquid  in  bottles  of  1 pint  ond  1 
gallon. 

See  package  insert  far  complete  prescribing  information. 


MB8dji]lTr0ijn  PHARMACEUTICAL  DIVISION 
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Medicinews 


Tho  named  by  A.C.C. 

Walt  F.  Weaver,  M.D.,  Lincoln,  Nebraska, 
American  College  of  Cardiology  Governor  for 
the  state  of  Nebraska,  has  announced  that 
the  following  cardiovascular  specialists  in  his 


geographic  area  have  achieved  the  ACC 
membership  rank  of  Fellowship  in  the 
American  College  of  Cardiology: 

Ward  A.  Chambers,  M.D.,  Omaha,  Nebraska. 
Harold  J.  Kuehn,  M.D.,  Omaha,  Nebraska. 


Welcome  New  Members 


Joel  T.  Cotton,  M.D. 

416  Doctors  Building 
Omaha,  Nebraska  68131 


John  Michael  Adams,  M.D. 

2350  North  Clarkson 
Fremont,  Nebraska  68025 

Donald  L.  Arkfeld,  M.D. 

8300  Dodge,  #227 
Omaha,  Nebraska  68114 

Rodney  S.  W.  Easier,  M.D. 

140  South  27th  Street 
Lincoln,  Nebraska  68510 

John  M.  Bennett,  M.D. 

10060  Regency  Circle 
Omaha,  Nebraska  68114 

Samuel  E.  Boon,  M.D. 

555  South  70th  Street 
Lincoln,  Nebraska  68510 

John  W.  Brantigan,  M.D. 

290  Embassy  Plaza 
9110  West  Dodge  Road 
Omaha,  Nebraska  68114 

Robert  W.  Buckland,  M.D. 

102  South  Elm 

North  Platte,  Nebraska  69101 

Robert  Burlingam,  M.D. 

1110  Jackson 
Beatrice,  Nebraska  68310 

Glen  E.  Christensen,  M.D. 

Mental  Health  Center 
Box  1972 

Kearney,  Nebraska  68847 

William  Colantoni,  M.D. 

Department  of  Dermatology 
University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 


Timothy  B.  Denzler,  M.D. 

10060  Regency  Circle 
Omaha,  Nebraska  68114 

Wallace  E.  Duff,  M.D. 

234  Doctors  Building 
Omaha,  Nebraska  68131 

John  J.  Ferguson,  M.D. 

10060  Regency  Circle 
Omaha,  Nebraska  68114 

Harry  Feuerberg,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Lawrence  M.  Fitzgerald,  M.D. 

401  East  Gold  Coast  Road,  #325 
Papillion,  Nebraska  68046 

Timothy  C.  Fitzgibbons,  M.D. 

917  Medical  Arts  Building 
Omaha,  Nebraska  68102 

Toshiro  Fukamori,  M.D. 

Hastings  Regional  Center 
Hastings,  Nebraska  68901 

Joseph  R.  Gard,  M.D. 

2121  South  56th  Street 
Lincoln,  Nebraska  68506 

Walter  E.  Gardner,  M.D. 

1212  Ivy 

Crete,  Nebraska  68333 
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Edward  E.  Gatz,  M.D. 

10029  Frederick  Street 
Omaha,  Nebraska  68124 

Michael  J.  Ginsberg,  M.D. 

1516  South  84th  Street 
Omaha,  Nebraska  68124 

Pinkus  Goldberg,  M.D. 

3414  South  88th  Street 
Omaha,  Nebraska  68124 

Lee  B.  Grant,  M.D. 

P.O.  Box  14000 
Omaha,  Nebraska  68114 

Herbert  A.  Hartman,  Jr.,  M.D. 
Nebraska  Methodist  Hospital 
Omaha,  Nebraska  68114 

Clark  F.  Hehner,  M.D. 

900  Norfolk  Avenue 
Norfolk,  Nebraska  68701 

William  H.  Henderson,  M.D. 

105  South  49th  Street 
Omaha,  Nebraska  68132 

Bruce  W.  Henricks,  M.D. 

2350  North  Clarkson 
Fremont,  Nebraska  68025 

James  W.  Hervert,  Jr.,  M.D. 
704  East  Side  Boulevard 
Hastings,  Nebraska  68901 

Dinh  Ngoc  Hoang,  M.D. 
Crawford 
Nebraska  69339 

David  J.  Hoelting,  M.D. 

Pender 

Nebraska  68047 

Douglas  L.  Holtmeier,  M.D. 
Broken  Bow 
Nebraska  68822 

David  A.  Hughes,  M.D. 

8601  West  Dodge  Road,  ^116 
Omaha,  Nebraska  68114 

Farooq  Jaffer,  M.D. 

1314  Pasewalk,  Apt.  23 
Norfolk,  Nebraska  68701 
R.  D.  Jensen,  M.D. 

601  West  Leota 

North  Platte,  Nebraska  69101 


Lyal  G.  Leibrock,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Robert  LeVeen,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

David  R.  Little,  M.D. 

704  East  Side  Boulevard 
Hastings,  Nebraska  68901 

Gernon  A.  Longo,  M.D. 

1012  Medical  Arts  Building 
Omaha,  Nebraska  68102 

Antonio  P.  Manahan,  M.D. 

6901  North  72nd  Street 
Omaha,  Nebraska  68122 
Serge  A.  Martinez,  M.D. 

555  North  30th  Street 
Omaha,  Nebraska  68131 

Kenneth  J.  Maxwell,  M.D. 

530  Doctors  Building 
Omaha,  Nebraska  68131 

Patrick  J.  McKenna,  M.D. 

601  North  30th  Street 
Omaha,  Nebraska  68131 

Saturnina  L.  Mercado,  M.D. 

Mullen 

Nebraska  69152 

James  Miller,  M.D. 

14th  & Bellevue 
Box  968 

Hastings,  Nebraska  68901 

Michael  J.  Moran,  M.D. 

401  East  Gold  Coast  Road,  #327 
Papillion,  Nebraska  68046 

Daniel  F.  Mouney,  M.D. 

555  North  30th  Street 
Omaha,  Nebraska  68131 

Kent  Myers,  M.D. 

Mitchell 
Nebraska  69357 

William  M.  Packard,  M.D. 

4009  Avenue  B 
Scottsbluff,  Nebraska  69361 


Fred  J.  Kader,  M.D. 

8031  West  Center  Road,  #325 
Omaha,  Nebraska  68124 


Gerald  M.  Paul,  M.D. 

2430  South  73rd  Street 
Omaha,  Nebraska  68124 
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Robert  G.  Penn,  M.D. 

10060  Regency  Circle 
Omaha,  Nebraska  68114 

Gary  D.  Penner,  M.D. 

Aurora 

Nebraska  68818 

Kenneth  R.  Peters,  Jr.,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Richard  B.  Peters,  M.D. 

119  North  51st  Street 
Omaha,  Nebraska  68132 

Eric  W.  Pierson,  M.D. 

2221  South  17th  Street 
Lincoln,  Nebraska  68502 

James  Scharphorn,  M.D. 

2210  Riverview  Drive 
Grand  Island,  Nebraska  68801 
Fredrick  J.  Schwartz,  M.D. 

401  East  Gold  Coast  Road,  #328 
Papillion,  Nebraska  68046 

Gerald  B.  Simons,  M.D. 

234  Doctors  Building 
Omaha,  Nebraska  68131 

Don  Singer,  M.D. 

West  Nebraska  General  Hospital 
Scottsbluff,  Nebraska  69361 

Gary  Smith,  M.D. 

Newman  Grove 
Nebraska  68758 

Mark  B.  Sorensen,  M.D. 

702  South  Bailey 

North  Platte,  Nebraska  69101 

Gregory  C.  Starr,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

David  L.  Sudduth,  M.D. 

Immanuel  Medical  Center 
6901  North  72nd  Street 
Omaha,  Nebraska  68122 
Tom  F.  Tonniges,  M.D. 

608  West  Sixth 
Hastings,  Nebraska  68901 

Kim-Chi  Thi  Tran,  M.D. 

Clay  Center 
Nebraska  68933 


Robert  E.  Tuma,  M.D. 

Crete 

Nebraska  68333 

Mylan  Van  Newkirk,  M.D. 

4009  Avenue  B 
Scottsbluff,  Nebraska  69361 

Gary  Vanderwege,  M.D. 

2107  Box  Butte  Avenue 
Alliance,  Nebraska  69301 

Robert  S.  Wigton,  Jr.,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Kevin  Wycoff,  M.D. 

14th  & Bellevue 
Box  968 

Hastings,  Nebraska  68901 

Cecile  Marie  Zielinski,  M.D. 

Department  of  Surgery 
Creighton  University  School  of  Medicine 
2500  California 
Omaha,  Nebraska  68178 

REINSTATED  MEMBERS 

(Individual  who  dropped  membership 
for  a year  or  so  and  then  joined  again) 

L.  W.  Bauer,  M.D. 

211  West  33rd  Street 
Kearney,  Nebraka  68847 

R.  L.  Bierbower,  M.D. 

Shelby 

Nebraska  68662 

Allan  J.  Hruby,  M.D. 

3169  Leavenworth 
Omaha,  Nebraska  68105 

Ed  Lively,  M.D. 

2472  - 18th  Avenue 
Columbus,  Nebraska  68601 

Stanley  Neil,  M.D. 

701  East  “C”  Street 
North  Platte,  Nebraska  69101 

L.  T.  Placek,  M.D. 

211  Medical  Arts  Building 
Omaha,  Nebraska  68102 

Carroll  Verhage,  M.D. 

Geneva 

Nebraska  68361 
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Coming  Meetings 


2ND  INTERNATIONAL  CLINICAL  GEN- 
ETICS SEMINAR  on  Management  of 
Genetic  Disorders,  under  the  auspices  of 
the  International  College  of  Pediatrics 
organized  by  the  Second  Department  of 
Pediatrics,  University  of  Athens,  June  4-7, 
1979,  Athens,  Greece.  Write  to:  Dr.  C. 
Bartsocas,  Second  Department  of  Pedi- 
atrics, University  of  Athens,  P.O.  Box 
3064,  Ambelokipoi,  Athens,  Greece. 

SELECTED  TOPICS  IN  INTERNAL  MED- 
ICINE - May  30,  31,  June  1,  2,  1979. 
Boys  Town  Institute  Auditorium,  Omaha, 
Nebraska.  One  day  Symposium  on  In- 
fectious Diseases  by  leading  experts  in  this 
field.  Followed  by:  Internal  Medicine  Up- 
date including  discussions  in  Cardiology, 
Endocrinology  and  Pulmonary  and  Renal 
problems.  Program  is  acceptable  for  20 
prescribed  hours  by  the  AAFP.  This 
program  meets  the  criteria  for  20  hours  of 
Category  I credit.  Sponsored  by  Creighton 
University  School  of  Medicine. 


ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY  — The  Forteenth  Annual  Meet- 
ing will  be  held  at  the  Jackson  Lake 
Lodge,  Jackson  Hole,  Wyoming,  June 
13-17,  1979.  Write  to:  Ralph  J.  Kaplan. 
M.D.,  Secretary,  University  of  Oklahoma 
Health  Sciences  Center,  P.O.  Box  25606, 
Oklahoma  City,  OK  73125. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  July  22-26,  1979, 

Chicago,  Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 
Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 


Books 

The  care  of  twin  children;  by  Rosemary  T.  Theroux 
and  Josephine  F.  Tingley;  119  pages;  paperback  $6.75, 
hardcover  $12.95;  published  1978. 

The  authors  are  RNs,  and  are  the  mothers  of  twins. 
The  book  appears  to  be  published  by  The  Center  for 
Study  of  Multiple  Gestation,  Suite  46.3-5,  333  East 
Superior  St,  Chicago,  Illinois  60611.  There  is  also  a 
National  Organization  of  Mothers  of  Twins  Clubs,  5402 
Amberwood  Lane,  Rockville,  Maryland  20853.  The  book 
was  edited  by  Donald  M.  Keith,  M.B.A.,  and  Louis  G. 
Keith,  M.D. 

There  are  only  6 figures;  the  type  is  very  good,  and 
there  is  an  excellent  but  not  alphabetized  index  in,  of 


all  places,  the  middle  of  the  book.  There  are  references. 

Twinship,  the  authors  say,  is  the  closest  of  all  human 
relationships,  exceeding  the  bond  of  mother  and  child. 
But  they  wisely  want  you  to  foster  individuality 
without  destroying  the  special  bond  of  twinship.  Give 
them  unlike  sounding  names,  take  pictures  of  them 
separately  as  well  as  together,  and  let  them  choose 
clothing  and  toys.  I agree. 

If  twins  are  coming,  read  the  book;  I read  a great 
deal  of  it,  anyway,  and  it  didn’t  hurt  me.  I even  liked  it. 

-F.C. 
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WashingtoNotes 


Cata8tropliie  insurance. 

Unexpected  Congressional  pirouetting  has 
made  the  chances  of  some  form  of  a national 
catastrophic  health  insurance  plan  a distinct 
possibility  in  the  immediate  future  — a 
possibility  ruled  out  by  most  lawmakers 
earlier  in  the  session. 

The  first  domino  to  fall  was  the  decision  of 
President  Carter  to  go  with  a first-stage 
catastrophic  national  health  insurance  plan  in 
the  face  of  strong  opposition  from  organized 
labor  and  Sen.  Edward  Kennedy  (D-MASS.) 
who  seek  a more  comprehensive  plan. 

Then,  Chairman  Russell  Long  (D-LA.)  of 
the  Senate  Finance  Committee  introduced  a 
significant  modification  of  his  long-standing 
catastrophic  measure  that  gives  private 
health  insurance  a much  larger  role  and 
eliminates  the  controversial  payroll  tax 
feature. 

At  the  same  time,  leading  Republican 
Senators  — Robert  Dole  (KANSAS),  John 
Danforth  (MO.),  and  Pete  Domenici  (N.M.), 
— offered  their  own,  more  limited  cat- 
astrophic benefit  approach. 

As  if  a house  of  ceu-ds  were  falling,  though 
the  timing  was  coincidental,  the  Kennedy- 
Labor  forces  leaked  their  new  NHI  proposal, 
a sharply-scaled-back  plan  whose  first  phase 
looks  a lot  like  catastrophic. 

The  great  attraction  of  catastrophic  is  the 
low  price  tag,  as  little  as  $5  billion  compared 
with  the  $30  billion  and  more  cost  of  even 
the  most  modest  comprehensive  approach. 
And  from  the  political  standpoint,  there  is 
undeniable  voter  appeed  in  the  idea  of 
protection  against  the  costs  of  severe,  pro- 
longed illness  or  accident. 

The  dominant  Congressional  figure  on 
catastrophic  through  the  years  has  been  Sen. 
Long,  who  with  a few  committee  cohorts 
such  as  Sens.  Herman  Talmadge  (D-GA.)  and 
Abraham  Ribicoff  (D-CONN.),  appeared  to  be 
waging  a lonely  battle  against  comprehensive 
plans  backed  by  previous  administrations 
and  by  labor. 


Long’s  new  bill  requires  that  employers 
provide  catastrophic  coverage.  Wiped  out  is 
the  provision  in  his  previous  bill  — still 
before  the  Finance  Committee  — that  would 
have  financed  this  coverage  through  a one 
percent  payroll  tax.  The  change  pulls  federal 
involvement  several  steps  back  and  makes 
the  measure  far  more  palatable  to  private 
health  insurers.  Small  businesses  would 
receive  tax  breaks  for  providing  this  cov- 
erage and  the  self-employed  would  be  en- 
titled to  a tax  reduction. 

Benefits  in  Long’s  plan  would  begin  after 
$2,000  of  physicians’  bills  and  60  days  of 
hospitalization  have  been  accrued.  Long  says 
he  is  considering  lowering  these  levels. 

The  Dole-Danforth-Domenici  bill  also  re- 
quires employers  to  offer  catastrophic  bene- 
fits through  private  health  insurance  with  a 
deductible  of  $5,000  and  60  days  of  hospitali- 
zation. Employees  would  be  free  to  choose 
whether  to  participate.  The  self-employed 
could  purchase  catastrophic  policies  that 
insurers  would  have  to  provide  under  agree- 
ments with  the  government.  Medicare’s 
coverage  would  be  extended  and  liberalized. 
States  would  be  required  to  provide  cat- 
astrophic Medicaid  benefits. 


National  insurance. 

Sen.  Edward  Kennedy  and  his  Labor  allies 
have  formeilly  given  up  their  long  and 
vociferous  battle  for  a federally-financed  NHI 
program,  bowing  to  the  exigencies  of  budget- 
cutting and  inflation. 

Instead  Kennedy  is  preparing  to  offer  a 
totally  new  approach  retaining  private  health 
insurance  and  financed  largely  by  the  private 
sector.  The  as  yet  unveiled  plan  is  rumored 
to  bristle  with  stringent  federal  controls  — 
but  is  still  a long  way  from  the  federally-run, 
federally-financed  idea  Kennedy  launched  10 
years  ago. 

The  plan  starts  with  the  central  concept 
first  advanced  by  President  Nixon  of  man- 
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dating  employers  to  provide  comprehensive 
health  care  insurance  for  their  workers.  A 
new  and  very  controversial  wrinkle  is  relat- 
ing premiums  to  wages  with  the  higher 
income  people  subsidizing  the  premium  of 
lower  income  workers.  Federal  premium  aid 
would  be  provided  poor  people  and  as- 
sistance would  be  given  small  companies 
financially  hard  hit  by  the  mandate. 

The  second  key  idea,  left  over  from  the 
previous  Kennedy-Labor  plans,  calls  for  a 
national  health  spending  ceiling  and  estab- 
lishment of  federal  and  state  budgeting  and 
negotiating  mechanisms  for  setting  phy- 
sicians’ fees  and  regulating  hospital  costs. 

There  would  be  no  cost  sharing  by 
patients  and  no  limits  on  hospital  or  phy- 
sician care. 

All  health  insurers  would  be  organized  into 
four  consortia  which  would  bargain  on  a 
state  or  area-wide  basis  with  health  pro- 
viders on  prices. 

Although  the  measure  is  designed  to  be 
approved  as  one  package  it  could  be  phased 
in  over  a period  of  years.  A likely  first  phase 
would  be  a catastrophic  benefit. 

Hospital  costs. 

Hospitals  reported  costs  in  January  were 
14.4  percent  higher  than  a year  earlier  due 
to  general  inflation,  a higher  birth  rate,  and 
more  surgery. 

’hysicians'  Classified — 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

FAMILY  PRACTICE-GENERAL  PRACTICE. 
Desires  associates  for  long  established,  busy, 
complete  equipment,  former  2-man  general  prac- 
tice clinic.  Terms  negotiable.  P.D.  Marx,  M.D., 

1.34  South  13th  Street,  Lincoln,  Nebraska  68508. 
(402)  474-6672  or  435-0693  eves. 

GENERAL  / FAMILY  PRACTITIONERS: 
Ogallala,  located  near  Nebraska’s  largest  lake  and 
less  than  four  hours  from  the  Rocky  Mountains; 
currently  offers  an  unusual  opportunity  for  two 
or  three  general  practitioners.  Please  contact 
Dick  L.  Easley,  Hospital  Administrator  or  Jack 
Gemmell,  President  — Physicians  Recruitment 
Committee.  Phone  284-4011  or  284-3434. 


Privacy. 

President  Carter  has  sent  Congress  a 
Privacy  of  Medical  Information  bill  limiting 
federal  access  to  medical  records  and  allow- 
ing individuals  the  right  to  check  their 
records. 

The  measure  also  makes  it  a crime  to 
obtain  medical  record  information  under  false 
pretenses  and  sets  up  other  privacy  safe- 
guards for  information  obtained  by  hospitals 
and  other  facilities. 


The  Administration  bill  provides  that  if 
direct  access  to  records  may  harm  the 
patient,  access  may  be  provided  through  an 
intermediary.  Carter  said  that  “this  legisla- 
tion allows  the  individual  to  ensure  that  the 
information  maintained  as  part  of  his  medical 
care  relationship  is  accurate,  timely  and 
relevant  to  that  care.  Such  accuracy  is  of 
increasing  importance  because  medical  in- 
formation is  used  to  affect  employment  and 
collection  of  insurance  and  other  social 
benefits.” 

The  bill  allows  disclosure  when  it  is 
needed  for  medical  care  and  other  legitimate 
purposes,  such  as  verifying  insurance  claims, 
and  for  research  and  epidemiological  studies. 
In  such  cases,  redisclosure  is  restricted. 


EMERGENCY  ROOM  PHYSICIAN:  Excellent 
opportunity  for  second-career  physician  with  skills 
in  general  practice  seeking  regular  hours  and 
opportunities  in  acute  care  medicine.  Three-man 
ED  group  looking  for  fourth  in  a 500  bed 
community  hospital.  20,000  plus  annual  visits 
with  full  specialty  backup.  Teaching  and  EMS 
development  as  desired.  American  medical  grad- 
uates with  emergency  experience  preferred. 
Corporate  benefits  package  in  excess  of  75,000. 
Write  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kans.  66611.  Ph.  (913)  354- 
6100. 

MEDICAL  DIRECTOR  — General  practitioner 
to  perform  general  examination,  care,  and  treat- 
ment of  patients  at  state  psychiatric  hospital. 
Forty-hour  week  with  rotating  on-call  duty.  No 
surgery.  Starting  salary  of  $41,000  to  845,000, 
depending  on  experience.  Excellent  benefits. 
Contact:  H.  D.  Herrick,  M.D.,  Superintendent, 
Norfolk  Regional  Center,  Box  1209,  Norfolk, 
Nebraska  68701.  Call  Collect:  402-371-4343.  6-79 
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Deception  Among  Smokers  — R.  W.  Sillett 
et  al  (Central  Middlesex  Hosp,  London, 
England)  Br  Med  J 2:1185-1186  (Oct  28) 
1978. 

Subjects  in  two  different  clinical  trials  who 
had  been  advised  to  stop  smoking  were 
asked  if  they  had  done  so.  Some  22%  of 
subjects  (11  of  51)  in  the  first  trial  and  40% 
(33  of  82)  in  the  second  trial  who  said  they 
had  stopped  smoking  were  found  to  have 
raised  carboxyhemoglobin  concentrations. 
Deception  appears  to  be  common  in  people 
trying  to  stop  smoking. 


Death  is  delightful.  Death  is  dawn, 
The  waking  from  a weary  night 
Of  fevers  unto  truth  and  light. 
Joaquin  Miller. 


I know  some  who  cannot  understand  that 
to  take  four  from  nothing  leaves  nothing. 
Pascal 


“Frankly,  I want  a second  opinion.” 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE 

Germany  or  Little  Rock  — Alaska  or 
Tucson,  Arizona  — whatever  your  geo- 
graphical preference,  we’ll  work  to  place 
you  there.  And  you'll  know  the  assign- 
ment before  you  are  committed. 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine.  We 
also  provide  excellent  salaries,  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area.  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about 
Air  Force  medicine. 

Contact  (call  collect); 

Copt.  Robert  Brown 
1 16  South  42nd  St.,  Omaha,  NE 
(402)  221-4319 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Idivley 


MEDICAL 


SLPPLY  CDMPAMY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 
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efore  prescribing,  please  consult  complete  product  information,  a 
ummary  of  which  follows: 

he  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
months,  has  not  been  assessed  by  systematic  clinical  studies  The 
hysician  should  periodically  reassess  the  usefulness  of  the  drug  tor  the 
{idividuai  patient 

ontralndlcatlons:  Tablets  m children  under  6 months  of  age,  known 
ypersensitivity,  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
ith  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
upations  requiring  complete  mental  alertness  (e  g . operating  machinery. 

, riving)  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
ave  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
bdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
iduals  (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
redisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 
iRAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
;nS  depressants 

Jot  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  m 
eu  of  appropriate  treatment  When  using  oral  form  adjonctively  in  convul- 
ive  disorders,  possibility  of  increase  in  frequency  and  or  seventy  of  grand 
nal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
nedication.  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
,)Orary  increase  in  frequency  and  or  seventy  of  seizures 
vjECTABLE  To  reduce  the  possibility  ol  venous  thrombosis,  phlebitis,  local 
ritation.  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
lowly,  taking  at  least  one  mmute  lor  each  5 mg  (1  ml)  given,  do  not  use 
mall  veins,  i e . dorsum  ol  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
■rterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
•ther  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
•dminister  Valium  directly  IV.  it  may  be  injected  slowly  through  the  infusion 
jbing  as  close  as  possible  to  the  vein  insertion 

Vdmimster  with  extreme  care  to  elderly,  very  ill,  those  with  limited  oulmo- 
lary  reserve  because  of  possibility  ol  apnea  and/or  cardiac  arrest,  con- 
;omitant  use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
iepression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
ibie  When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
ige  at  least  1 3.  administer  in  small  increments  Should  not  be  administered 
0 patients  in  shock,  coma,  acute  alcoholic  Intoxication  with  depression  of 
rital  signs 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminisler 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/mcreased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion. depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
laundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  ol  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  m EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity  syn- 
cope. bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea. hyperventilation,  laryngospasm-'pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  retlexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway  Use 
levarterenol  or  metarammol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets.  2 mg.  5 mg  and  10  mg,  bottles  of  100  and  500, 
Tel-E-Dose'  (unit  dose)  packages  of  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls.  2 ml,  boxes  of  10. 
Vials,  10  ml.  boxes  of  1,  Tel-E-Jecl‘  (disposable  syringes),  2 ml.  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers.  and  1 5%  benzyl  alcohol  as  preservative 


Roche  Laboratones 

Division  ol  Hoffmann-La  Roche  Inc 

Nulley,  New  Jersey  071 10 


FORMS  AND  FLfXBILfTY 


Has  precipitated  tome  status  epilepticus  m patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

/l/ithdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
lurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal' 
huscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
jnder  careful  surveillance  because  of  predisposition  to  habituation/ 
Jependence  Not  recommended  for  OB  use 

ifficacy  safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
onged  CNS  depression  observed  In  children,  give  slowly  (up  to  0.25 
Tig/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
epeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions;  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  /.e  , 
ohenothiazines.  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants Protective  measures  indicated  In  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  In  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated) 


5 MG/ML 


2-MG,  5-MG, 
lO-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-MLTEL-E-JECT® 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
lO-ML  VIALS 


ONLLNALUM  (diazepam) 

aVESYDU  1HS  CHOCE  OF  DOSAGE 
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PSYCHOTHERAPELmC 

SKELETAL  MUSCLE 
RELAXANT 


ONLY 


VAUUM 


1919 


TTf  WtOlCVNS 


(diazepam) 

HAS  THESE  TWO 
DISniMCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information. 


BALCONY 


The  Nebraska 
Medical 
Journal 


A character 


all  its  own. 


^ ^ Valium  (diazepam/Roche) 

is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 

A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 

Valium’® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d  to  q.i  d.. 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium*  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10, 
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Opportunities  For 
Primary  Care  Physicians 


Progressive  Midwestern  rural  communities  ore  looking  (or 
pximarv  core  physicians  and  generol  surgeons  ideal  tor 
physicians  concerned  about  high  malpractice  ihsurance 
and  urban  living  complications  All  communities  have 
modern  hospital  ahd  clinic  focilitles  Local  physiclan(s) 
available  tor  coverage  and  medical  support 
Liberal  incentive  offers  are  available  tor  relocation  and 
establishing  practice  Vacation  and  conference  time 
included  in  benefits  package  of  several  locations 
If  interested  in  more  detailed  information,  write  Physician. 
PO  Box  3909,  Omaha,  Nebraska  68103 


Why  doth  one  man’s  yawning  make  another 
yawn? 

Burton. 


* * * 


Alternative  Postmeniscectomy  Regimen 

— T Sergeant  (Coventry  and  Warwick 
Hosp,  Coventry,  England)  and  E.  Edwards 
Br  Med  J 1:449-450  (Feb  17)  1979. 

Eighty  patients  who  had  undergone  routine 
meniscectomy  were  divided  into  two  groups 
for  postoperative  management.  The  first  40 
patients  were  treated  by  the  traditional 
method  of  a compression  bandage  with  a 
backsplint,  followed  by  a ten-day  stay  in 
hospital.  In  the  other  40  patients  a com- 
pression bandage  was  applied,  reinforced  by  a 
plaster  cylinder.  Weight-bearing  was  allowed 
with  the  aid  of  crutches,  and  patients  were 
discharged  after  four  days  in  hospital.  Ade- 
quate splintage  and  early  ambulation  was  more 
convenient  and  comfortable  for  postoperative 
management,  and  no  complications  ensued. 
Less  time  was  needed  for  physiotherapy,  and 
earlier  return  to  work  and  resumption  of 
normal  activities  were  made  easier. 


Believe  one  who  has  tried  it. 
Vergil. 
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The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 
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only,  of  firm  letter  size  (8‘/j  x 11  in.  (22  x 28  cm))  white  paper  , leave 
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the  author 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co..  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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penicillin  V potassium 


is  the  most 


widely  prescribed 
brand  of  oral  penicillin 


V-CiUin  K* 

penicillin  V potassium 

IDescription:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications;  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytof>enia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  1102175] 

•Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


900416 


TABLETS;  500  mg,  250  mg,  and  125  mg 
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|l 

Death  is  a black  camel,  which  kneels  at  the 
gates  of  all. 

Abd-el-Kader. 


The  foolishest  book  is  a kind  of  leaky  boat  on 
a sea  of  wisdom;  some  of  the  wisdom  will 
get  in  anyhow. 

Holmes. 

Gentlemen,  damn  the  sphenoid  bone! 

Oliver  Wendell  Holmes. 


Now  go,  write  it  before  them  in  a table,  and 
note  it  in  a book. 

Isaiah.  XXX.  8. 

Be  swift  to  hear,  slow  to  speak,  slow  to 
wrath. 

James.  I.  19. 

The  way  to  a man’s  heart  is  through  his 
stomach. 

Sarah  Payson. 


The  thousand  doors  that  lead  to  death. 
Sir  Thomas  Browne. 


to 


a 

*« 

S 

o 


tH 

o 

u 

.fa 

Q 

■<■» 

a 

V 

S 

be 

08 

c 

08 


.5  PQ  S 
2!  ^ 
s 3 S 

Q a 
ti  " o 

O : fc. 

b Ph  £ 


be 

fl 

I S 
s a 
CQ  C 

(0  3 
fa  fc 


« 

00 

-it 

to 

o 


CO 

00 

CO 

08 

(A 

08 

(m 

o 

V 

Z, 


s>  I 'S 

CO 


§ S 
O 


CO 

<0 

-C 

In. 

•u 

-a 

bo 

a 

o 

-o 

bo  k. 

ou 
bo 
a 

e 
V5  bo 


^ C o « 
bo:cj  -c 

O 3 " ■ 

<i)  Oq 
c „ 


bo 

c 


2i  ^ 

V5  Q 
Qj  Q, 

^■o 

CO  ^ 

II 

V5  a 

« * « 


8 S 

?N  o 

S ^ 

,oe  bo 

■a  -S 

2 t? 

T3  H 
to  to 

O 

"o  *=^ 
C « 
2 

C ou 

a c 


C 5 

S ^ 
c 

S § o 
o ^ 00 

^ o 


® rs 
c 


o 

-♦i-J  ^ 

CO  ^ 

cc  "O 

8 o 
§ 

O §. 

•fa  8 
"ts  O 


O 2 

I § 

'rt  03 

S 3 

>>  o 


TJ 

<13 

08 
C3 
O 
hJ 

3 

*-3 

G 
• ^ 

G 

•5b 

03 

o 

o ti  ^ 

o 


o 

-<-> 

03 

.a 

03 

03 

G 

G 


a 

o 

J3 

03 

cS 

o 


C3 

G 

u 

-to 

03 

G 

O 

O 


G 

03 

C3 

08 

*r-» 

T5 

03 

bo 

G 


a 

03 

o 
X 

2 m 
:fa  .2 

2 ^ 
x>  o 


« 

* ■* 

<V 

G 

>1 

03 

T3 

CO 

•1^ 

0> 

O 

6 

0) 

U4 

G 

4-» 

C/) 

■M 

s 

03 

03 

”d 

G 

08 

G 

iS 

s 

IL| 

G 

03 

G 

jC 

■iO 

0) 

=a 

03 

o 

fi 

Xi 

G 

-u 

a> 

C3 

-t^ 

Tj< 

"C 

G 

G 

<4-1 

0) 

> 

G 

Ml 

o 

3G 

O 

V 

*H 

'B 

J3 

4^ 

03 

G 

G 

)- 

Ih 

O 

CJ 

G 

4.J 

u 

& 

03 

G 

Ih 

CO 

X 

4-> 

0) 

03 

The  Brompton  Mixture  Versus  Morphine 
Solution  Given  Orally  — R.  Melzak  et  al 
(Royal  Victoria  Hosp,  Montreal,  Canada) 
Can  Med  Assoc  J 120:435-438  (Feb  17) 
1979. 

In  a double-blind  crossover  study,  a 
standard  Brompton  mixture  containing 
morphine,  cocaine,  ethyl  alcohol,  syrup  BP, 
and  chloroform  water  was  compared  with 
morphine  alone  for  controlling  pain.  Both  were 
administered  orally.  Both  relieved  pain 
effectively  in  about  85%  of  patients,  and  no 
significant  difference  was  found  between  them. 


Do  Aerosol  Propellants  Produce  a 
Bronchoconstrictor  Effect?  — D Nolte  et 
al  (Stadtischen  Krankenhaus,  Bad  Reich- 
enhall.  West  Germany)  Dtsch  Med 
Wochenschr  104:172-174  (Feb  2)  1979. 

Twenty-five  asthma  patients  regularly 
showed  an  increase  in  respiratory  resistance, 
as  measured  by  the  oscillation  method,  after 
propellant  from  a dosage  aerosol  had  been 
sprayed  into  their  buccal  or  nasal  cavity.  This 
effect,  which  was  also  seen  in  three 
laryngectomized  patients,  could  be  blocked  by 
ipratropium  bromide,  an  anticholinergic  agent. 
Evidently  it  is  due  to  a bronchoconstrictor 
reflex  elicited  by  the  local  low  temperature 
stimulus  produced  by  the  propellant. 


The  Risk  of  Diagnostic  Cardiovascular 
Catheterization  — J.  N.  Karnegis  (5604 
Valley  Lane,  Minneapolis,  MN  55435)  and 
J.  Heinz,  Am  Heart  J 97:291-297  (Mar) 
1979. 

The  paper  details  a prospective  study  of  the 
risk  of  diagnostic  cardiac  catheterization 
performed  in  a private  community  hospital.  Of 
the  745  adult  patients  undergoing  the 
procedure,  six  experienced  major  complica- 
tions but  no  deaths  during  or  after  the 
procedure,  the  incidence  of  complications 
being  0.8%.  Diagnostic  cardiac  catheterization 
can  be  accomplished  with  little  risk  to  the 
patient. 
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PERCOCET-5  d 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  ot  PERC0CET»-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCOCET'^-5,  and  it  should  be  prescribed  and 
administ’’red  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERCOCET®  -5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines.  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET"-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison’s 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERCOCET^-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERC0CET*-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Required 

PERCOCET’  is  a U S.  registered  trademark  o(  Endo  Inc. 

£ndo  Inc. 

Manati.  F\jerto  Rico  00701 
Subsidiary  of  Endo  Laboratories.  Inc 

Subsidiary  of  the  DuPont  Company  

EDO  644E  bZ9 


Tablets 

PERCOCFKt 

Each  tablet  contains  5 mg  oxycodone  HCI  (WARNING:  May  be  habit  forming) 
and  325  mg  acetaminophen  (APAP) 


FOR  THOSE  WHO  CANT  TOLERATE  ASPIRIN 


] indicated  for  moderate  to  moderately 
severe  pain 

] contains  well-tolerated  acetaminophen 
] provides  the  effective  analgesia  of 
oxycodone 


□ scored  tablet  permits  finer  titration 

□ convenient,  economical  q6h  dosage 

Please  see  opposite  page  for  brief  summary  of 
prescribing  information. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  "M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

205  East  42nd  St.,  New  York,  N.Y.  10017 
National  Rehabilitation  Association 
1522  “K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman,  M.D.,  Councilor 
626  Sharp  Bldg.,  Lincoln,  Nebraska  68508 
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Tenuate""® 

(dlethylpropion  hydrochloride  NF) 

Tenuate  Dospan'' 

(dlethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
d6SCfib6d  b6low 

CONTRAINDICATIONS;  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  dlethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  partof  aweight 
reduction  program  Abuse  of  amphetamines  ano  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  Include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Chiidren:  Tenuate  is 
not  recommended  lor  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  tominimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS;  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  alter  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nenrousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous:  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (dlethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  oveidosage  include  rest- 
lessness, tremor,  hyperreflexla,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panicstates.Fatigueanddepressionusually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxicalfon  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine")  has  been  suggeslecf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiiies  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell* 

References.  1,  Citations  available  on  request -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER.  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga,  M T , 
O'Dillon.  R H,,  and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan  20-21. 1977 

Merrell 
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Overweight  may  not  always  be  simple... 
complications  can  develop^. 


‘ Complicated  or  not... 


1^uate-K  makes  sense. 

And  it^  responsible  medicine. 


‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrel 


For  prescribing  information  see  opposite  page. 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certaindiagnostic  categories  often  require' 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the  ^ 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  | 


In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
I disease.  While  this  corxiition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 


The  anorectic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “. . .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


600 mg  tablets 


Motrin 


bUDoe 


Dohn 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths  ^ 
to  choose  from-  ^0 
600  mg,  400  mg,  and  300  mg 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U.S.A. 


fc)  1979  The  Uplohn  Company 


J-6999-4 


April 
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dmetidine 


How  Supplied:  * 

Pale  p;reen  KV  mu.  tablets 
bottles  of  100  aiul  Single  Unit  Packages  of  100 
(ii:teiuled  for  institutii>nal  use  only). 
Injectioi:,  W m};./2  ml., 
in  single-dose  vials 

and  in  8 ml.  multiple-dose  vials,  ' ^ 
b:>th  in  packages  of  10. 


d SmithKIinp  rompdng 


Inrtpor^nt  data  on  the  pain  of  acute  custitis: 

In  87%  of  patients 
studied  [303  of  349], 

Hzo  GantanoT  reduced 
pain  and^  burning 
within  Z4  hours* 

A controlled,  multicenter  study  assessed  the  efficacy  of 

Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 

acute  urinary  tract  infection  in 

patients  with  at  least  100,000  ' i- • 

colonies  per  ml  of  a sulfonamide- 


sensitive  organism,  usually  £.  co//. 

In  87%  of  patients  with  initial  h 
symptoms  rated  “moderate  to  M 
severe,"  Azo  Gantanol  therapy  re-  1 
suited  in  improvement  within  241 
hours. 


" a 


Fast  pain  relief  plus  effective  antibacterial  action 

Rzo  Gantanof 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley.  New  Jersey  07110. 


Before  prescribing,  please  consult  comply 
uct  information,  a summary  of  which  follow; 
Indications:  In  adults,  urinary  tract  infecti: 
complicated  by  pain  (primarily  pyelonephr- 
pyelitis  and  cystitis)  due  to  susceptible  c-.- . 
(usually  £.  co//,  Klebsiella-Aerobacter,  SrapI 
coccus  aureus,  Proteus  mirabilis,  and.  less 
quently,  Proteus  vulgaris)  In  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Nof.; 
fully  coordinate rn  vitro  sulfonamide  sensli!: 
tests  with  bacteriologic  and  clinical  respor^ 
aminobenzoic  acid  to  follow-up  culture  meo 
increasing  frequency  of  resistant  organisms 
the  usefulness  of  aritibacterials  iiKluding ;... 
fonamides.  Measure  sulfonamide  blood  lev- 
varlatlons  may  occur;  20  mg/100  ml  shouic 
maximum  total  level. 

Contraindications:  Children  below  age  12. 
fonamide  hypersensitivity;  pregnarxry  at  te- 
durlng  nursing  period;  because  Azo  Gantani 
tains  phenazopyridine  hydrochloride  ft  Isc 
dicated  in  glomerulonephritis,  severe  hepa- 
uremia,  and  pyelonephritis  of  pregnancy 
disturbances. 

Warnings:  Safety  during  pregnancy  not  est? 
Deaths  from  hypersensitivity  reactions,  agr.^ 
tosis,  aplastic  anemia  and  other  blood  dys: 
have  been  reported  and  early  clinical  signs 
throat,  fever,  pallor,  purpura  or  jaundice)  r" 
dicate  serious  blood  disorders.  Frequent  CE 
urinalysis  with  microscopic  examination  a-t 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  In  patients  witf 
paired  renal  or  hepatic  function,  severe  all(| 
bronchial  asthma;  in  glucose-6-phosphate  j 
dehydrogenase-deficient  Individuals  In  whq 
dose-related  hemolysis  may  occur.  Maintaui 
adequate  fluid  intake  to  prevent  crystallur:/ 
stone  formation. 


Adverse  Reactions:  Blood  dyscrasias  (agran 
ulocytosis,  aplastic  anemia,  thrombocytope 
leukopenia,  hemolytic  anemia,  purpura,  hy 
thromblnemla  and  methemoglobinemia);  ai 
reactions  (erythema  multiforme,  skin  erupti 
Stevens- Johnson  syndrome,  epidermal  neci 
urticaria,  serum  sickness,  pruritus,  exfoliat 
dermatitis,  anaphylactoid  reactions,  pence 
edema,  conjunctival  and  scleral  injection, 
sensitization,  arthralgia  and  allergic  myocai 
G.l.  reactions  (nausea,  emesis,  abdominal! 
hepatitis,  diarrhea,  anorexia,  pancreatitis  a 
stomatitis):  CNS  reactions  (headache,  pen| 
neuritis,  mental  depression,  convulsions,  a 
hallucinations,  tinnitus,  vertigo  and  insomr 
miscellaneous  reactions  (drug  fever,  chills.' 


nephrosis  with  oliguria  and  anuria,  periarte 
nodosa  and  L,  E.  phenomenon).  Due  tocei 
chemical  similarities  with  some  goitrogens 
uretics  (acetazolamide,  thiazides)  and  oral 
glycemic  agents,  sulfonamides  have  cause 
instances  of  goiter  production,  diuresis  arc 
glycemia.  Cross-sensitivity  with  these  agen 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  a 
painful  phase  of  urinary  tract  infections.  (Ji 
adult  dosage:  2 Gm  (4  tabs)  initially,  then 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  per 
causes  other  than  infection  should  be  soug 
After  relief  of  pain  has  been  obtained,  con 
treatment  with  Gantanol  (sulfamethoxazole 
be  considered. 

NOTE:  Patients  should  be  told  that  the  ora 
dye  (phenazopyridine  HCI)  will  color  the  ur 
Supplied:  Tablets,  red,  film-coated,  each  c 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  lOO’and  ' 


ROCHE 


Roche  Laboratories 
Division  of  Hoffmann-La  Rc 
Nutley,  New  Jersey  07110 
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NORTH  CENTRAL  MEDICAL  CONFERENCE 

Mediterianean 
Air/Sea  Cruise 

A Two-Week  Carefree  Luxury  Cruise  To: 

France,  Italy,  Sicily,  Malta, 

Turkey,  Athens  and  the  Greek  Isles. 

Cost  for  the  entire  vacation  includes  round-trip  airfare;  comfortable  staterooms  aboard 
Paquet  Line's  Mermoz;  gourmet  dining;  transfers  and  baggage  handling;  Travel 
Director;  transportation  and  port  taxes;  gala  parties  and  entertainment. 


Departing  Minneapolis-St.  Paul 
on  October  7,  1979 

From  as  low  as:  $1798 


Send  To:  North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900 

101  E.  5th  Street 

St.  Paul,  Minnesota  55101 


Enclosed  is  my  check  for  $_ 
Names 


.($100  per  person)  as  deposit. 


Address 


City 


State 


A Non-Regimented 


Deluxe  Adventure 


CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


A great  way  of  life. 


You’re  familiar  with  them  by  now  — attor- 
neys, accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 


Contact  (coll  collect): 

Copt.  Robert  Brown,  1 16  South  42nd  Street, 
Omaha,  NE  (402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson.  Jr.,  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela.  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District;  Councilor:  Myron  E. 

Samuelson.  Wymore.  Counties;  Gage, 
Johnson.  Nemaha.  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties;  Antelope. 
Cedar.  Cuming.  Dakota.  Dixon.  Knox. 
Madison.  Pierce.  Stanton.  Thurston. 
Wayne. 

Fifth  District:  Coxmcilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone. 
Burt.  Colfax.  Do^e.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  Seward.  Counties:  Butler. 

Hamilton.  Polk.  Saunders.  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer.  Friend.  Counties:  Clay.  Fill- 
more. Jefferson.  Nuckolls.  Saline, 
Thayer. 

Eighth  District:  Councilor;  Thomas  H. 
Wallace.  Gordon.  Counties:  Boyd. 

Brown.  Cherry,  Holt,  Keyapeiha.  Rock. 
Sheridan. 

Ninth  District;  Councilor:  Joel  T.  John- 
son. Kearney.  Counties:  Blaine.  Buf- 
falo, Custer.  Dawson.  Garfield.  Grant. 
Greeley,  Hall,  Hooker.  Howard.  Loup. 
Sherman.  Thomas.  Valley,  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase. 
Dundy,  Franklin.  Frontier,  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock, 
Kearney.  Phelps.  Red  Willow.  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer.  Ogallala.  Counties:  Arthur. 
Deuel,  (^den.  Keith.  Lincoln.  Logan. 
McPherson.  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba.  Scottsbluff.  Counties:  Banner. 
Box  Butte.  Cheyenne.  Dawes.  Kimball. 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT  SECRETARY  TREASURER 


Adams 

•Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball- Deuel 
Cuming 
Custer 
Dawson 
Dodge 
•Five 
Four 
Gage 
Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington- Burt 
York 

•(Northeast 


Lawrence  A.  McKinnis,  Hastings 
R.  E.  Kopp,  Plainview 
Gary  Smith.  Newman  Grove 
John  H.  Floyd.  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph,  David  City 
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A.  H.  Shamberg,  Kimbedl 
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Loren  H.  Jacobsen,  Broken  Bow 

James  E.  Midges,  Fremont 
Henry  J.  Billerbeck.  Randolph 
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N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson,  Gothenburg 
William  B.  Eaton.  Fremont 
Robert  B.  Benthack,  Wayne 


Patrick  C.  Gillespie,  Beatrice  Klemens  E.  Gustafson,  Beatrice 
Gordon  D.  Bainbridge.  Gr.  Island  Sheridan  T.  Anderson.  Gr.  Island 
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Robert  C.  Calkins,  Scottsbluff 
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Ben  N.  Greenberg,  York 
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PULMONARY  SERVICE  CO., 
INC. 

6729  South  139th  Ave.  Circle 
Omaha,  Ne  68137 


Phone  402-895-2735 


PORTABLE  AND  STATIONARY  OXYGEN 
SYSTEMS  FOR  HOME  USE 

DENNIS  JANES,  CRTT  President 


Propranolol  Withdrawal  in  Angina 
Pectoris  — M.  G.  Myers  et  al  (Sunny- 
brook  Hosp,  Toronto,  Canada)  Am  Heart  J 
97:298-302  (Mar)  1979. 

In  100  consecutive  patients  with  angina 
pectoris,  propranolol  was  abruptly  discon- 
tinued prior  to  elective  coronary  arteriography. 
As  a result,  three  patients  had  a minor 
increase  in  chest  pain.  The  findings  did  not 
support  the  concept  of  a rebound  propranolol 
withdrawal  reaction. 


REPRINTS 
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Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Lettorhead*  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Prke 


Tuberculosis  — United  States,  1978  — 

Tuberculosis  Control  Division  (Bureau  of 
State  Services,  CDC,  Atlanta,  Ga  30333) 
MMWR  28:57  (Feb  9)  1979. 

In  1978,  29,253  tuberculosis  cases  were 
reported  to  CDC.  This  figure,  considered  a 
provisional  total  until  final  corrected  data  for 
1978  are  received  by  the  Tuberculosis  Control 
Division,  represents  a decrease  of  2.5%  (752 
cases)  below  the  1977  provisional  total  of 
30,005.  Similarly,  the  provisional  case  rate  of 
13.4  per  100,000  is  3.6%  less  than  in  1977. 
Since  1953,  the  annual  case  rate  has  decreased 
at  approximately  6%  per  year.  Although  the 
corrected  data  may  change  the  1978  case  rate 
slightly,  a 3.6%  decrease  is  one  of  the  smallest 
in  the  past  25  years. 


Nothing  can  happen  more  beautiful  than 
death. 

Walt  Whitman. 

For  what  I will,  I will,  and  there  an  end. 

Two  Gentlemen  of  Verona. 


. .‘It’s  a boy’,  you  say  — well,  ask  him  what  he 
wants  . . .!” 
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October  3 Seminar 

Omaha  — 7 p.m. 

Place  To  Be  Announced 

"Nutrition  in  Growth 
and  Development... 
Current  Practices  in  Pediatrics" 


Dr.  JoAnne  Brasel,  AA.D. 

Associate  Professor  of  Pediatrics 
Institute  of  Human  Nutrition 
Columbia  University  College  of  Physicians 
and  Surgeons 

Co-sponsored  by  Dairy  Council  of  Central 
States  and  Omaha  District  Dietetic  Associa- 
tion. For  more  information  contact  Joan 
Werblow,  R.D.,  Dairy  Council  of  Central 
States,  6901  Dodge,  Room  104,  Omaha,  NE 
68132  (402)  558-5811. 


The  Barium  Enema  — D.  E.  Gerson  et  al 

(Harvard  Medical  School,  Boston,  MA 

02115)  Radiology  130:297-301  (Feb)  1979. 

To  identify  symptoms,  signs,  or  laboratory 
findings  (disease  indicators)  associated  with 
either  a high  or  low  yield  of  abnormal  barium 
enemas,  1,041  patients  were  studied.  A 
specific  search  was  made  for  subgroups  with 
one  or  more  statistically  significant  indicators 
or  large  bowel  disease.  If  enemas  were 
performed  only  for  statistically  significant 
indicators  (fever,  positive  stool  benzidine, 
rectal  or  abdominal  mass,  low  hematocrit)  or 
indicators  of  clinical  importance  (weight  loss, 
constipation,  diarrhea)  only  13%  of  examina- 
tions would  be  eliminated.  However,  10%  of 
patients  with  gastrointestinal  disease  would  be 
missed. 


Some  books  are  to  be  tasted,  others  to  be 
swallowed,  and  some  few  to  be  chewed 
and  digested. 

Bacon. 


Poliomyelitis  — Pennsylvania,  Maryland 

— R.  Gens  et  al  (Center  for  Disease  Control, 
Atlanta,  GA  30333)  MMWR  28:49-50  (Feb 
9)  1979. 

The  first  paralytic  poliomyelitis  case  in  the 
United  States  in  1979  was  reported  in  an 
unvaccinated  22-year-old  woman  from  an 
Amish  community  in  Pennsylvania,  who  had  no 
known  exposure  to  individuals  with  clinical 
poliomyelitis  or  who  had  been  recently 
vaccinated  with  live  virus  vaccine.  Type  1 
poliovirus  was  isolated  from  her  stool  and  from 
the  stools  of  12  asymptomatic  members  of  her 
community. 


Some  remedies  are  worse  than  the  disease. 
Syrus. 

When  in  doubt,  win  the  trick. 

Hoyle. 

My  eyes  make  pictures,  when  they  are  shut. 
Coleridge. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


THE  DIGNITY  OF  BECOMING 
A PATIENT 

A great  deal  has  been  written  about  the 
indignity  of  becoming  a patient,  and  it  is  time 
to  reply.  When  you  are  hurting  or  bleeding  or 
short  of  breath,  you  have  dignity  and  little  else. 
When  you  are  the  myocardial  infarction  in  a 
numbered  room,  you  have  lost  nothing  that  I 
will  call  dignity:  nor  have  you  lost  your 
identity:  but  you  have  something  else,  you 
have  a diagnosis. 

Now,  we  do  not  really  rob  a patient  of  dignity 
when  we  put  him  in  the  hospital,  and  if  you  feel 
undignified,  what  did  it  to  you  was  your 
disease.  Hospital  gowns  are  notoriously 
unbecoming  and  somewhat  immodest,  but 
they  are  designed  for  efficiency.  If  your 
bathroom  trips  are  disturbing  and  waste- 
product  analysis  (I  am  trying  to  keep  this  as 
dignified  as  I can)  is  necessary,  why  there,  I 
suppose,  goes  some  of  your  dignity. 

It  was  once  the  custom  to  avoid  examining  a 
royal  patient  because  of  loss  of  dignity,  and  to 
look  at  a doll  instead,  and  an  attendant  would 
say  that’s  where  it  hurts  his  royal  highness:  and 
you  can  see  what  kind  of  medical  attention  his 
majesty  got:  it  was  not  very  good. 

If  you  are  going  to  be  a patient,  you  will  be 
touched  and  undressed  and  spoken  to  plainly, 
but  none  of  this  will  be  ungracious,  and  that’s 
what  counts.  As  for  what  you  look  like  in  a 
hospital  gown,  who  cares? 

But  you  haven’t  really  lost  your  dignity. 
That’s  just  something  that  somebody  made  up 
a little  bit  ago,  and  too  many  people  have  been 
agreeing.  The  hospital  is  where  you  go  to  get 
well. 

- F.C. 

MEASURE  PLEASURE 

Quantity  and  quality  are  all  about  us,  and 
scientists  spend  their  lives  counting  and 
measuring.  Some  counting  is  easy,  as  dead 
bodies,  and  some  is  not,  as  nausea.  We  now 
have  units  of  pain,  called  dols,  and  it  is  time  we 
had  units  of  pleasure,  called  coles. 

Intense  heat  hurts,  and  so  does  cold.  Blows 
are  painful,  and  heads  ache.  And  since  a 
toothache  may  be  more  distressing  than  a 


stubbed  toe,  and  as  one  headache  may  hurt 
more  than  another,  we  have  units  of  pain. 

But  what  of  pleasure?  Taking  the  afternoon 
off  may  elate  you,  and  winning  a lottery  will 
bring  genuine  rapture.  There  are  as  many 
kinds  of  pleasure  as  of  pain.  Consider  eating, 
drinking  water  when  you  are  thirsty,  sex,  and 
hearing  that  the  biopsy  report  was  benign. 
There  is  the  thrill  of  victory  and  there  is  the 
agony  of  losing. 

If  it  feels  good,  do  it,  says  my  friend.  And 
how  good  can  you  feel?  You  order  prime  rib 
over  hamburger  because  it  affords  you  more 
pleasure.  Winning  your  diploma  may  warm  the 
cockles  of  your  heart,  and  getting  a raise  will 
bring  delight. 

Measure  pleasure,  I say.  I think  it  can  be 
done.  And  if  you  call  the  units  coles,  it  will 
make  me  happy,  very  happy. 

-F.C. 


ONCE  MORE,  WITH  FEELING 

I am  struggling  with  some  old  classics  and  a 
new  piano:  and  the  advice  that  comes  along 
with  the  notes  is  not  always  helpful.  I mean 
things  like  Fast  but  not  too  fast;  a metronome 
number  would  be  better.  Or  a half  dozen 
words,  each  one  of  which  means  slow.  And  a 
bunch  of  Italian  phrases  when  I am  playing  the 
song  in  English.  But  what  irritates  me 
especially  is  to  be  told  to  play  something  with 
feeling,  or  in  a spirited  manner,  or  even  lively. 

If  the  passage  is  to  sound  lively,  the  message 
will  be  contained  in  the  song  itself:  you  cannot 
make  a funeral  dirge  lively,  nor  a march  sound 
like  Meet  Me  Tonight  In  Dreamland.  And  if 
you  are  being  told  to  play  one  group  of  notes 
with  feeling,  it  means  only  that  others  may  be 
played  unfeelingly. 

We  are  sometimes  told  that  certain  disease- 
states  are  to  be  handled  carefully,  which  can 
only  mean  that  other  medical  conditions  can 
be  dealt  with  carelessly.  This  makes  as  little 
sense  as  Once  more  with  feeling.  I put  all  the 
feeling  I have  into  all  the  Beethoven  I play, 
which  is  not  very  much:  and  I think  all  patients 
should  be  treated  with  care. 

— F.C. 
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I FEEL  FUNNY 

Textbook  symptom-sections  tell  you  about 
abdominal  pain,  headache,  nausea,  and 
bleeding.  They  do  not  include  whatever  it  is 
that  makes  a patient  say,  I feel  funny,  but  they 
should. 

Or,  I feel  twinjy,  when  you  have  twinges,  or 
spells. 

It  is  not  easy  to  describe  discomfort;  malaise 
will  not  do  it.  There  are  simply  times  when  you 
feel  funny.  And  when  you  say  this,  a good 
doctor  may  press  on,  literally  and  not,  and  find 
out  why  you  feel  funny. 


I have  written  this  little  essay  without  once 
saying  he.  I have  had  to  reconstruct  sentences, 
and  I am  getting  tired  of  it;  I compose  on  the 
typewriter.  Having  to  avoid  the  word  he 
changes  the  style  of  my  writing.  I am  sorry  to 
have  to  struggle  with  the  fact  that  we  do  not 
have  a good  English  word  to  say  what  I mean, 
and  disappointed  because  I do  not  want  to 
offend  the  ladies,  and  because  I detest  he/she, 
he-or-she,  along  with  and/or. 


From  now  on,  I will  say  he  when  I mean  he  or 
she..  I will  be  glad  to  hear  from  the  ladies;  I 
always  am. 

- F.C. 


WHO  READS  NURSES  NOTES?* 

Nurses. 


- F.C. 


THE  ANNUAL  SESSION 

The  meeting  came  and  went.  There  was 
work,  and  there  was  fun,  and  I enjoyed  both, 
having  the  fun  and  seeing  the  work.  I visited 
with  friends,  and  I missed  seeing  those  who 
were  not  there.  The  councilors  and  the 
delegates  were  more  than  industrious,  the  staff 
worked  hard,  and  the  reference  committee 
meetings  proved  interesting  and  lively,  as 
always. 

The  students  came,  and  I think  they  liked  it. 

I wish  nonmedical  outsiders  could  come,  too. 

We  might  invite  the  nurses. 

And  I would  like  to  see  the  members  of  the 
Auxiliary  at  our  meetings. 

The  President’s  Reception  and  Fun  Night 
were  marvelous,  and  your  Editor  was  dragged 
onto  the  dance  floor  more  than  was  good  for 
him,  but  nobody  was  hurt. 

We  work  hard,  and  we  play,  and  we  visit. 
Kearney  was  good  to  us,  very  good.  I admired 
the  work,  I enjoyed  the  fun,  and  I especially 
delighted  in  the  visiting. 

-F.C. 


*I  hereby  submit  this  as  the  shortest  editorial 
in  the  world. 
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My  Specialty;  Allergy  and  Clinical 
Immunology  as  a Medical  Specialty 


I T is  quite  probable  that  man  has 
had  the  capacity  to  become 
allergic  since  his  origin. 
Descriptions  of  allergic  manifestations  date  to 
antiquity.  The  old  expression,  one  man’s  meat 
is  another  man’s  poison,  now  is  a cliche  dating 
from  its  first  enumeration  by  Lucretus  in  the 
first  century  B.C.  The  term  asthma  was  used  in 
the  writings  of  Hippocrates.  Botollus  in  1565 
described  a condition  we  recognize  today  as 
hay  fever  or  asthma  due  to  extrincis  excitants. 
Bostock,  in  1819,  appears  to  have  been  the 
first  to  describe  seasonal  hay  fever  as  a 
distinctive  symptom  complex. 

The  scientific  basis  for  the  study  of  allergy 
and  clinical  immunology  might  reasonably  be 
dated  to  some  monumental  studies  of 
immunology  in  the  nineteenth  and  twentieth 
centuries.  Henr\’  Sewall,  in  his  laboratory  at 
the  University  of  Michigan  in  1812,  demon- 
strated that  pigeons  could  be  immunized 
against  the  effects  of  rattlesnake  venin. 
Following  these  findings,  Calmette  in  Paris 
developed  an  antivenin.  Later,  Von  Behring 
developed  diphtheria  antitoxin.  Studies  of 
infectious  disease  toxins,  antitoxins,  and 
immunity  were  expanded  rapidly  thereafter. 

Richet  in  1902  injected  his  dog  with  the 
toxic  urtica  of  the  Portugese  Man-O-War  and 
found  no  illness  after  the  first  injection.  A 
second  injection  ten  days  later  resulted  in 
profound  illness  of  the  animal.  Rosenau  and 
Anderson  in  1906  further  developed  the 
details  of  this  experiment  and  the  basis  of 
anaphylaxis  was  established. 

Following  Bostwick’s  original  description  of 
a condition  consisting  of  catarrh  occurring  only 
at  certain  times  of  the  year,  Blackley  ascribed 
pollen  to  its  etiology.  In  1911,  Noon  of  London 
undertook  the  treatment  of  grass  hay  fever 
with  small  but  increasing  doses  of  an  extract 
made  from  grass  pollen.  In  1906,  Von  Perquet 
proposed  the  term  allergy  to  indicate  a state  of 
altered  response,  energy,  or  reactivity  and 
implied  a difference  from  the  reaction  of 
anaphylaxis.  Finally,  Doerr  in  1909  elaborated 
on  the  definition  to  include  all  forms  of  altered 


DONALD  C.  NILSSON,  M.D. 

reactive  capacity,  irrespective  of  the  presence 
or  absence  of  antigen  antibody  reactors.  Atopy 
was  described  as  the  familial  form  of  this  state. 
With  this  term  allerg>’  is  entirely  appropriate 
today  in  the  description  of  all  of  the  so-called 
clinical  allergic  responses. 

Little  impressive  change  occurred  in  the 
field  of  clinical  allergy  until  the  monumental 
work  of  Ishizakas  and  Johansson  in  the  sixties. 
The  purification  and  definition  of  IgE  as  a 
major  component  of  the  allergic  mechanism 
was  established.  Quantum  leaps  in  knowledge, 
but  also  complexity  of  the  study  of  allergy  has 
occurred  since  that  time. 

With  the  availability  of  IgE,  advances  in 
technology  and  the  science  of  immune  biology, 
we  are  able  to  define  a rationale  for  allergy 
immunotherapy  that  previously  had  been 
speculative  and  antecdotal. 

It  now  seems  evident  that  the  first 
measurable  change  to  occur  after  initiating 
immunotherapy  is  a rise  in  block  antibody, 
temporarily  related  to  a reduction  in  symp- 
toms clinically.  The  importance  of  using 
blocking  antibody  to  improvement  is  still 
obscure,  however. 

Initially,  IgE  levels  may  rise  after  immuno- 
therapy, followed  by  a slow  but  progressive  fall 
over  a period  of  years.  The  overlapping  of 
normal  and  abnormal  IgE  levels  obscures  the 
usefulness  of  this  immunoglobulin  determina- 
tion, however. 

Probably  more  important  clinically,  re- 
duction of  histamine  release  from  washed 
leukocytes  occurs  with  successful  immuno- 
therapy and  correlates  well  with  clinical 
results.  The  mechanism  by  which  cells  are 
rendered  insensitive  to  antigen  is  not  clear. 
Among  the  possibilities  are: 

1.  Inhibition  of  reagin  synthesis. 

2.  Alteration  on  the  surface  of  most  cells  such 
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that  it  no  longer  binds  the  Fc  piece  of  IgE. 
3.  Alteration  of  the  metabolic  activity  of  the 
cell  so  that  antigen  antibody  reaction  on 
the  cell  surface  does  not  trigger  histamine 
release. 

Much  of  the  above  was  unknown  or 
embryonic  in  my  medical  school  days.  The  rate 
of  data  accumulation  in  the  field  of  allergy  and 
clinical  immunology  during  the  past  twelve 
years  is  staggering.  I am  sure  I share  this 
frustration  with  most  of  my  medical  colleagues. 
We  live  in  exciting  but  frustrating  times  to 
practice  our  specialty.  The  many  research 
tools  within  our  field  are  tantalizing  because 
they  may  give  answers  to  clinical  problems 
heretofore  unanswered,  yet  many  are  not 
generally  available.  Improvement  of  extract 
materials,  modification  of  antigen  for  safety, 
and  increased  efficiency,  measures  to 
modulate  the  immune  system,  all  are 
techniques  which  are  imminent  within  some  of 
our  life  times.  When  they  occur,  it  should  make 
our  present  techniques  seem  archaic,  indeed. 
For  now,  we  live  with  what  we  have. 

Accepted  standard  of  training  in  allergy  are 
two  years  formal  approved  fellowship,  fol- 
lowing accepted  training  in  Internal  Medicine 
or  Pediatrics.  The  more  recent  Conjoint  Board 
of  Allergy  and  Clinical  Immunology  now 
provides  a more  liberal  path  toward  specialty 
recognition,  particularly  for  those  with  formal 


training  in  other  fields  such  as  ENT  and 
Dermatology.  In  the  future,  allergists  will 
increasingly  concern  themselves  with  broader 
aspects  of  clinical  immunology.  Immediate 
hypersensitivity  (i.e.  hay  fever,  intrinsic 
asthma)  may  be  intertwined  with  other 
immunological  disorders  within  the  Cell  and 
Coombs  classification.  Many  of  these  prob- 
lems may  overlap  broadly  so  that  pure  types  of 
disease  become  increasingly  impossible. 

Allergy  and  Clinical  Immunology  provides  a 
unique  interface  between  the  disciplines  of 
many  fields  in  medicine.  Fundamentally,  we 
are  internists  or  pediatricians,  but  we  are 
required  to  be  concerned  with  certain 
problems  of  dermatology,  EENT,  gastro- 
enterology, cardiology,  pulmonary  medicine, 
nephrology,  and  rheumatology,  and  last  but 
not  least,  psychiatry. 

Thus,  the  first  patient  of  the  day  might 
suffer  from  classical  seasonal  fall  hay  fever 
(Cell  and  Coombs  Type  1).  The  second  one 
may  have  drug  induced  hemolytic  anemia 
(Type  2).  The  third  may  have  serum  sickness 
urticaria,  (At  least  partially  Type  3).  The 
fourth  may  have  contact  dermatitis  or  may 
have  repeated  respiratory  infections  as  part  of 
a hyper  IgE  syndrome,  (At  least  partially  Type 
4).  Thus,  the  scope  of  the  specialty  is  broad.  It 
is  an  exciting  and  fascinating  one.  I have  not 
regretted  my  choice. 


192 


Nebraska  Medical  Journal  July  1979 


ORIGINAL  ARTICLES 


Sinus  Node  Dysfunction  Associated 
with  Lithium  Therapy:  Report  of  a Case 
and  a Review  of  the  Literature  * 


Lithium  first  found  widespread 
use  in  the  late  1940s  as  a salt 
substitute,  fell  into  dis- 
favor after  several  instances  of  toxicity 
were  reported,  and  now  has  reappeared  as 
an  important  agent  in  the  treatment  of 
affective  disorders.'  Adverse  reactions  are 
common  with  its  use,  but  cardiovascular  side 
effects  are  unusual. 2 However,  among  them, 
sinus  node  dysfunction  is  emerging  as  a 
distinct  entity. 3''  It  is  the  purpose  of  this 
report  to  describe  a case  of  “sick  sinus 
syndrome”  associated  with  lithium  admini- 
tration  and  to  review  the  literature. 

Case  Report 

A 60  year  old  female  was  admitted  in  7/77 
for  evaluation  of  bradycardia.  Lithium  car- 
bonate, 900  mg/day,  had  been  started  in 
March  of  1975  for  unipolar  depression  with  a 
good  response.  Mild  hypertension  noted 
some  months  later  was  controlled  with  low 
doses  of  a diuretic  and  methyl  dopa.  In  early 
1976  regular  bradycardia  was  noted  by  her 
physician;  her  heart  rate  had  previously 
been  normal.  Several  electrocardiograms 
(ECGs)  disclosed  sinus  bradycardia  with 
occasional  episodes  of  SA  block;  the  PR 
interval  was  .24  seconds.  An  ECG  in  1971 
also  demonstrated  a PR  interval  of  .24 
seconds  but  with  a sinus  rate  of  80;  T wave 
height  was  unchanged  in  the  interval.  The 
patient  denied  a history  of  rheumatic  fever, 
diphtheria,  chest  pain,  palpitations,  syncope, 
ankle  edema,  or  shortness  of  breath.  She  had 
been  told  once  as  a girl  that  her  pulse  was 
slower  than  her  sister’s  but  still  normal. 
Family  history  was  positive  for  hypertension 
and  coronary  artery  disease.  Physical  exam- 
ination revealed  a regular  pulse  of  44  and  a 
blood  pressure  of  140/85.  An  S4  and  a Grade 
I/VI  systolic  ejection  murmur  were  present. 
The  remainder  of  the  examination  was 
unremarkable. 

Laboratory  data  consisting  of  a complete 
blood  count,  urinalysis,  and  routine  serum 
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chemistries  including  cardiac  enzymes  and 
thyroid  function  tests  were  normal.  The 
lithium  level  was  0.8meq/l.  The  chest  x-ray 
was  clear.  The  initial  ECG  revealed  a sinus 
rate  of  33  with  a possible  SA  Wenckebach 
rhythm  (Fig.  1).  A repeat  ECG  disclosed  a 
regular  sinus  rate  of  50.  24-hour  Holter 
monitoring  demonstrated  a sinus  rhythm 
varying  from  40-85  beats  per  minute,  oc- 
casional wandering  of  the  pacemaker,  occa- 
sional episodes  of  SA  block,  and  occasional 
premature  atrial  contractions.  With  exercise 
a smooth  increase  in  sinus  rate  to  128  beats 
per  minute  occurred;  within  10  minutes 
following  exercise  sinus  bradycardia  with 
occasional  nodal  escape  beats  reappeared.  ST 
depression  during  the  test  was  not  signifi- 
cant. Atrial  pacing  at  130  beats  per  minute 
for  3 minutes  produced  a sinus  node  recovery 
time  that  was  over  twice  as  long  as  the 
patient’s  baseline  P-P  interval.  A diagnosis  of 
sick  sinus  syndrome  associated  with  lithium 
therapy  was  entertained.  Owing  to  the 
desire  of  the  patient  and  her  psychiatrist  to 
continue  lithium  therapy,  a permanent  pace- 
maker was  implanted  and  the  patient  has 
done  well  since. 

Comments 

Lithium  is  remairkably  free  from  cardiac 
side  effects. 2 Only  mild,  reversible  T wave 
flattening  has  been  reported  to  occur  with 
any  consistency."’  However,  associated  with 

•This  study  was  supported  in  part  by  Nebraska  Heart  .Association 
Student  Grant  02-77-78. 
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FIGURE  1 

Electrocardiogram  showing  sinus  bradycardia  and  SA  Wenckebach  phenomenon 
manifested  by  progressive  shortening  of  the  P-P  interval  followed  by  a sinus  pause. 


TABLE  I 

CLINICAL  CHARACTERISTICS  OF  PATIENTS  WITH  LITHIUM  ASSOCIATED 
SINUS  NODE  DYSFUNCTION 


Patient 

Serum 

Lithium 

[meq/1] 

Sex 

Age 

Duration  of 

Lithium 

Therapy 

Cardiac 

Symptoms 

Prior  History 
of  Cardiac 
Disease 

K + 

[meq/1] 

Rhythm 

13 

1.0 

F 

56 

6 years 

Syncope 

Diphtheria 

Normal 

Irregular  SB** 

2^ 

1.5 

F 

64 

7 years 

None 

ASHD*** 

Presumably 

normal 

SB  with  pauses 
and  episodes  of 
SA  block 

3* 

0.8 

F 

60 

9 months 

None 

Hypertension 

Normal 

SB  and  occasional 
SA  block 

4^ 

? 

M 

64 

5 years 

Palpitations 

None 

Presumably 

normal 

2nd  degree  SA  block 

5® 

2.1 

M 

57 

2 years 

Syncope 

ASHD*** 

2.5 

SB  and  SA  block 
and  idionodal 
rhythm 

6^ 

3.8 

F 

61 

2 years 

None 

? 

3.5  — 8.1 

Idionodal  rhythm 

78 

2.5 

F 

49 

2 years 

Syncope 

None 

Presumably 

normal 

Normal  sinus  with 
frequent  SA  block 

3.0- 

0.3 

M 

30 

Acute 

overdose 

None 

None 

Normal  — 
2.4 

SB  and  occasional 
ventricular  escape 
beats 

•The  subject  of  this  report 
••Sinus  bradycardia 
•••Arteriosclerotic  heart  disease 
••••Keference  number 
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its  use  has  been  a variety  of  rare,  apparently 
idiosyncratic  side  effects,  especially  sinus 
node  dysfunction,  the  subject  of  this 
report.^® 

Table  1 summarizes  the  clinical  features  of 
these  cases,  including  the  one  we  report. 
Patients  whose  lithium  levels  were  “thera- 
peutic” ( < 1.5meq/l)  tended  to  be  older 
women  with  a probable  substrate  of  cardio- 
vascular disease.  Duration  of  therapy  and 
symptomatology  were  variable,  as  they  were 
in  the  group  thought  to  be  lithium  toxic.  The 
latter  patients  were  heterogeneous  in  other 
respects  as  well.  Associated  cardiovascular 
disease  was  absent  in  many.  One  patient  (#8) 
was  young  and  represented  an  acute  over- 
dose superimposed  on  long  term  therapy:  the 
others  (#5-7)  were  older  and  probably  suffer- 
ing from  chronic  toxicity.  Several  had  an 
unstable  serum  , but  correction  of  this 
factor  characteristically  did  not  improve 
sinus  node  function. 

Sinus  bradycardia  was  the  rule  in  the 
patients  whose  levels  were  therapeutic  and 
common  in  those  who  were  toxic.  SA  block 
was  frequent  in  both  groups,  but  appearance 
of  ectopic  pacemaker  activity  seemed  re- 
stricted to  the  toxic  group  in  whom  hypo- 
kalemia was  common.  It  is  noteworthy  that 
one  patient  (#7)  experienced  SA  block  with- 
out associated  sinus  bradycardia.  Sinus  rate 
was  increased  and  rhythm  stabilized  in  two 
patients  (#s  1,  3)  by  atropine  and  exercise.  In 
another  patient  (#4)  these  maneuvers  pro- 
duced only  nodal  tachycardia  and  premature 
ventricular  contractions.  Carotid  sinus  mas- 
sage did  not  appreciably  affect  the  rate  in 
either  case  in  which  it  was  attempted 
(#s  1,  4).  Notably  absent  in  all  patients  were 
abnormalities  of  AV  and  intraventricular 
conduction. 

Mechanisms  of  lithium  action  are  com- 
plex.’’ The  ion  rapidly  enters  excitable 
tissue  via  the  sodium  channels  but  is  not 
effectively  removed  by  the  sodium  pump. 
K+  efflux  then  occurs,  in  part  as  a result  of 
increasing  intracellular  positivity. Micro- 
electrode studies  in  pacemaker  cells  reveal  a 
resultant  fall  in  resting  membrane  potential 
and  a slowed  rate  of  diastolic  depoleu’ization.’^ 
The  former  effect  probably  relates  to  intra- 
cellular accumulation  of  lithium,  the  latter  to 
increased  efflux  of  potassium.  AV  and  intra- 


ventricular conduction  have  variably  been 
reported  to  be  unchanged  or  prolonged  in 
these  studies. ‘3' Beyond  serving  as  a 
partial  substitute  for  Na+  and  K+  , lithium 
may  act  on  the  heart  by  increasing  reuptake 
of  norepinephrine  at  synapses,  causing  a 
diminished  adrenergic  effect  on  the  heart, '■’> 
and  by  inhibiting  cAMP  formation  or  func- 
tion,” again  lessening  adrenergic  effect  as 
well  as  producing  alterations  in  myocardial 
metabolism.  ’3 

How  lithium  caused  sinus  node  dysfunction 
in  these  patients  can  only  be  postulated. 
Appearance  of  the  arrhythmia  after  several 
years  of  therapy  in  many  cases  suggests  that 
development  of  underlying  cardiovascular 
disease  may  be  an  important  factor.  The 
overall  older  age  of  these  patients,  the 
frequency  of  associated  cardiovascular  di- 
sease and  prompt  reappearance  of  the 
arrhythmia  in  the  patients  rechallenged  with 
the  drug  support  this  concept.  Altered  flux 
of  Na+  and  K+  , especially  the  latter,  is 
almost  certainly  part  of  the  problem  as  well. 
As  described,  lithium  acts  to  lower  the 
resting  membrance  potential  and  slow 
diastolic  depolarization.  The  former  effect 
enhances,  the  latter  decreases  automaticity. 
Which,  if  either,  predominates  may  in  part 
determine  the  ultimate  effect  of  lithium  on 
the  heart.  Such  altered  ionic  flux  is  pre- 
sumably magnified  in  those  who  are  lithium 
toxic,  resulting  in  frequent  derangement  of 
serum  K+  . Intracellular  hypokalemia  has 
been  proposed  as  the  mechanism  of  the 
frequent  T-wave  flattening  seen  with  lithium 
therapy however,  the  lack  of  this  effect  in 
most  of  these  cases  suggests  that  different 
mechanisms  exist  for  these  two  lithium 
related  phenomena. 

A striking  feature  of  the  ECGs  of  the 
patients  reviewed  is  the  relative  preserva- 
tion of  conducting  function  as  reflected  by 
normal  PR  and  QRS  intervals  in  the  face  of 
marked  sinus  node  dysfunction.  The  concept 
of  selective  suppression  of  the  SA  node  is 
supported  by  the  His  bundle  electrograms 
performed  by  Wellens  et  al,  3 which  demon- 
strate normal  conduction  in  the  AV  node  and 
His  bundle  at  a time  when  sinus  node 
function,  as  measured  by  recovery  time 
following  rapid  atrial  pacing,  was  markedly 
abnormal.  Similar  studies  by  Wilson  et  al  in 
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another  patient  demonstrated  slight  pro- 
longation of  the  H-V  interval  during  lithium 
therapy  but  to  a much  lesser  extent  than 
sinus  node  recovery  time.  Suppression  of 
sinus  automaticity,  reversibility  with 
epinephrine,  and  preservation  of  His- 
Purkinje  function  £u-e  Eilso  seen  experi- 
mentally in  hearts  in  which  the  calcium 
dependent,  “slow  inweu-d  current,”  postulated 
to  be  fundamental  to  normal  pacemaker 
activity,  is  pharmocologically  blocked.*®  In 
these  studies,  AV  nodal  conduction  is  slowed 
as  well,  not  a documented  feature  of  the 
subjects  in  this  report.  Nevertheless,  the 
lack  of  automaticity  in  the  normal  AV  node 
separates  it  functionedly  from  the  SA  node, 
and  it  is  possible  that  selective  effects  exist. 
Indeed,  a case  of  reversible  first  degree  AV 
heart  block  has  been  reported  in  association 
with  lithium  therapy.*"* 

Although  underlying  cardiac  disease  may 
contribute  to  sinus  node  dysfunction  in 
patients  receiving  lithium,  the  disorder  is 
usually  reversible  with  discontinuation  of 
therapy.  Two  individuals  in  this  series, 
however,  required  permanent  pacemakers; 
our  patient  (^3),  who,  as  stated,  was  con- 
tinued on  lithium  therapy,  and  the  patient  of 
Kleinert  (^5),  in  whom  it  is  not  clear  whether 
lithium  therapy  was  continued  or  not. 
Whether  arrhythmias  occurring  in  patients 
whose  levels  were  toxic  would  recur  at 
therapeutic  levels  requires  clarification. 
Patient  #7  demonstrated  recurrence  of  the 
arrhythmia  upon  rechallenge,  but  the  level 
at  which  this  occurred  was  not  stated;  and 
the  remaining  patients  (#s  5,  6,  8)  were  not 
rechallenged.  The  generally  good  prognosis 
for  these  patients  emphasizes  the  importance 
of  checking  the  pulse  routinely  in  patients 
receiving  lithium,  a simple  and  effective 
means  of  screening  for  this  disorder. 
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The  Doctor  as  Counselor  to  the  Widow 


Many  new  widows  come  to  the 
doctor’s  office  with  a real  or 
imagined  illness.  It  is  well 
established  that  those  who  have  lost  spouses 
are  particularly  vulnerable  to  physical  illness 
and  have  higher  death  rates.  Compared  to 
married  women,  widowed  women  have  a 50 
percent  greater  chance  of  dying  from  heart 
disease  or  stroke,  twice  the  risk  of  dying 
from  cancer  of  the  cervix,  and  four  times  the 
risk  of  dying  in  an  automobile  accident. 
Furthermore,  studies  indicate  the  incidence 
of  suicide  is  higher  in  widowed  than  in 
married  individuals.* 

In  over  50  interviews  of  widows  I asked 
each  one  if  she  sought  professional  help,  and 
if  so,  her  reactions.  Interestingly,  a high 
proportion  of  the  women  complain  about 
members  of  the  clergy,  that  they  express 
platitudes,  and  are  unaware  or  unable  to 
give  concrete  help.  On  the  other  hand,  most 
who  have  spoken  with  their  doctors  feel  they 
have  benefited  psychologically.  From  com- 
ments of  these  women  and  from  my  own 
experience,  I have  learned  that  the  en- 
lightened physician  is  in  an  advantageous 
position  to  ameliorate  the  widow’s  mental 
and  physical  stress.  For  those  who  seek  a 
physician’s  assistance,  his  knowledge  and  the 
patient’s  respect  for  him  permit  his  practic- 
ing preventive  as  well  as  curative  medicine. 

In  order  to  care  for  the  widow-patient,  it  is 
essential  that  the  doctor  understand  the 
grief  process.  I shall  briefly  discuss  the 
stages  of  grief  and  the  specific  reactions  that 
take  place,  and  present  ways  that  other 
widows  and  I have  been  helped  by  our 
physicians. 

Grief  work  (a  term  first  used  by  Freud)  is 
the  task  of  mourning,  and  it  is  painful,  long, 
and  repetitive. 2 Most  important,  the  be- 
reaved must  face  her  feelings  and  express 
them  to  someone  she  trusts.  Failure  to  carry 
grief  work  to  completion  can  cause  the 
widow  serious  problems  later  on.  The  reac- 
tions to  grief  and  the  time  required  to 
complete  it  vary  with  each  woman.  Such 
factors  as  age,  type  of  death  (sudden  or 
anticipated),  the  amount  of  ambiveilence  in 
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the  husband-wife  relationship,  and  the  inner 
resources  of  the  individual  affect  the  widow’s 
mourning  and  her  adjustment  to  widowhood. 

Stages  of  grief 

Numbness*  the  first  stage  of  bereavement, 
begins  within  minutes  of  the  death  news,  and 
can  continue  for  the  first  few  days  to  several 
months.  The  event  comes  as  a shock  whether 
it  was  a sudden  death  or  a lengthy  illness. 
However,  in  the  anticipated  loss,  unless 
death  has  been  denied  by  the  widow,  the 
shock  is  not  as  great.  Numbness  is  a 
protective  emotional  blanket  which  helps  the 
survivor  gradually  assimilate  the  news.  Dur- 
ing this  initial  stage  of  grief,  the  widow  is 
usually  unable  to  grasp  the  full  significance 
of  her  loss.  In  some  instances  she  is  amazed 
at  feeling  nothing  while  those  around  her  are 
crying.  In  what ' may  seem  a mechanical 
manner  she  plans  the  funeral  and  begins  the 
financial  steps  common  to  new  widows. 
People  often  express  surprise  at  how  well 
she  is  doing  during  the  first  phase  of  grief. 

The  second  stage,  reality,  is  the  most 
painful,  for  the  numbness  has  worn  off  and 
the  impact  of  the  death  has  hit  the  widow. 
She  wakes  up  one  day  acutely  aware  of  a 
new  set  of  problems  she  must  handle  as  a 
single  person.  During  this  period,  she  rea- 
lizes the  responsibility  of  being  the  sole 
parent  around  the  clock;  friends  and  rela- 
tives having  absorbed  their  own  shock, 
return  to  routines,  leaving  the  widow  more 
alone  than  ever.  Financieil  worries  often 
plague  her.  On  top  of  these  adjustments,  she 
is  lonely  and  frightened  by  her  strange 
reactions  to  her  husband’s  death.  As  her 
confusion  continues,  the  widow  is  still  trying 
to  deny  the  death,  while  simultaneously 
trying  to  accept  the  reality.  ^ This  is  the 
period  when  it  is  most  necessary  that  she 
ventilate  her  emotions. 

♦Researchers  of  grief  use  different  terms  to  describe  the  stages.  These 
are  the  terras  which  I feel  are  most  apt. 
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Finally,  the  last  stage,  recovery,  slowly 
begins.  The  widow  is  able  to  think  of  her 
husband  with  nostalgia  and  warmth  rather 
than  just  pain  and  sadness.^  She  is  now 
making  a gradual  adjustment  to  single  life. 
She  feels  better,  looks  to  future  goals  in 
terms  of  education,  work,  and  men.  What  is 
most  important  to  remember  here  is  that 
there  will  be  relapses.  During  this  time,  it 
often  seemed  to  me  personally  that  for  each 
advance  of  three  steps  I would  regress  two 
steps.  When  the  widow  thinks  she  is  making 
headway,  suddenly  the  distress  of  the  second 
stage  returns.  She  needs  to  be  reassured  this 
is  natural.  The  mourning  process  is  com- 
pleted when  the  deceased  is  internalized  and 
becomes  part  of  the  bereaved. 

Unlike  the  first  stage  of  grief,  the  last  two 
are  not  sharply  defined,  but  are  continuous 
and  merge  into  one  another. s Although  the 
time  span  to  complete  the  task  of  mourning 
varies,  one  year  with  the  full  circle  of 
seasons  and  their  birth  and  death  symbols 
may  be  the  most  meaningful  objective 
period.®  However,  for  some  women  the 
process  will  take  two  to  three  years. 

Reactions  to  death 

What  are  the  most  frequently  occurring 
reactions  of  the  widow  to  death?  The  first  is 
denial  which  is  universal.  “The  fact  of  death 
is  often  too  much  for  the  human  psyche  to 
cope  with  and  so  it  must  buy  time,  by 
denying  the  reality  of  death.  Denial  is  such 
a powerful  psychic  mechanism;  at  times  we 
all  use  it  to  avoid  facing  something  which  is 
too  painful  to  confront.  That  disbelief  con- 
tinues is  apparent  in  the  widow’s  restless- 
ness of  the  first  few  months  which  is 
believed  to  be  a form  of  searching.  She  may 
look  for  her  husband  in  his  favorite  chair, 
think  she  sees  him  when  she  is  shopping  or 
on  a trip. 

Denial  shows  itself  in  dreams  and  in 
hallucinations  of  the  deceased.  The  widow 
wants  so  desperately  to  believe  her  husband 
did  not  die  that  she  may  report  hearing  his 
voice,  his  key  in  the  lock,  or  even  seeing 
him.  These  hallucinations  are  normal,  and 
most  bereaved  say  they  are  helpful.  Young 
people  are  less  likely  to  hallucinate  than 
those  over  the  age  of  forty.® 


Guilt  and  anger  can  take  both  rational  and 
irrational  forms  and  be  devastating  and 
frightening.  In  an  intense  emotional  relation- 
ship, ambivalence  is  always  present;  strong 
love-hate  feelings,  in  this  case  for  the 
deceased.  However,  the  more  ambivalence 
there  was  in  the  relationship,  the  more  guilt 
the  widow  suffers.  GuUt  can  take  a number 
of  forms.  In  my  own  case,  I had  an  argument 
with  my  husband  the  night  before  he  died. 
The  evening  of  the  funeral  I felt  panicky  as  I 
recalled  our  angry  words.  Some  women  feel 
guilty  because  they  failed  to  insist  that  their 
husband  see  the  doctor  sooner.  Others  have 
expressed  remorse  that  they  were  not  better 
wives  or  that  they  are  grateful  they  are  the 
ones  still  alive.  Usually  guilt,  like  the  other 
emotional  reactions  to  bereavement,  dis- 
appears in  time.  But  in  some  cases,  un- 
resolved guilt  can  be  a prolonged  problem 
for  the  bereaved. 

Anger  also  can  be  overwhelming,  and  may 
be  felt  toward  the  doctors  and  nurses  who 
took  care  of  the  patient.  The  widow  may  be 
angry  at  God.  Irrational  as  it  may  seem, 
sometimes  she  is  furious  with  her  husband 
for  abandoning  her  to  raise  the  children 
alone  and  earn  the  living.  She  may  lash  out 
at  friends  and  relatives  whose  husbands  are 
still  alive.  This  anger  is  one  of  the  causes  for 
family  relationships  breaking  up  following 
the  funeral. 

Regression  is  a very  importamt  part  of 
bereavement  that  sometimes  embarrasses 
both  the  widow  and  her  friends  and  relatives 
who  do  not  understand  that  this  is  normal 
and  often  necessary  behavior.  In  fact,  even  a 
minor  illness  such  as  a cold  or  the  flu  can 
make  people  act  childish,  seeking  the  pro- 
tection they  knew  as  children.  Unfortunately, 
our  culture  tends  to  equate  self-control  with 
strength  and  maturity.  On  the  contrary,  a 
mature  individual  is  in  touch  with  his  or  her 
feelings  and  vulnerabilities.  One  form  of 
temporary  regressive  behavior  related  to  me 
is  the  need  to  sleep  at  night  holding  a pillow, 
like  a baby  who  goes  to  bed  with  a stuffed 
animal  for  security.  This  is  a substitute  for 
the  warmth  and  comfort  the  widow  no  longer 
has  with  her  husband. 

Just  as  the  mourner  needs  to  talk  about 
her  feelings,  she  also  needs  to  review  her  life 
with  the  deceased  including  the  events 
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leading  to  his  death,  and  death  itself.  ‘‘Over 
and  over  (the  widow)  bombards  her  mind 
with  the  details  of  the  death,  until  finally  she 
recognizes  the  reality  of  the  situation.”^* 
Ambivalence  is  shown  here  also,  for  while 
the  widow  recalls  her  life  with  her  husband 
in  detail,  she  is  unable  to  concentrate.  In 
other  words,  she  is  so  absorbed  with  her 
problems  that  she  has  difficulty  learning  new 
things. 

Some  widows  tell  me  they  feel  hollow  or 
as  though  there  is  a hole  inside  them  when 
their  husbands  die.  To  fill  it  at  times  they 
may  assume  the  husband’s  way  of  doing 
things  or  pursue  his  interests.  As  this 
internalization  continues,  the  emptiness  is 
filled,  and  the  work  of  mourning  is  com- 
pleted. 


The  physician’s  role 

How  can  the  physician  help  the  widow - 
patient?  Here  are  some  ways  my  inter- 
viewees and  I have  been  assisted.  Because 
the  widow  has  confidence  in  the  doctor,  his 
assurances  are  important  that  the  grief  cycle 
is  normal  and  that  it  will  pass,  the  time 
varying  with  each  individual.  He  can  stress 
the  importance  of  the  widow  voicing  her 
emotions,  that  it  is  not  a sign  of  weeikness, 
but  of  strength,  and  the  only  way  recovery  is 
possible. 

When  the  widow  is  repressing  her  grief, 
running  from  it  in  a flurry  of  frantic  activity 
or  in  other  ways  avoiding  its  confrontation, 
his  urging  her  to  talk  out  her  feelings  may 
have  no  effect.  Therefore,  if  she  is  still  stuck 
at  guilt,  for  instance,  he  may  want  to 
encourage  her  to  see  a psychiatrist  or 
psychologist  because  the  effects  of  delayed 
or  unresolved  mourning  can  be  serious. 

Many  a new  widow  blames  herself  for  the 
manner  in  which  her  husband  died.  She  needs 
reassurance  that  his  death  was  not  caused  by 
her  negligence  and  that  the  attending  medi- 
cal staff  did  all  they  could  to  save  his  life. 
This  discussion  with  her  physician  usually  re- 
lieves the  widow  of  much  of  her  guilt. 

Just  as  the  medical  student  thinks  he  has 
developed  each  new  disease  he  learns  about, 
some  widows  identify  with  their  husband’s 


illness.  It  is  not  uncommon  for  them  to 
complain  of  cancer  symptoms  or  chest  pains. 
In  order  to  mitigate  her  concern  and  the  fact 
that  bereavement  places  her  in  a higher 
death  category,  a physical  checkup  is  often 
warranted. 

Tranquilizers  and  sedatives  should  be 
prescribed  carefully  by  the  doctor.  Some 
widows  need  them  in  the  early  months. 
However,  drugs  mask  emotions  and  can 
impede  or  prevent  grief  work  from  being 
completed. 

Studies  show  the  most  common  physical 
symptoms  of  grief  are  trembling,  headache, 
blurred  vision,  dizziness,  excessive  sweating 
and  skin  rashes,  indigestion,  difficulty  in 
swallowing,  weight  loss  or  weight  gain, 
vomiting  and  loss  of  appetite  as  well  as 
excessive  appetite,  heart  palpitations  and 
chest  pain,  shortness  of  breath,  general 
aching,  excessive  bleeding  during  menstrual 
periods,  and  asthma."’  Again  the  doctor  can 
confirm  to  the  widow  that  usually  these 
symptoms  pass  along  with  the  most  difficult 
period  of  grief. 

Our  society  raises  men  to  control  their 
emotions  and  women  to  express  them.  For 
the  physician  who  is  not  in  touch  with  his 
feelings,  the  widow’s  outpouring  may  make 
him  uncomfortable.  But  by  understanding 
the  stages  of  grief  and  the  most  common 
reactions,  he  will  be  aware  that  grief  work  is 
not  only  healthy  but  essential  for  the 
widow’s  recovery,  and  that  he  can  contribute 
to  her  leading  a new  and  productive  life. 

•Professor  Philip  Pecorino.  of  City  University,  New  York,  has  termed 
this  process,  psychic  slapping. 
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what  is  Physical  Medicine 
and  Rehabilitation? 


PHYSICAL  medicine  has  been 
defined  as  that  branch  of 
medicine  using  physical 
agents,  such  as  heat,  cold,  light,  water,  elec- 
tricity, and  mechanical  agents  in  the  manage- 
ment of  disease.  Rehabilitation  is  the  restora- 
tion through  personal  health  services  of 
handicapped  individuals  to  the  fullest  phy- 
sical, mental,  social  and  economic  usefulness 
of  which  they  are  capable,  including  ordinary 
treatment  and  treatment  in  rehabilitation 
centers.  The  first  objective  of  medical  re- 
habilitation is  to  eliminate  the  disability,  if 
that  is  possible;  the  second  is  to  reduce  or 
alleviate  the  disability  to  the  greatest  pos- 
sible degree;  and  the  third,  to  retrain  the 
person  with  a residual  physical  disability  to 
live  and  to  work  within  the  limits  of  his 
disability,  but  to  the  hilt  of  his  capabilities. 

Rehabilitation  has  been  called  the  third 
phase  of  medicine  — following  prevention 
and  treatment.  In  contrast  to  convalescence, 
wherein  the  patient  is  left  alone  to  rest  while 
time  and  nature  do  their  cures,  medical 
rehabilitation  is  a dynamic  concept  and  an 
active  program.  Rehabilitation  also  differs 
from  other  medical  specialties  because  the 
process  involves  the  skills  and  services  not 
only  of  the  physician,  but  also  a variety  of 
allied  health  personnel,  such  as  the  physical 
therapist,  occupational  therapist,  rehabilita- 
tion nurse,  social  worker,  speech  therapist, 
prosthetist,  orthotist,  and  clinical  psycholo- 
gist. 

A physician  who  specializes  in  physical 
medicine  and  rehabilitation  medicine  com- 
bines skills  in  the  application  of  physical 
agents  in  the  restoration  of  the  handicapped 
with  a concern  for  the  evaluation  and 
treatment  of  the  physical,  mental,  sexual, 
social  and  vocational  problem  of  his  patients. 
The  specialist  in  the  field  of  rehabilitation 
medicine  is  called  physiatrist  and  this  term 
derives  from  the  Greek  works  physikos 
(physical)  and  iatros  (physician). 

The  physiatrist  is  the  leader  of  the 
rehabilitation  team.  As  captain  of  the  team. 
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he  should  evaluate  the  initial  and  subsequent 
reports  on  each  patient  by  each  team 
member,  and  prescribe  and  coordinate  the 
therapies  administered  by  everyone  involved 
in  the  patient’s  rehabilitation  program.  The 
rehabilitation  team  meets  as  a group  with 
the  physiatrist  periodically  to  report  a 
patient’s  progress  or  lack  of  progress.  As  a 
result  of  the  findings  obtained  at  these 
meetings  the  physician  may  change  the 
recommended  therapy  procedure  for  each 
team  member.  The  rehabilitation  team  will, 
of  course,  vary  in  size  and  disciplines, 
according  to  the  problem  to  be  evaluated  and 
the  scope  of  services  needed. 

The  physiatrist  has  special  training  in 
electromyography  (EMG)  and  other  electro- 
diagnostic tests  for  the  diagnosis  of  neuro- 
muscular diseases:  oscillometry,  skin  tem- 
perature studies,  oximetry,  and  a wide 
variety  of  miscellaneous  tests  of  physical 
agents  for  diagnosis  and  therapy  are  usually 
considered  to  be  the  specific  responsibility  of 
the  physiatrist. 

Rehabilitation  medicine  originated  in 
World  War  I with  the  development  of 
orthopedic  surgery  as  a medical  specialty, 
the  allied  health  professions  of  physical  and 
occupational  therapy,  and  the  beginning  of 
the  State-Federal  Program  of  vocational 
rehabilitation.  The  modern  concept  of  the 
treatment  of  the  whole  man  did  not  develop 
until  World  War  II,  when  rehabilitation  got 
its  biggest  boost  because  so  many  of  the 
wounded  survived  with  severe  disabilities. 

A great  deal  of  research  and  experience  of 
rehabilitation  techniques  has  accummulated 
over  the  last  3 decades  concerning  hemi- 
plegia, quadriplegia,  amputation,  cerebral 
palsy,  multiple  sclerosis,  arthritis,  muscular 
dystrophy,  and  chronic  musculoskeletal 
problems.  In  recent  years  rehabilitation 
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medicine  has  made  great  advances  in  cardiac 
rehabilitation,  cancer  rehabilitation,  psychi- 
atric rehabilitation,  geriatric  rehabilitation, 
rehabilitation  of  the  blind  and  deaf,  and 
sexual  problems  in  chronic  disability. 

The  amount  of  chronic  illness  among  aging 
and  aged  persons  is  constantly  increasing.  In 
1950  there  were  11  million  people  over  the 


age  of  65  years  and  by  1980  the  figure  will 
be  approximately  22  million.  Because  of  the 
magnitude  of  this  problem,  we  must  abandon 
the  traditional  attitude  of  passive  acceptance 
and  neglect  of  chronic  disease  of  the  aged 
and  place  the  physical,  psychological,  social, 
and  vocational  rehabilitation  on  the  same 
level  with  medicine  and  surgery  for  the 
acutely  ill. 


Response  to  Adriomycin  and  CCNU 
in  a Patient  with  IgD  Multiple  Myeloma 
and  Myelofibrosis 


Introduction 

IgD  MULTIPLE  myeloma  is 
generally  considered  more  ag- 
gressive and  more  difficult  to 
treat  than  the  common  varieties  of  multiple 
myeloma.  The  rarity  of  IgD  myeloma  and  the 
inability  of  chemotherapy  to  permanently 
control  other  types  of  multiple  myeloma 
contribute  to  this  impression. 

A review  of  133  cases  of  IgD  multiple 
myeloma  in  1974'  indicated  that  IgD 
myeloma  comprises  2.1%  of  myelomas  and  is 
seen  more  frequently  in  males  under  60 
years  of  age.  Subjective  complaints  are 
similar  to  other  myelomas,  but  physical 
examination  reveals  lymphadenopathy,  hepa- 
tomegaly or  splenomegaly  in  more  than 
one-half  of  patients.  Extraosseous  spread  and 
amyloidosis  are  frequent.  Marked  anemia  is 
common  and  correlates  with  decreased  sur- 
vival. Hypercalcemia  occurs  in  30% . Renal 
failure  is  the  most  common  cause  of  death, 
although  the  initial  BUN  is  not  a measure  of 
prognosis  of  survival.  Mean  IgD  M-com- 
ponent  is  1.7  gm/100  ml.  lambda.  Bence- 
Jones  proteinuria  is  seen  in  92% . Normal 
immunoglobulins  are  markedly  depressed. 
Osteolytic  lesions  with  or  without  osteo- 
porosis are  seen  in  79%  . Osteoporosis  only  is 
seen  in  4%  and  osteosclerosis  in  less  than 
1%  . Bone  marrow  examination  reveals  plas- 
macytosis  ranging  from  5-100%  with  a me- 
dian of  52%  , but  no  myelofibrosis.  Morpho- 
logic characteristics  of  the  plasma  cells  in- 
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elude  a spectrum  of  plasmacytoid  to  lympho- 
cytoid  changes. 

Sixty-six  of  133  patients  with  IgD 
myeloma  were  treated,  and  39  of  53  (73%  ) 
had  a subjective  or  objective  response.  Most 
patients  received  Melphalan  or  Cytoxan  with 
or  without  steroids  with  a mean  survival  of 
14.2  months  in  the  former  and  21.8  months  in 
the  latter.  Median  survival  for  both  treated 
and  untreated  IgD  myeloma  was  9 months. 

Recently,  combination  chemotherapy  pro- 
grams for  myeloma  2®  have  been  reported 
to  have  higher  response  rates  and  improved 
survival  compared  to  those  obtained  with 
melphalan  and  steroids. 

Since  reports  of  response  and  survival  of 
patients  with  IgD  myeloma  to  these  new 
regimens  are  lacking,  we  report  a patient 
with  IgD  lambda  multiple  myeloma  with 
myelofibrosis  who  responded  to  Adriamycin 
and  CCNU  after  presumed  failure  on  Mel- 
phalan, prednisone,  cyclophosphamide,  vin- 
cristine and  BCNU.2  In  addition,  we  would 
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like  to  comment  on  the  entity  of  IgD 
multiple  myeloma  and  myelofibrosis  which 
has  recently  been  described. 

Case  Report: 

The  patient  is  a 58  year  old  white  male 
farmer  who  presented  in  February  1977  with 
fatigue,  pallor  and  severe  anemia.  After 
transfusion  of  six  units  of  packed  red  cells 
and  a bone  marrow  biopsy  originally  inter- 
preted as  poorly  differentiated  carcinoma, 
the  patient  was  referred  for  further  evalua- 
tion. On  admission  on  March  4,  1977,  the 
patient  noted  mild  fatigue.  The  physical 
examination  was  unremarkable. 

Initial  laboratory  studies  revealed  a hemo- 
globin of  7.9  gm/dl,  hematocrit  23%  , WBC 
count  10, 200/ cu.mm,  with  6 myelocytes,  2 
juveniles,  28  bands,  15  segs,  10  eosinophils, 
23  lymphocytes  and  16  monocytes;  and 
platelet  count  38,000/cu  mm.  The  blood 
smear  showed  normochromic,  normocytic 
RBC’s  with  one  nucleated  red  cell.  Absolute 
reticulocyte  count  was  24,000.  The  serum 
alkaline  phosphatase  was  150  mU/dl,  the 
BUN  was  76  mg/dl,  the  serum  creatinine 
was  8.8  mg/dl  and  the  uric  acid  was  8.8 
mg/dl.  Otherwise  the  SMA-6  and  SMA-12, 
including  serum  calcium  were  normal. 

The  total  serum  protein  and  serum  al- 
bumin values  were  7.3  gm  and  3.4  gm/100  ml 
respectively.  Serum  protein  electrophoresis 
showed  a dense  monoclonal  band  in  the  fast 
gamma  region.  The  immunoelectrophoresis 
demonstrated  trace  amounts  of  IgM  and  IgA, 
small  amounts  of  IgG  and  kappa  chains,  and 
a moderately  bowed  IgD  reactive  arc  in  the 
fast  gamma  region,  with  the  lambda  reactive 
fraction  showing  a double  arc.  Determination 
of  serum  globulin  and  immunoglobulin  frac- 
tions gave  the  following  values: 

ai  globulin  0.1  gm,  a2  globulin  0.6  gm. 
Beta-gamma  globulin  2.7  gm/dl  (normal  Beta 
0.5-0. 9 gm,  gamma  0.8-1. 4 gm);  IgG  530  mg 
(normal  900-1500),  IgA  13  mg  (normal  140- 
260),  IgM  32  mg/dl  (normal  50-100).  The  IgD 
was  not  quantitated  on  this  admission  but 
was  demonstrated  to  contain  light  chains  by 
electrophoresis. 

The  24  hour  urinary  protein  value  was 
9.8-10.9  gm,  and  creatinine  clearance  was 
13-20  ml/min.  Urinary  immunoelectrophoresis 


revealed  moderate  to  large  amounts  of  free 
lambda  light  chains. 

X-rays  revealed  moderately  severe  gen- 
eralized osteoporosis  with  wedging  and  in- 
creased sclerosis  of  Tjj,  Tj2-  Lj  and  the 
right  sacroiliac  fossa.  Abdominal  CAT  scan 
revealed  multiple  lytic  and  blastic  areas  of 
destruction  of  Tj^j  to  L3.  Bone  scan  with 
technetium  pyrophosphate  revealed  in- 
creased uptake  in  the  areas  of  sclerosis. 

Aspiration  of  the  right  posterior  iliac  crest 
on  3/17/77  returned  a small  amount  of  blood 
material  and  no  marrow  particles.  A satis- 
factory biopsy  with  a Jamshidi  needle  was 
obtained.  Smears  and  imprints  stained  with 
Wright  Glemsa  contained  a spectrum  of 
lymphocytic  and  plasma  cells  with  large 
immature  intermediate  forms  comprising  a 
third  of  the  marrow.  Sections  of  the  decal- 
cified needle  biopsy  showed  a solidly  cellular 
marrow  comprised  of  these  same  immature 
cells,  reduced  megakaryocytes,  and  meu-kedly 
thickened  bone  trabeculae  composed  of  nor- 
mal lamellar  bone  without  evidence  of  in- 
creased osteoblastic  or  osteoclastic  activity. 

A diagnosis  of  IgD  lambda  multiple  mye- 
loma was  made,  and  on  3/21/77  the  patient 
was  started  on  Akleran,  BCNU,  Cytoxan, 
Prednisone  and  Vincristine  as  per  protocol. 2' ^ 

The  patient  was  re-admitted  5 weeks  later 
with  leukopenia  and  thrombocytopenia.  WBC 
was  2,000  cu  mm  with  1,000  neutrophils. 
Bone  marrow  biopsy  revealed  a solid  mass  of 
pleomorphic  plasma  cells  with  no  residual 
focus  of  hemopoietic  marrow.  B-globulin  was 

1.5  gm  and  gammaglobulin  was  depressed  at 

0. 3  gm/dl.  Renal  studies  showed  continued 
azotemia  with  BUN  92  mg/dl,  and  creatinine 

4.6  mg/dl.  Creatinine  clearance  and  24  hour 
urinary  protein  were  not  done. 

A decision  was  made  to  change  chemo- 
therapy. Adriamycin  0.4  mg/kg  (30  mg) 

1. V.and  CCNU  1 mg/Kg  (70  mg)  were  given. 
This  regimen  was  repeated  at  6 weeks  and 
12  weeks. 

At  6 weeks  bone  marrow  biopsy  revealed 
one  fourth  as  many  plasma  cells.  Leukopenia 
and  thrombocytopenia  were  resolved.  B- 
globulin  was  12.  gm  and  gammaglobulin 
remained  depressed  at  0.4  gm.  The  anemia 
and  azotemia  were  stable.  Twenty-four  hour 
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urine  for  creatinine  clearance  and  proteinuria 
were  not  done. 

At  12  weeks  bone  marrow  biopsy  revealed 
further  reduction  of  malignant  plasma  cells, 
focal  hyperplasia  of  myeloid  elements  and 
thicker  trabeculae  with  increased  osteoclastic 
activity.  The  B-globulin  was  1.0  gm  and  the 
gammaglobulin  0.5  gm.  The  anemia  and 
azotemia  were  stable.  Urinalysis  revealed 
trace  proteinuria. 

At  18  weeks  chemotherapy  was  stopped. 
The  patient  was  working  full  time  with  mild 
fatigue.  The  paraprotein  was  absent,  B- 
globulin  was  1.0  gm/dl.  Gammaglobulin  was 
still  depressed  at  0.3  gm/dl.  Serum  quantita- 
tive IgD  was  normal  at  8.6  mg/dl  (Bioscience 
Laboratories). 

Hemoglobin  was  stable  at  7.3  gm/dl.  The 
azotemia  was  unchanged  with  a creatinine 
clearance  of  16  cc/min  and  proteinuria  of  1.0 
gm  per  24  hours. 

At  35  weeks,  proteinuria  of  4.6  gm  was 
noted.  At  40  weeks  the  patient  returned  with 
gross  hematuria,  progressive  renal  deteriora- 
tion and  pancytopenia.  BUN  was  85  mg/dl 
and  creatinine  9.0  mg/dl.  Creatinine  clearance 
was  8 mg/min  and  24  hour  proteinuria  was 
8.6  gm.  Bone  marrow  biopsy  revealed  a 
predominant  pattern  of  solidly  cellular  mar- 
row in  which  normal  hemopoietic  cells  were 
replaced  by  poorly  differentiated  plasma 
cells.  In  other  areas  the  marrow  was 
hypocellular  to  normally  cellular,  and  in 
these  areas  myeloid  elements  populated  the 
marrow.  A renal  biopsy  reveeded  myeloma- 
tous  nephropathy  with  a negative  congo-red 
stain.  Chemotherapy  was  reinstituted  with 
adriamycin  and  CCNU  and  the  patient  was 
discharged  for  followup. 

Discussion: 

Two  aspects  of  this  case  are  very  interest- 
ing. The  first  is  the  presence  of  IgD  lambda 
multiple  myeloma  and  myelofibrosis  and  the 
second  is  the  response  of  the  patient  to 
Adriamycin  and  CCNU. 

Udoji  and  Pemmaraju^  emphasized  that 
osteosclerosis  and  myelofibrosis  can  be  seen 
in  multiple  myeloma.  They  reviewed  the 
isolated  cases  of  IgG  or  IgA  reported  with 
osteosclerosis  and  reported  two  cases  of  IgD 
lambda  multiple  myeloma  with  myelofibrosis. 


one  occurring  before  therapy.  They  believed 
that  the  myelofibrosis  was  not  due  to 
coincidental  development  since  hematological 
and  histological  findings  of  the  myelopro- 
liferative disorder  were  absent.  Further- 
more, they  speculated  that  the  myelofibrosis 
may  have  been  a local  reaction  to  infiltration 
by  the  malignant  plasma  cells  or  to  their 
secretory  product  which  may  act  as  a matrix 
for  collagen  deposition. 

Jancelewicz  et  al'  did  note  one  case  of 
osteosclerosis  on  x-ray  but  no  cases  of 
myelofibrosis  in  their  review  of  133  cases  of 
IgD  multiple  myeloma. 

Our  patient  presented  with  myelofibrosis 
causing  difficulty  in  diagnosis.  Bone  biopsy 
and  touch  imprints  were  required.  Routine 
x-rays  of  the  spine  revealed  moderately 
severe  osteoporosis  with  wedging  and  in- 
creased sclerosis.  Bone  scan  with  tech- 
nectium  pyrophosphate  revealed  increased 
uptake  in  the  sclerotic  areas.  Abdominal 
CAT  scan  was  required  to  demonstrate 
multiple  lytic  and  blastic  areas  of  destruc- 
tion, suggesting  that  blastic  lesions  are  more 
common  than  generally  appreciated. 

After  successful  chemotherapy  for  3 
months,  the  bony  trabeculae  were  more 
prominent  with  woven  rather  than  cancellous 
bone  and  increased  osteoclastic  activity  was 
seen.  In  addition,  focal  hyperplasia  of  mye- 
loid elements  was  seen,  suggesting  possible 
marrow  recovery  or  a coexistent  myelopro- 
liferative disorder.  At  relapse  6 months 
later,  bone  marrow  biopsy  revealed  a pre- 
dominantly solidly  cellular  marrow  with 
malignant  plasma  cells  but  areas  of  hypo- 
cellular  to  normal  cellular  myeloid  elements 
were  seen.  The  trabeculae  were  more  promi- 
nent. 

The  course  of  the  myelofibrosis  in  our 
patient  was  progressive  but  difficult  to 
interpret.  Because  of  the  occurrence  of  at 
least  three  cases  of  myelofibrosis  in  IgD 
lambda  myeloma  (which  is  still  numbered  in 
the  hundreds  of  cases),  and  the  extreme 
rarity  in  the  more  common  myelomas,  one 
could  conclude  that  myelofibrosis  is  a more 
common  reaction  of  the  bone  marrow  in 
patients  with  IgD  lambda  multiple  myeloma. 

The  second  aspect  of  this  case  is  of  prime 
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importance.  IgD  multiple  myeloma  can  re- 
spond to  chemotherapy  with  benefit  equal  to 
that  seen  in  the  more  common  multiple 
myelomas.  Jancelewicz  et  aP  noted  39  of  53 
(73%  ) patients  with  IgD  multiple  myeloma 
had  a subjective  or  objective  response  to 
melphalan  or  cyclophosphamide  with  or  with- 
out steroids.  This  correlates  well  with  the 
30-50%  tumor  mass  reduction  and  sympto- 
matic improvement  of  patients  with  multiple 
myeloma  in  general  to  melphalan  and  pred- 
nisone.^ 

Median  survival  for  treated  IgG  lambda, 
IgA  lambda  and  lambda  light  chain  myelomas 
is  25,  19  and  11  months  respectively; 

whereas,  for  treated  IgG  kappa,  IgA  kappa 
and  kappa  light  chain  myeloma,  it  is  higher 
at  35,  22  and  28  months. ^ Since  IgD  is 
composed  of  90%  lambda  light  chain,  sur- 
vival of  the  group  as  a whole  would  appear 
lower.  Unfortunately,  numbers  of  IgD 
myeloma  evaluable  for  treated  survival  are 
small,  but  the  mean  survival  of  21  patients 
treated  with  melphalan  or  cyclophosphamide 
without  steroids  was  21.8  months  which  is 
comparable  to  IgG  and  IgA  lambda 
myelomas. 

Therefore,  one  would  expect  a patient  with 
IgD  multiple  myeloma  to  have  as  good  a 
chance  of  responding  to  newer  chemotherapy 
protocols.  Secondly,  since  the  initial  BUN 
had  no  prognostic  influence  in  IgD  myeloma, 
it  should  not  be  a criterion  for  eligibility  for 
chemotherapy. 

The  combination  chemotherapy  protocol 
with  alkeran,  cytoxan,  vincristine,  prednisone 
and  BCNU  was  selected  because  of  its 
purported  efficacy .2  A recent  review'*  of  this 
combination  (now  called  the  M-2  protocol) 
indicates  an  87%  objective  response  rate  in 
untreated  patients  with  a median  duration  of 
response  of  22-f  months  and  improved 
survival. 

Because  the  combination  of  adriamycin  and 
BCNU  was  reported  to  have  a 54%  response 
rate  in  myeloma  patients  who  did  not 
respond  or  who  were  in  relapse  after 
remission  on  an  alkylating  agent  and  Pred- 
nisone,** adriamycin  and  CCNU  were  given 
to  our  patient.  He  received  adriamycin  0.4 
mg/Kg  I.V.  and  CCNU  1 mg/Kg  p.o.  every 
six  weeks  times  three. 


Subjectively,  the  patient  was  able  to 
return  to  work  complaining  only  of  mild 
fatigue.  Objectively,  there  was  marked  re- 
duction of  the  plasma  cell  component  in  the 
bone  marrow  with  return  of  the  leukocyte 
and  platelet  count  to  normal.  A quantitative 
serum  IgD  done  after  18  weeks  of  adriamy- 
cin and  CCNU  was  normal.  The  M-spike  in 
the  B-globulin  region  had  disappeared.  Renal 
function  stabilized  with  a constant  mild 
transfusion  requirement  and  24  hour  pro- 
teinuria decreased  to  less  than  one  gram.  A 
decision  to  stop  chemotherapy  was  made, 
and  the  patient  remained  in  remission  for 
another  4 months  with  unequivocal  relapse 
at  5 months. 

Our  patient  definitely  responded  to  chemo- 
therapy. While  in  retrospect,  it  appears 
difficult  to  evaluate  the  response  to  the  M-2 
protocol,  there  is  no  doubt  that  our  patient 
achieved  an  objective  remission  of  9 months 
on  the  adriamycin  and  CCNU.  Thus,  it  is 
apparent  that  IgD  multiple  myeloma  can 
respond  to  adriamycin  and  a nitrosourea  as 
has  been  demonstrated  in  other  myelomas. 
This  supports  the  observation  of  Jancelewicz 
et  aP  that  patients  with  IgD  multiple 
myeloma  have  a similar  chance  of  responding 
to  chemotherapy  as  do  patients  with  other 
types  of  myeloma. 

Summary: 

Osteosclerosis  and  myelofibrosis  do  occur 
in  multiple  myeloma.  Myelofibrosis  in  IgD 
lambda  myeloma  appears  to  be  a definite 
entity  and  occurs  more  commonly  in  this 
myeloma  than  in  others.  The  etiology  is 
unknown. 

Patients  with  IgD  multiple  myeloma  have 
the  same  chance  of  responding  to  chemo- 
therapy as  do  patients  with  the  common 
types  of  myeloma.  IgD  myeloma  can  respond 
to  adriamycin  and  CCNU. 

Address  reprints  to:  Herbert  A.  Hartman,  Jr.,  M.D., 
Department  of  Internal  Medicine,  University  of  Ne- 
braska Medical  Center,  42nd  and  Dewey  Avenue, 
Omaha,  Nebraska  6810.5. 
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The  Problem  of  the  Retained 
Common  Duct  Stone 


COMMON  duct  stones  are  found 
in  15  percent  of  the  400,000 
patients  undergoing  cholecys- 
tectomy in  the  United  States  each  year. 
Approximately  4,000  of  these  individuals 
end  up  with  a retained  common  duct 
stone.  The  introduction  and  more  exten- 
sive utilization  of  operative  cholangiog- 
raphy, cinefluoroscopy,  choledochoscopy  and 
biliary  manometry  coupled  with  improve- 
ments in  the  preoperative  evaluation  and 
intraoperative  management  of  patients 
undergoing  biliary  tract  surgery  have  re- 
duced the  incidence  of  retained  stones.  In  the 
years  1955  through  1969  secondary  common 
duct  exploration  was  required  in  two  percent 
of  the  patients.  This  has  been  reduced  to  1.6 
percent  in  the  period  from  1969  through 
1972. The  finding  of  common  duct  stones  on 
a postoperative  T-tube  cholangiogram  (Fig- 
ure 1)  clearly  demonstrates  the  fallibility  of 
common  duct  exploration  emd  intraoperative 
cholangiography. 

Stones  in  the  common  duct  of  patients  who 
have  undergone  biliary  tract  surgery  may  be 
of  two  types.  The  residual  stone  is  more 
common,  often  overlooked  at  initial  operation 
and  has  a high  cholesterol  content.  Residual 
stones  may  be  multiple  or  faceted  and  if  they 
have  been  present  for  sometime,  may  be 
laminated  with  a soft  brown  nucleus  grad- 
uating to  a harder  cortex.  Stones  found  on 
the  initial  postoperative  T-tube  cholangio- 
gram are  almost  always  residual. 

The  recurrent  or  primary  common  duct 
stone  is  an  entirely  different  problem.  These 
stones,  whose  major  constituent  is  calcium 
bUirubinate,  vary  from  brown  to  black  in  color 
and  disintegrate  easily  on  manipulation.  A 
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Figure  1 

Multiple  Calculi  Demonstrated  on  T-tube  Cholangiogram 


primary  common  duct  stone  implies  biliary 
stasis  as  a result  of  biliary  stricture,  chronic 
pancreatitis,  sclerosing  cholangitis  or  an 
obstructing  lesion  of  the  ampulla  of  Vater. 
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The  discovery  of  retained  common  duct 
stones  taxes  the  judgment  of  mature  sur- 
geons who  are  faced  with  a variety  of 
treatment  options.  These  include  chemical 
dissolution,  mechaniceil  extraction,  reopera- 
tion, and  expectemt  memagement.  The  choice 
of  options  depends  upon:  (1)  the  presence  of 
single  or  multiple  stones,  (2)  the  general 
condition  of  the  patient,  (3)  the  presence  of 
clinical  or  biochemical  symptoms  referrable 
to  the  liver  and  biliary  tract  and  (4)  the 
cholangio graphic  findings.  Emergency  inter- 
vention is  seldom  required,  allowing  for  total 
assessment  of  the  patient  and  biliary  tract 
before  a specific  plan  of  management  is 
outlined.  If  stones  are  large  and  totally 
obstructing,  particularly  if  an  element  of 
cholangitis  is  present,  there  is  a need  for 
urgent  decompression  of  the  biliary  tract. 
Biliary  colic,  pancreatitis  and  malnutrition 
suggest  intervention  after  adequate  prepara- 
tion of  the  patient. 

However,  the  asymptomatic  patient  with  a 
T-tube  present  whose  cholangiogram  shows 
prompt  entry  of  dye  into  the  duodenum  and 
who  tolerates  prolonged  T-tube  clampling 
without  discomfort  may  be  managed  ex- 
pectantly for  an  extended  period  of  time. 
Three  to  six  months  delay  may  markedly 
simplify  a difficult  secondary  operation  on 
the  common  duct  by  allowing  the  post- 
operative inflammatory  response  to  subside. 
It  is  axiomatic  that  the  cholangiograms  be 
reviewed  with  the  senior  diagnostic  radi- 
ologist and  repeated  on  more  than  one 
occasion  to  confirm  that  these  changes  are 
indeed  due  to  retained  stones  and  are  not 
artifactual.  During  the  period  of  time  con- 
sumed by  these  studies,  up  to  20  percent  of 
all  stones  identified  on  T-tube  cholangiog- 
raphy will  pass  into  the  duodenum  requiring 
no  additional  treatment.  Cinefluoroscopy 
represents  a useful  adjunct  in  differentiating 
between  stones  and  artifacts. 

TREATMENT 

I.  Chemical  Dissolution. 

A.  Sodium  Cholate:  The  principle  in- 
gredient of  95  percent  of  gallstones  and 
hence  of  most  retained  stones  is  cholesterol. 
This  nonpolar  lipid  is  carried  in  mycellar 
form  in  the  bile  in  association  with  bile  salts 
and  lecithin.  Precipitation  and  stone  forma- 
tion is  a reversible  event  which  occurs  when 


the  cholesterol  solubility  capacity  of  the  bile 
is  exceeded.  Way  demonstrated  gradual 
resolution  of  cholesterol  stones  in  the  gall- 
bladder of  the  dog  and  in  vitro  in  a 100  mM 
solution  of  cholic  acid.  His  group,  therefore, 
proposed  using  a 200  mM  concentration  of 
cholic  acid  in  the  form  of  sodium  cholate 
instilled  by  continuous  drip  into  the  T-tube. 
In  their  initied  series  of  30  cases,  67  percent 
showed  disappearance  of  the  stone  after  10 
to  14  days.  Residual  amorphous  biliary 
sludge  has  almost  never  been  noted  after 
cholic  acid  T-tube  infusion.’ 

B.  Heparin  Infusion:  Gardner  has  re- 
ported success  in  dissolving  retained  stones 
using  a continuous  driop  of  aqueous  heparin 
(25,000  units  in  250  ml  of  saline  every  8 
hours)  via  the  T-tube.  There  was  dissolution 
of  the  stones  in  70  percent  of  their  patients. 
In  the  laboratory  they  demonstrated  a 
marked  alteration  of  the  zeta  potential  by 
the  addition  of  heparin  to  bile  reversing  the 
tendency  of  suspended  particles  to  conglome- 
rate. 

II.  Mechanical  Extraction  — Burhenne  et 
al  employed  a steerable  catheter  inserted 
through  the  T-tube  tract  under  radiographic 
control.  Following  removal  of  the  guide  wire 
they  were  then  able  to  insert  tubes,  forceps, 
or  catheters.  The  Dormia  basket  or  Fogarty 
catheter  have  eilso  been  used  in  this  fashion. 
In  the  initial  series,  Burhenne  reported  a 
success  rate  of  95  percent  with  64  percent 
requiring  only  a single  instrumentation  ses- 
sion. They  demonstrated  success  with  a 
fragmentation  and  extraction  of  stones  up  to 
3 cm  in  diameter  as  well  as  intrahepatic 
stones.'  Mazzariello  was  successful  in  re- 
moving stones  in  204  of  220  cases  (90 
percent).'' 

A large  (over  18  F)  and  mature  (over  six 
weeks)  T-tube  tract  are  required  to  utilize 
this  technique.  If  prolonged  instrumentation 
is  anticipated,  broad  spectrum  prophylactic 
antimicrobial  therapy  is  recommended. 
Among  the  disadvantages  of  mechanical 
extraction  are:  (1)  the  frequent  necessity  of 
multiple  instrumentation  sessions  with  the 
concern  for  radiation  hazard;  (2)  the  large 
initial  cost  of  the  radiographic  equipment; 

(3)  the  ever  present  possibility  of  sepsis;  and 

(4)  possible  common  duct  perforation. 
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III.  The  Flush  Technique:  The  group  at 
the  Princess  Alexandria  Hospital  in  Brisbane 
has  reported  success  in  60  percent  of 
patients  with  retained  stones  by  this  tech- 
nique. Propantheline  bromide  is  administered 
intramuscularly  30  minutes  prior  to  the 
procedure.  The  T-tube  is  flushed  with  one 
liter  of  sterile  saline  containing  40  ml  of  one 
percent  lignocaine  at  room  temperature  from 
a height  one  meter  above  the  midaxillary 
line.  Sepsis  may  also  occur  with  this  tech- 
nique and  they  have  reported  a transient 
bacteremia  from  cholangiovenous  reflux  in 
eight  of  their  patients.  Pyrexia  was  not  seen 
in  any  patients  who  had  sterile  bile  prior  to 
the  procedure.'^ 

rV.  Reoperation  — There  continues  to  be 
significant  morbidity  and  mortality  asso- 
ciated with  secondary  biliary  tract  pro- 
cedures. The  timing  of  the  operation  and  the 
adequate  pre-operative  preparation  are  criti- 
cal in  determining  the  outcome.  The  nutri- 
tional status  of  the  patient  must  be  aggres- 
sively corrected  prior  to  operative  inter- 
vention. A high  output  biliary  fistula  with 
losses  in  excess  of  500  ml  per  day  requires 
careful  assessment  of  the  patient’s  nutri- 
tional status,  fluid  and  electrolyte  replace- 
ment, fat  soluble  vitamins,  bile  salts,  and 
possible  essential  fatty  acids.  The  sepsis  of 
cholangitis  must  be  controlled  with  antibiotic 
therapy  as  determined  by  blood  and  biliary 
drainage  cultures.  It  is  occasionally  neces- 
sary to  institute  biliary  tract  decompression 
by  a choledochostomy  to  control  the  sepsis 
requiring  staging  of  the  operative  procedure 
in  a critically  ill  patient. 

If  the  patient’s  condition  permits,  thorough 
evaluation  of  the  biliary  tract  radiographical- 
ly using  cholangiography  by  the  intravenous, 
T-tube,  percutaneous,  or  endoscopic  ampul- 
lary  route  depending  on  the  clinical  circum- 
stances should  be  performed.  The  operation 


itself  will  vary  according  to  the  anatomic  and 
pathologic  circumstances  but  in  all  cases 
should  include  clearing  of  the  common  duct 
of  stones,  sludge  and  other  foreign  material 
as  well  as  assuring  free,  nonobstructed 
passage  of  bile  into  the  gastrointestinal  tract. 
Satisfactory  operative  cholangiography  is  an 
absolute  requirement  for  a successful  result. 

SUMMARY 

In  recent  years  the  introduction  and 
success  of  nonoperative  methods  of  treat- 
ment for  retained  common  duct  stone  has 
significantly  altered  the  approach  to  manage- 
ment of  the  problem.  The  increase  in  capable 
experienced  biliary  surgeons  emerging  from 
training  institutions  and  extensive  reporting 
of  the  experiences  of  operations  on  the 
biliary  tract  should  produce  a lowering  in  the 
incidence  of  retained  common  duct  stone. 
Appropriate  and  timely  application  of  a 
variety  of  techniques  to  managing  the  pa- 
tient with  retained  common  duct  stones 
should  further  reduce  the  morbidity  and 
mortality  associated  with  this  vexing  prob- 
lem. 
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Special  Communication: 

Highlights  of  Fifty  Years 
in  General  Surgery  1929-1979 


Fifty  years  ago  this  June,  with  a 
new  MD  degree  from  Washing- 
ton University  in  St.  Louis,  I 
journeyed  to  McGill  University  in  Montreal  to 
begin  five  years  graduate  training  in  general 
surgery  successively  at  the  Montreal  General 
Hospital,  the  Hospital  of  the  University  of 
Pennsylvania,  and  the  Royal  Infirmary  in 
Edinburgh  in  Scotland.  My  father  had  been  a 
general  practitioner  in  Washington,  Iowa  for 
sixty  years  but  I sincerely  wished  to  be  a 
general  surgeon. 

On  arriving  in  Omaha  on  a bitter  cold  day  in 
January  1935,  I knew  one  person  in  the  state. 
The  greatest  depression  on  record  was  still  in 
full  sway  and  no  one  initially  urgently  sought 
my  service. 

My  saving  grace  came  from  the  late  Dr.  J. 
Jay  Keegan,  then  Professor  of  Surgery  at  the 
University  of  Nebraska,  who  gave  me  an 
appointment  on  the  University  faculty,  and  in 
the  absence  then  of  a resident  staff,  an 
opportunity  to  do  a full  surgical  schedule  five 
mornings  a week  with  intern  assistance  and 
singularly  devoid  of  any  compensation. 

This  continued  for  over  five  years  while  a 
surgical  practice  slowly  developed,  to  be 
temporarily  interrupted  by  almost  four  years  in 
the  U.S.  Navy  during  World  War  II. 

One  is  asked  — what  are  the  most  significant 
changes  which  have  altered  general  surgical 
practice  in  those  decades  since  1945?  It  is  a 
most  intriguing  question  to  answer. 

The  quality  of  surgical  technique  or 
dexterity  has  probably  not  improved  ap- 
preciably, for  our  predecessors  had  developed 
this  to  an  admirable  state.  It  has  been  the 
developments  in  ancillary  fields  that  have  so 
dramatically  altered  the  surgeon’s  role  in 
modern  medical  practice. 

Since  our  medical  knowledge  today  has  a 
half-life  of  approximately  seven  years,  what  are 
some  of  the  principal  developments  which  we 


CHARLES  w.  McLaughlin,  jr.,  m.d.,  facs 

Omaha,  Nebraska 

now  use  every  day  that  were  unavailable  fifty 
years  ago? 

1)  The  sulfonamides  became  available 
about  1937  (Prontosil  was  the  first)  followed 
by  penicillin  in  1943,  and  these  drugs  and 
subsequent  kin  gave  us  new,  great  weapons 
against  surgical  infection. 

2)  The  introduction  of  noninflammatory 
anesthetic  gases  in  the  hands  of  skilled 
anesthesiologists  permitting  the  use  of  the 
electronic  cautery  for  hemostasis  together  with 
relaxing  agents  (curare-like  drugs)'  allowed 
the  surgeon  to  enter  anatomical  areas 
prohibited  to  our  predecessors. 

3)  The  modern  hospital  laboratory  with 
superb  pathological  support  together  with 
amazing  advances  in  the  understanding  and 
use  of  blood  chemistry,  blood  gases,  fluid 
balance,  and  making  available  to  us  blood 
transfusion  as  a safe  procedure. 

4)  Developments  in  radiology  which  divided 
their  expertise  into  two  entities:  diagnostic  and 
therapeutic.  The  former  added  arteriography, 
ultra-sound,  the  CAT  scan  and  invasive 
procedures  such  as  ERCP  to  amazingly 
improve  our  diagnostic  ability.  The  thera- 
peutic radiologist  has  brought  us  cobalt 
therapy,  the  more  advanced  multimillion  volt 
linear  acceleration  and  with  the  chemothera- 
pist  the  whole  spectrum  of  new  drugs  for  the 
treatment  of  malignant  disease  in  close 
cooperation  with  the  surgeon. 

5)  The  development  of  the  cardiac  and 
pulmonary  laboratories  which  permit  us  to 
critically  evaluate  a surgical  risk  in  elective 
problems  and  are  of  priceless  value  in  handling 
post-operative  cardiopulmonary  complica- 
tions. 

6)  Almost  routine  early  ambulation''  cur- 
tailing hospital  days,  reducing  pulmonary 
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complications  and  largely  eradicating  phlebitis 
and  pulmonary  embolus  as  common  post- 
surgical  complications. 

7)  A rapidly  developing  appreciation  of  the 
special  problems  of  surgery  in  the  aged 
population  who  daily  make  up  a greater 
percentage  of  our  patients.  Comparable 
advances  have  bene  made  in  pediatric  surgery 
which  presents  its  unique  problems. 

8)  The  Intensive  Care  Unit  (ICU)  which  by 
delivering  highly  specialized  care  by  dedicated 
nursing  personnel  carry  postoperative  patients 
undergoing  very  major  procedures  through 
those  first  two  to  three  critical  days.  This  as  a 
side-effect  has  increased  the  efficiency  of 
overall  care  on  the  general  surgical  floors. 

These  are  some  of  the  things  that  have  made 
our  daily  work  more  efficient  and  effective. 
Practically  all  of  them  are  the  result  of  ongoing 
surgical  research  and  investigation  in  our 
universities  and  their  affiliated  hospitals. 
Admittedly  these  advances  are  expensive  but 
tremendously  productive  in  the  saving  of  life. 

The  types  of  general  surgical  problems 
encountered  have  dramatically  changed  in 
these  five  decades.  The  incidence  of  cancer  of 
the  lung,  breast,  colon,  and  pancrease  are 
rapidly  increasing,  while  cancer  of  the  stomach 
is  infrequently  seen  today.  Acute  and  chronic 
osteomyelitis  have  almost  disappeared  while 
surgical  duodenal  ulcer,  toxic  adenomatous 
goiter  and  ruptured  appendicitis  with 
spreading  peritonitis  are  much  less  common. 


With  an  ever  increasing  aged  population, 
infectious  and  degenerative  problems  includ- 
ing biliary  disease,  diverticulitis,  hernias  of  all 
types,  peripheral  vascular  disease,  and  a wide 
variety  of  malignant  diseases  make  up  our 
general  surgical  schedules  today. 

It  has  been  a fascinating  half  century  of 
remarkable  advances  in  surgery  — as  well  as 
all  other  branches  of  medicine.  There  is  every 
reason  to  believe  that  the  next  decades  will 
see  comparable  or  greater  developments. 
Wouldn’t  it  be  fascinating  to  know  what  they 
will  be? 

Looking  backward,  two  things  have  given  me 
the  greatest  personal  satisfaction.  These  are 
the  privilege  of  being  associated  with  a 
wonderful  group  of  dedicated  colleagues  who 
trusted  me  to  handle  some  of  their  surgical 
problems,  and  the  great  opportunity  to  work 
with  and  teach  successive  classes  of  students 
and  surgical  residents  in  the  University  of 
Nebraska  Surgical  Department.  These  are  the 
young  men  of  the  future  in  our  area  and  if  by 
word,  precept  or  example  one  has  helped  — it 
has  been  more  than  worthwhile. 

Notes 

1.  The  original  work  on  curare  as  a muscle  relaxant, 
with  clinical  possibilities,  was  done  by  the  late  Dr.  Ross 
.McIntyre  - Department  of  Pharmacology,  University  of 
Nebraska  Medical  Center. 

2.  Early  ambulation  was  introduced  in  our  area  and 
practiced  routinely  by  the  late  Dr.  Chester  Waters,  Sr., 
twenty  years  before  it  became  popular  and  although  he 
never  published  his  ideas  or  experiences  on  this  subject, 
he  was  one  of  the  surgical  pioneers  in  early  surgical 
ambulation. 
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Down  Memory 

1.  Garage  men  admit  that  the  air  they  work 
in  is  not  right. 

2.  Thoracic  puncture  and  aspiration  is  a 
very  minor  surgical  procedure. 

3.  The  decision  makes  it  clear  that  a poor 
man  who  is  without  funds,  property  or  credit,  is 
a ward  of  the  county,  not  of  the  doctors. 

4.  Let  us  hear  no  more  about  “intestinal 
flu.” 

5.  We  propose  the  term  “cholecystokinin” 
as  a name  for  the  hormone  and  the  active 
substance  in  intestinal  extracts,  which  causes 
the  gallbladder  to  contract  and  evacuate. 

6.  In  the  limited  field  of  medicine  known 
as  Pediatrics  great  progress  has  been  made  in 
a reduced  mortality  rate. 


The  Letter  Box 

Dear  Editor, 

As  student  representatives  to  the  House  of 
Delegates  Meeting  in  Kearney,  we  would  like 
to  express  our  appreciation  for  the  hospitality 
shown  us  and  our  admiration  for  the  efficiency 
with  which  the  affairs  of  the  Nebraska  Medical 
Association  are  dealt  with. 

During  reference  committee  discussions,  we 
found  that  some  of  our  concerns  are  shared  by 
others  in  the  profession,  and  we  hope  to 
continue  our  association  with  the  NMA 
through  active  participation  in  its  processes. 


Lane 

7.  But  two  colleges  of  Homeopathy  remain 
in  this  country  and  but  one  Eclectic  Medical 
College. 

8.  Further  evidence  that  the  department  of 
welfare  under  the  new  head  of  the  bureau  of 
health  is  enforcing  quarantine  laws  comes  from 
a case  in  the  upper  Elkhorn  valley  where  a 
physician  was  fined  for  releasing  from 
quarantine  before  the  specified  period. 

9.  Every  county  in  the  state,  which  has  five 
or  more  qualified  physicians,  should  have  a 
living  society  which  should  hold  its  meetings  at 
regularly  appointed  dates  throughout  the  year. 

10.  Nervous  excitation  is  known  to  be  the 
cause  of  many  cases  of  hyperthyroidism. 
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Our  plan  for  supporting  the  NMA  will  be 
effected  through  direct  contact  with  medical 
students  and  residents,  handouts  and  bulletin 
board  notices.  We  have  a concern  that  too  few 
are  among  the  membership  of  such  a vital 
organization  having  a broad  influence  on  their 
professional  careers. 

Sincerely, 

Judith  Basart  Butler 

Rex  Haberman,  Jr. 


To  the  Editor: 

Since  the  late  50s  and  early  60s,  we  have 
become  aware  that  many  clinical  cerebro- 
vascular accidents  are  due  to  occlusive  and 
embolic  disease  of  the  extracranial  carotid 
and  vertebral  vessels.  As  the  four  vessel 
procedure  for  angiography  gave  way  to  the 
retrograde  catheter,  and  equipment  became 
more  refined,  we  began  to  categorize  lesions 
as  amount  of  obstruction,  reduction  of  flow, 
collateral  flow,  and  retrograde  or  steal 
syndromes. 


Many  patients  with  wide-ranging  lesions 
underwent  various  operations  with  variable 
results  during  the  learning  period,  and  a 
large  mass  of  data  was  accumulated.  These 
have  been  interpreted  in  many  ways.  We 
hear  of  surgeons  who  always  and  never  use  a 
shunt  arguing  about  mortality  and  morbidity. 

Most  would  agree  to  certain  general 
guidelines,  ie.,  do  not  operate  on  an  evolving 
stroke,  mortality  is  lowest  after  three  to  four 
weeks,  and  chronic  total  occlusions  are  best 
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left  alone;  many  feel  that  acute  total  oc- 
clusions also  are  best  left  alone.  This  is  based 
on  data  in  which  24  hours  or  longer  pass 
from  the  stroke  to  the  operation,  and  when 
control  of  cerebral  edema  was  virtually 
nonexistent. 

As  a result  of  being  involved  in  the 
original  studies  and  the  personal  experience 
of  variability  of  response  to  total  elective 
carotid  occlusion  on  the  neurosurgical  wards, 
it  seemed  that  the  brain  might  at  least 
deserve  the  same  priority  that  a major 
artery  obstruction  of  a limb  or  other  organ 
receives. 

The  history  of  patients  with  total  occlusion 
was  reviewed  and  a clinical  picture  noted. 
There  is  a rapid  onset  of  hemispheric  deficit, 
including  unilateral  visual  phenomenon,  scin- 
tillations. blackouts,  etc.,  and  depending  on 
which  side  (dominant  or  nondominant)  and  a 
variable  amount  of  confusion.  Temporarily 
this  will  fluctuate  from  moment  to  moment. 
The  patient  may  be  unable  to  think,  but  may 
have  motor  power. 

For  the  past  14  years,  the  writer  has 
endeavored  to  treat  all  nonhemorrhagic 
stroke  thought  to  fit  the  pattern  as  an 
emergency,  and  these  patients  have  been 
examined  and  undergone  angiography  within 
an  hour  or  two  of  admission.  Patients  with 
total  occlusion  were  then  immediately  given 
large  doses  of  steroids,  started  on  dextran. 
and  taken  to  the  operating  theater.  An- 
esthesia was  general  or  local,  depending  on 
the  patient’s  condition,  and  a shunt  was  used 


for  all  cases,  regardless  of  the  stump 
pressure.  Steroids  and  antihypertensives 
were  continued  postoperatively,  and  blood 
pressure  was  kept  under  rigid  control. 

Of  14  acute,  total  occlusions  there  were  12 
survivors.  Of  those  10  patients  whose  symp- 
toms were  6 hours  or  less,  there  were  no 
postoperative  defects.  The  remaining  2 had 
moderate  defects,  (dysphasia,  unilateral  arm 
weakness).  Their  symptoms  were  in  the  6 to 
12  hour  duration  category.  This  is  in  marked 
contrast  to  those  presenting  with  total 
occlusion,  who  had  a leisurely  elective  angio- 
gram and  then  were  sent  to  nursing  homes 
for  the  rest  of  their  days. 

This  is  a plea  to  the  medical  community  to 
treat  extracranial  occlusion  disease  as  a true 
emergency,  every  bit  as  salvageable  as 
extradural  hematoma.  The  rewards  to  the 
patient  in  quality  of  life  are  well  worth  the 
risks,  to  say  nothing  of  the  economics 
involved,  and  in  avoiding  a life  term  in  a 
nursing  home. 

This  means  mobilizing  our  ponderous 
system  in  the  small  hours,  but  this  is  a time 
when  we  can  perform  a real  service. 

Few  would  argue  with  immediate  opera- 
tion on  the  patient  with  a high  grade 
obstruction,  who  is  in  the  hospital,  awaiting 
surgery,  and  suddenly  occludes.  I am  pro- 
posing we  carry  logic  one  step  further. 

Don  W.  Kingsley,  M.D. 
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MURES 


President's  Page 


At  the  risk  of  boring  you  unutterably,  here 
goes  on  Cost  Containment. 

Did  you  know  that  over  fifty-two  years  ago 
there  was  a Committee  on  the  Costs  of 
Medical  Care  under  the  chairmanship  of  Dr. 
Ray  Lyman  Wilbur,  then  Secretary  of  Interior? 
He  was  well  known,  also,  as  an  educator  of 
national  repute  and  socialistic  persuasion. 

The  Committee’s  charge  was  to  study  the 
economics  of  medical  care;  but,  as  usual  with 
groups  loaded  as  it  was  with  people  of 
collectivist  bent,  it  proposed  solutions  to 
problems,  some  real,  some  not,  which  made 
physicians  and  hospitals  essentially  govern- 
ment employees. 

The  solutions  then  basically  were  no 
different  from  those  declared  to  be  the  only 
ones  by  the  modern  successors  to  that 
committee. 

I won’t  recite  a bunch  of  numbers;  suffice  it 
to  say  there  is  no  question  that  the  Voluntary 
Effort  (created  by  AMA,  AHA,  and  the 
Federation  of  American  Hospitals  in 
December  1977)  is  working  — to  decrease  the 
rate  of  increase  in  the  cost  of  medical  care.  I 
should  be  embarrassed  to  talk  about 
decreasing  a rate  of  increase,  but  the  major 
problem,  for  Heaven’s  sake,  is  them,  not  us. 
It’s  inflation  in  general,  not  hospitals  and 
physicians.  And  by  them,  I mean  the  Federal 
Government  most  of  all! 

For  instance,  national  studies  show  that 
complying  with  government  regulations  now 
costs  each  patient  about  $38.85  a day.  The 
system  for  Hospital  Uniform  Reporting 
(SHUR)  touted  by  the  Federal  Government, 
will  cost  hospitals  in  the  First  Nebraska 
District  an  average  of  $54,000  a year,  and 
increased  patient  costs  an  average  of  $4  a day. 
It  is  of  interest  that  CPA  firms  of  national 
stature  (Ernst  and  Ernst,  and  Peat  Marwick, 
Mitchell  and  Company,  eg.)  say  that  not  only 
will  the  “spurious  system’’  (sic)  cost  more 
money,  it  will  do  nothing  like  government  says 
it  will. 

And  HMO  and  government  hospitals  are 
exempt  from  cost  containment  measures  and 
certificate  of  need  requirements. 


All  of  this  suggests  that  we  (physicians  and 
hospitals)  are  being  made  scapegoats  by  a 
bunch  of  scapegraces  (“incorrigible  rascals”) 
who  have  created  the  problem  in  the  firstplace. 

Now,  even  if  physician  and  hospital  costs 
represent  such  a small  piece  of  the  cost  of 
living  in  this  country,  we  do  have  an  obligation 
to  practice  and  run  our  hospitals  as  efficiently 
as  possible  in  a manner  compatible  with  good 
medical  care.  It  is  our  responsibility  to  avoid 
wasting  our  patient’s  money  — to  avoid 
hospitalizing  patients  for  procedures  which 
can  be  done  on  an  out-patient  basis  without 
harm  to  the  patient,  and  to  avoid  unnecessary 
testing.  How  important,  these  days,  are  routine 
CBCs,  chest  films,  serologies,  12-14-18-24- 
channel  studies,  etc.?  We  must  avoid  the 
temptation  to  act  on  the  basis  of  what’s  simply 
convenient  for  us  or  our  patients. 

On  the  other  hand,  we  should  be  forceful, 
and,  yes,  even  militant,  about  pointing  out  the 
advantages  of  some  of  the  expensive  things  we 
do  control. 

For  instance,  what  about  the  guy  who  is  able 
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to  return  to  work,  free  of  chest  pain  after  his 
$9,000  coronary  by-pass  operation,  to  make 
$30,000  a year?  Or  the  individual  who  returns 
to  a $50  a day  job  three  days  earlier  as  a result 
of  having  taken  $20  worth  of  antibiotics  — did 
it  cost  somebody  $20  or  did  somebody  make 
$150? 

The  point  is  we  have  two  duties  — (1)  To 
spend  other  people’s  money  wisely  and 


responsibly,  and  (2)  to  provide  and  supervise 
the  best  medical  care  we  can. 

We  are  doing  both,  as  is  obvious,  even  to  the 
scapegraces  (maybe  that’s  what  bothers  them); 
but  we  can  improve  (anybody  who  can’t  is 
dead),  and  we  cannot,  without  grievous  peril  to 
our  system,  slacken  our  effort. 

Charles  W.  Landgraf,  Jr.,  M.D. 


The 

Auxiliary 

SPEECH  TO  THE  HOUSE  OF 
DELEGATES 
May  2,  1979  - Kearney 
Mrs.  Harry  D.  Shaffer  (Dorothy) 
President,  NMA  Auxiliary 

You  should  be  proud  of  your  Auxiliary;  its 
members  are  your  wives  and  the  wives  of  your 
colleagues.  There  are  779  of  us  in  Nebraska,  all 
working  together  for  the  good  of  our 
communities.  I would  urge  you  to  ask  if  your 
spouse  is  a member.  Our  dues  are  only  $11  per 
year  ($7  National  and  $4  State).  The  more 
members  we  have,  the  more  we  can 
accomplish. 

Our  aim  for  several  years  has  been  the 
development  of  the  Health  Gallery  and  this 
year  we  hit  one  target.  The  Classroom  is 
complete  and  now  in  use.  However,  we  must 
keep  on  target  on  the  funding  in  order  to 
complete  the  entire  project.  I am  sure  you  were 
proud,  as  we  are,  of  the  progress  report  which 
Chairman  Helen  Hayes  gave  to  this  House. 

Another  goal  was  to  respond  to  a request  of 
the  NU  Student  Wives  Organization.  You  will 
read  in  the  May  NMA  Journal  of  an 
opportunity  for  all  Nebraska  Physicians  to 
invite  these  young  couples  into  your  homes  so 


that  they  may  become  better  acquainted  with 
life  in  rural  areas. 

“Health  Projects  Promotion”  was  an 
emphasis  suggested  by  our  National  Auxiliary. 
A Chairman  of  Health  Projects  was  appointed 
this  year  in  an  effort  to  coordinate  our  various 
health  programs.  Particular  emphasis  has  been 
placed  on  immunization.  Much  time  was  spent 
in  gathering  information  from  the  Health 
Department  and  the  chairman  attended 
meetings  of  the  League  of  Nursing  Task  Force 
on  Immunization,  and  this  group  is  asking  for 
our  assistance.  We  hope  that  you  will  call  upon 
your  Auxiliary  to  carry  out  an  awareness 
campaign  in  your  community. 

Our  Fall  officer’s  tour  included  a trip  by  van 
from  Lincoln  to  Ogallala,  with  Workshops  with 
emphasis  on  legislation  in  Hastings  and 
Ogallala.  Visits  were  made  in  Kearney, 
Lexington  and  North  Platte.  Additional  trips 
were  made  to  Beatrice,  Norfolk,  Omaha  and 
Lincoln. 

AMA-ERF  sales  totalled  $1,300;  NMF 
$896.41.  Every  auxiliary  has  been  involved  in 
fund  raising  for  Health  Gallery.  Many  have 
contributed  to  special  health-related  projects 
within  our  communities. 
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Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit) 

PATRONS  (name  on  a patron  plaque) 
tSPONSORS  (certificate  of  appreciation) 

Other  Supporters 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


BENEFACTORS 
Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 


$5,000-$25,000 

1,000- 

4,999 

200- 

999 

10- 

199 

Dr.  and 

Dr.  and 

Dr.  Pat 

Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 
Blue  Cross  - Blue  Shield 
E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic- 
Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stamper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
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}oes  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


tfasodllan-compatible  with  coexisting  diseases 
e.g.,  giaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodiian-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 

Vasodilan-compatible  with  your  totai  regimen  for 
vascular  insufficiency 

Vasodilan  can  be  a valuable  adjunct  in  planning  a total  therapeutic  program  for 
vascular  insufficiency. 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows; 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud’s  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition;  Vasodilan  tablets,  isoxsuprine  FICI.  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI.  5 mg.,  pa  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  sevae  or  acute  conditions 
Contraindications  and  Cautions:  Thae  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  artaial  bleeding 


Parentaal  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions;  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets.  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U s Pat  No  3,056,836 


VASODILAN  20-mg  tablets 

(ISOXSUPRINE  HCI) 

20  mg  q.i.d.  recommended  dosage 


PHARMACEUTICAL  DIVISION 

t 1976  MEAD  JOHNSON  ft  COMPANY  • EVANSVILLE  INDIANA  47721  USA  MJL  7 4237R 


This  asthmatic 

isn’t  worried  ahout  his  next  hreath... 


he’s  aciive 
he’s  effectively 
maintained  on 


confoins  theophylline  (anhydrous)  150  mg 
ond  glyceryl  guoiocolofe  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 


Indicotions:  For  the  sympromoric  relief  of  bronchosposric 
conditions  such  os  bronchial  osthmo,  chronic  bronchitis, 
ond  pulmonary  emphysemo 

Wornings:  Do  not  odminister  more  frequently  than  evety 
6 hours,  or  within  12  hours  ofter  redol  dose  of  any  preporo- 
non  containing  theophylline  or  ominophylline  Do  not 
give  other  compounds  contoining  xonthine  denvotives 
concurrently 

Precoutions:  Use  with  coution  in  potients  with  cordioc 
diseose  hepotic  or  renal  impoirment  Concurrent  odminis- 
trotion  with  certoin  ontibiotics.  i e clindamycin  erythro- 
mycin. troleondomycin  moy  result  in  higher  serum  levels 
of  theophylline  Plosmo  prothrombin  ond  foaor  V moy 
increase,  but  ony  clinical  effect  is  likely  to  be  smoll  Metob- 
olites  of  guoifenesin  may  contribute  to  increased  urinory 
5-hydtoxyindoleocetic  acid  readings,  when  determined 
with  nitrosonophthol  reogent.  Sofe  use  in  pregnoncy  has 
not  been  estoblished  Use  in  cose  of  pregnancy  only  when 
clearly  needed. 

Adverse  Reodions:  Theophylline  moy  exert  some  stimu- 
loting  effect  on  the  central  nervous  system  Its  odministro- 
tlon  moy  couse  locol  irntotion  of  the  gosttic  mucoso  with 
possible  gastric  discomfort  nouseo  ond  vomiting  The 
frequency  of  odverse  reactions  is  reloted  to  the  serum 
theophylline  level  ond  is  not  usuolly  o problem  ot  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Copsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100  Liquid  in  bottles  of  1 pint  and  1 
gollon 

See  package  insert  for  complete  prescribing  informatian. 


PHARMACEUTICAL  DIVISION 


© 19^9  Moad  Johnson  & Company  • Evansvilla  Indiana  47721  USA  MJL  B 4294R2 


Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 
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Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 

Dr.  and  Mrs.  R.  C.  Pitner 

Dr.  R.  Russell  Best 

Nebraska  Radiological  Society 

Dr.  Ralph  Luikart 

Dr.  Arnold  W.  Lempka 

Dr.  and  Mrs.  Harold  A.  McConahay 

Dr.  and  Mrs.  R.  E.  Collins 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hail  County  Auxiliary 
Da'vson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  f'red  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women's  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  WilUs  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  Russell  J.  Mclntire 
Dr.  and  Mrs.  Hiram  D.  Hilton 

Dr.  M.  E.  Samuelson 
Dr.  Bruce  F.  Clauseen 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  Raymond  O.  Naumann 

Dr.  and  Mrs.  L.  Dwight  MoeU 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Louise  F.  Eaton 

Dr.  John  R.  Feagler 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  SUtton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr:  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  EUot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  I.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  M.  L.  Scheffel 

Dr.  and  Mrs.  Dwight  Snyder 


(Continued) 
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OTHER  SUPPORTERS:  (continued) 

Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 
Dr.  and  Mrs.  John  L.  Gordon 
Dr.  and  Mrs.  James  V.  Reiss 
Dr.  and  Mrs.  Milton  Simons 
Dr.  Miles  Humphrey 
Dr.  and  Mrs.  W.  L.  Shaw 
Dr.  and  Mrs.  Charles  A.  Dobry 
Dr.  and  Mrs.  Joel  T.  Johnson 
Dr.  Roger  Dilley 
Sixth  District  Auxiliary 
Dr.  Hubert  C.  Stewart 
Dr.  Roy  S.  Cram 
Dr.  Joseph  David,  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 
Dr.  Robert  F.  Park 
Dr.  David  C.  Babbitt 
Dr.  Khanh  Quoc  Nguyen 
Dr.  and  Mrs.  Rudolph  Sievers 
Dr.  John  R.  Schenken 
Dr.  and  Mrs.  Maynard  Wood 
Dr.  and  Mrs.  John  Haggstrom 
Dr.  Eugene  M.  Zweiback 
Dr.  and  Mrs.  Stephan  K.  Woodman 
Dr.  and  Mrs.  N.  Richard  Miller 
Dr.  and  Mrs.  Stephan  K.  Woodman 
Dr.  Richard  C.  Sposato 
Dr.  William  F.  Nye 
Dr.  and  Mrs.  Alan  H.  Domina 
Dr.  Paul  L.  Peterson 
Dr.  R.  E.  Donaldson 
Dr.  and  Mrs.  Henry  J.  Quiring 
Dr.  and  Mrs.  Samuel  F.  Moessner 
Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 
Dr.  and  Mrs.  Kenneth  Peters 
Dr.  and  Mrs.  Leon  McGoogan 
Dr.  Wesley  G.  Wilhelm 
Dr.  Ernest  W.  Beehler 
Dr.  and  Mrs.  Thomas  H.  Wallace 
Dr.  George  Larson 

Dr.  L.  Dwight  MoeU 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Burt-Washington  County  Medical 
Auxiliary 

Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!  ! Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medicol 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 

University  of  Nebraska  State  Museum  Health  Galleries 

In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 

Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name:  

Address: 

County  Medical  Society  

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

•k  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott.  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B/Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  Donald  L.  Arkfeld 

Otoe  County  Medical  Society 

Quad  County  Auxiliary 

Dr.  Stanley  M.  Truhlsen 

Dr.  Louise  F.  Eaton 

Dr.  M.  L.  Scheffel 


Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Wesley  G.  Wilhelm 

Dr.  and  Mrs.  Charles  Henkel 

Dr.  Max  Fleishman 

Dodge  County  Medical  Auxiliary 

Northwest  Medical  Auxiliary 
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Between  Cases 


On  Letters  To  The  Editor. 

Controversy  equalizes  fools  and  wise  men  . . 
and  the  fools  know  it. 

Oliver  Wendell  Holmes:  The  autocrat  of 
the  breakfast  table. 

Words  I Can  Do  Without. 

Geriatric  set,  continuum,  data  retrieval, 
infrastructure,  crisis-oriented,  demotiva- 
tional,  to  be  retrenched. 

Heart  And  Lungs  Section. 

Breath,  turn  the  old  blood  over. 

Roethke. 

On  Doctors. 

All  the  physicians  I have  ever  seen  call 
themselves  believers,  but  are  materialists; 
they  believe  only  in  the  existence  of  matter, 
and  not  in  matter  as  an  appearance,  but  as 
substance,  and  do  no  contemplate  a cause. 
Emerson. 

First  Aid. 

Don’t  worry;  my  sister’s  a registered  nurse. 

I’m  All  Right,  Jack. 

Review  of  systems  positive  for  cancer  of  the 
colon,  testicle,  and  prostate;  otherwise 
patient  has  had  generally  good  health. 

On  Sudden  Death. 

. . .abdominal  surgery  on  a patient  who  did  not 
recover,  but  later  died. 

What  do  you  mean:  but? 


Definitions. 

Humbles;  the  lesser  parts  of  an  animal: 
heart,  liver,  kidney,  and  so  on. 

I Did  It. 

In  the  space  where  it  said: 

Describe  how  the  injury  occurred. 

The  doctor  wrote  his  name: 

John  Doe,  M.D. 

Quote  Unquote. 

My  later  skill  was  mostly  obtained  through 
experiments  on  my  patients,  for  a doctor’s 
calling  is  demoralizing. 

Isak  Dinesen:  The  great  gesture. 

On  Being  A Doctor. 

I wondered  whether  he  could  be  a doctor; 
but  no,  I thought;  he  couldn’t  be  a doctor, 
or  he  would  have  a quieter  and  more 
persuasive  manner. 

Dickens:  Great  expectations. 

Quote  Unquote. 

Is  there  smoke  in  the  room?  If  it  be  slight, 
I remain;  if  grievous,  I quit  it. 

Epictetus. 

Now  And  Then. 

I myself  was  a shaggy  student  — my  hair  was 
so  long! 

Leonid  Andreyev:  The  spy. 

The  Patient. 

Eyeritis. 

Eye  like  that. 

- F.C. 
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Welcome  New  Members 


Teodora  A.  Ando,  M.D. 

Red  Cloud,  Nebraska 

Lewiston  W.  Birkmann,  M.D. 

5440  South  St.,  #800 
Lincoln,  Nebraska  68506 

Solomon  Block,  M.D. 

University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 

Daniel  S.  Durrie,  M.D. 

434  Doctors  Bldg. 

Omaha,  Nebraska  68131 

Louis  J.  Gogela,  Jr.,  M.D. 

1110  Jackson  St. 

Beatrice,  NE  68310 

Arnold  H.  Greenhouse,  M.D. 

601  North  30th 
Department  of  Neurology 
Omaha,  Nebraska  68131 

William  F.  Gust,  M.D. 

Department  of  Internal  Medicine 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 

Frederick  D.  Hathaway,  M.D. 

Box  2636 

Lincoln,  Nebraska  68502 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Harry  S.  Eklund,  M.D.,  Osceola,  University  of 
Nebraska  College  of  Medicine,  1932;  age  72; 
died  April  1;  member  NMA  and  AMA. 


C.  J.  LaBenz,  M.D. 

201  South  46th  St. 

Omaha,  Nebraska  68132 

R.  A.  Novak,  M.D. 

120  Wedgewood  Drive 
Lincoln,  Nebraska  68510 

Ira  A.  Priluck,  M.D. 

Department  of  Ophthalmology 
Creighton  Medical  School 
Omaha,  Nebraska  68131 

Anthony  J.  Ross,  M.D. 

Box  81009 

Lincoln,  Nebraska  68501 

Gerald  W.  Rounsborg,  M.D. 

601  W.  Leota 

North  Platte,  Nebraska  69101 

John  A.  Ursick,  M.D. 

8601  W.  Dodge  Road,  #142 
Omaha,  Nebraska  68114 

Chester  H.  Waters,  III,  M.D. 
8300  Dodge  St.,  #320 
Omaha,  Nebraska  68114 

John  C.  Yeakley,  M.D. 

Box  2636 

Lincoln,  Nebraska  68502 


Charles  P.  Waite,  M.D.,  Madison,  Georgetown 
University  School  of  Medicine,  1923;  age  76; 
died  April  28,  1979;  member  NMA. 


Willard  Max  Gentry,  M.D.,  Gering;  University 
of  Nebraska  College  of  Medicine;  1923;  age 
82;  died  May  14;  member  NMA  and  AMA. 
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NMA  1979  Annual  Session 


Picture  Gallery 


Board  of  C'ouncilors 


House  of  Delegates 


Doctor  Arnold  W.  Lempka  presenting  necrology 


Doctors  Carlyle  E.  Wilson,  Jr..  Houtz  G.  Steen- 
burg  and  Charles  W.  Landgraf,  Jr. 


Dr.  John  C.  Sage  addressing  House  of  Delegates 


Doctor  John  R.  Schenken  addressing  House  of 
Delegates 


Doctor  Houtz  G.  Steenburg  presenting  award  for 
distinguished  service  to  Doctor  John  R.  Schenken 


AMA  President  Doctor  Tom  E.  Nesbitt  and  Doctor 
John  R.  Schenken 
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Picture  Gallery 


NMA  1979  Annual  Session 


Doctor  Tom  E.  Nesbitt  addressing  House  of 
Delegates 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee  Annual  Recognition  and  Religion  Banquet 
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Our  Medical  Schools 


Creighton  appoints  Dr.  Kenney. 

Dr.  Emmet  Kenney  has  been  appointed 
chairman  of  the  department  of  psychiatry  at 
the  Creighton  University  School  of  Medicine 
by  Dean  Joseph  Holthaus. 

Dr.  Kenney,  who  has  been  serving  as  acting 
chairman,  joined  the  Creighton  faculty  in  1971 
as  an  associate  professor  and  also  has  been  an 
assistant  professor  at  the  University  of 
Nebraska  College  of  Medicine. 

He  is  a former  chief  of  the  adolescent  unit  at 
the  Nebraska  Psychiatric  Institute  and  chief  of 
the  psychiatric  unit  at  St.  Joseph  Hospital. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  - 
July  7 Chadron,  Elks  Lodge 
July  28  Norfolk,  Elks  Lodge 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  July  22-26,  1979, 

Chicago,  Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

47TH  ANNUAL  POSTGRADUATE  AS- 
SEMBLY of  the  Omaha  Mid-West  Clinical 
Society,  October  29,  30  and  31,  1979, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 
Write  to:  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical 
Society,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 


26TH  ANNUAL  SCIENTIFIC  SESSION, 
Nebraska  Obstetrics  & Gynecological 
Society,  MGM  Grand  Hotel,  Las  Vegas, 
Nevada,  December  6,  7 & 8,  1979.  Write  to: 
Dennis  Beavers,  M.D.,  8552  Cass  Street, 
Omaha,  Nebraska  68105. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 

Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 


Books 

Correlative  neuroanatomy  & functional 
neurology’;  by  Joseph  G.  Chusid,  M.D.;  464  pages;  limp 
cover,  $12.00;  published  1979  by  Lange  Medical  Publi- 
cations, Los  Altos,  California  94022. 

This  is  the  17th  edition  of  this  book;  it  first  appeared  in 
1938,  so  that  it  comes  out  in  a new  edition  about  every  2% 
years,  which  is  pretty  good  for  a neuroanatomy.  The  print 
is  good,  there  are  many  figures  and  tables;  I could  not  find 


numbered  references,  but  there  is  a bibliography,  and 
there  is  a good  index. 

I looked  through  the  book,  and  as  an  editor,  a 
nonanatomist,  and  a quondam  anesthesiologist,  I was 
impressed.  Avoid  overparking  for  two  or  three  days  and 
you  can  have  this  book.  I liked  it. 

- F.C. 
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WashingtoNotes 


Insurance. 

Sen.  Edward  Kennedy  has  put  forward  a 
$30  billion  national  health  insurance  proposal 
that  he  conceded  faces  an  uphill  battle  in 
Congress. 

Unable  to  heal  the  policy  breach  with  the 
Administration  after  more  than  a year  of 
trying,  Kennedy  and  Labor  were  forced  to  go  it 
alone.  Their  bill,  a drastically  cut-back  version 
of  Labor’s  original  plan  nine  years  ago,  would 
provide  everyone  an  all-bills-paid  health  policy 
but  would  rely  chiefly  on  private  health 
insurance  premiums  to  finance  the  program. 

The  break  with  President  Carter  is  on  the 
crucial  strategic  question  of  whether  Congress 
should  be  asked  to  approve  NHI  as  a complete 
package,  or  in  phases.  Kennedy  wants  the  plan 
adopted  in  one  great  swoop  though  there 
would  be  a four-year  phase-in.  Carter  insists 
on  a step-by-step  approach,  seeking  con- 
gressional approval  first  of  a relatively  modest 
initial  step. 

The  way  the  NHI  picture  now  shapes  up  in 
Congress,  Kennedy’s  bill  stands  on  the  left  as 
by  far  the  most  sweeping.  The  Adminis- 
tration’s still  to  be  introduced  measure, 
looking  toward  a comprehensive  program 
down  the  road,  is  in  the  middle.  A formidable 
threat  to  both  is  the  much  cheaper 
catastrophic  benefit  plan  advanced  from  the 
stronghold  of  the  Senate  Finance  Committee. 
But  an  even  more  formidable  threat  to  all 
plans  is  the  pinch-penny  sentiment  in  the 
Congress. 

Under  the  Kennedy-Labor  plan,  all  people 
would  be  covered  by  health  insurance  plans 
with  federal  financing  of  coverage  for  the  poor 
and  the  aged.  A health  insurance  card  would 
be  issued  everyone. 

The  benefits  would  cover  virtually  all 
hospital  and  physician  charges  without  de- 
ductibles or  co-insurance. 

Prospective  budgeting  of  hospital  and 
negotiated  fee  schedules  for  doctors  would  be 
the  principal  method  of  cost  control.  Hospitals 
and  physicians  would  be  paid  on  the  basis  of 


pre-negotiated  amounts  and  there  could  be  no 
added  charges. 

The  program  would  be  administered  by  a 
National  Health  Insurance  Board  appointed  by 
the  President.  A majority  would  be  consumer 
representatives. 

Medicare  would  be  upgraded.  Prescription 
drugs  would  be  covered  for  the  elderly. 
Medicaid  would  be  reformed. 

Employers  would  pay  a premium  related  to 
total  wages,  meaning  employers  paying  high 
wages  would  pay  more  for  health  insurance 
than  employers  paying  low  wages.  Business 
would  have  to  pay  at  least  65  percent  of  the 
cost  of  premiums. 

The  AMA  immediately  blasted  the  Kennedy 
plan.  “Rationing  of  health  care  services,  new 
federal  regulation  and  huge  new  costs  would 
be  the  inevitable  result  of  Senator  Kennedy’s 
latest  proposal  on  health  insurance,’’  said 
James  H.  Sammons,  M.D.,  Association 
Executive  Vice  President.  “The  AMA  con- 
tinues to  believe  that  consumer  choice,  private 
insurance  and  limited  government  regulation 
should  be  at  the  heart  of  our  health  care 
system,’’  Sammons  said. 

“The  Kennedy  program  while  talking  about 
private  sector  involvement  continues  to  build 
government  regulation.  Under  the  proposal  it 
appears  that  the  insurance  companies  would 
be  little  more  than  administrators  for  the  plan. 
Senator  Kennedy’s  proposal  ignores  the 
current  realities  of  the  U.S.  economy  and  long- 
range  forecasts  for  continuing  inflation  by 
calling  for  costs  of  nearly  $30  billion  per  year 
eventually.  The  AMA  continues  to  support  an 
expansion  of  adequate  basic  catastrophic 
insurance  through  private  sector  programs.’’ 

Alcohol. 

The  Administration  has  opened  an  ex- 
panded attack  on  alcoholism  with  $22  million 
for  training,  prevention,  and  treatment. 

“The  major  new  Administration  initiative” 
was  announced  by  HEW  Secretary  Joseph 
Califano  in  a speech  before  the  National 
Council  on  Alcoholism. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

ANNUAL  SESSION 
April  29.  .10.  May  1 & 2.  1979 
REPORT  OF  THE  BOARD  OF  DIRECTORS 

Houtz  (i.  Sieenburg.  M I)  . Hastint^s.  Chairman;  Charles  VV,  L..andgraf.  -Ir . 
M I)  . Hastings;  Onn  H Hayes.  M l)..  Lincoln;  .Arnold  \V  Lempka.  M I)  . 
Omaha;  Rus.sell  L.  (lorthey.  M D..  Lincoln;  Allan  ('.  Landers.  M l)  . 
Scottshluff:  F F Faustian.  M l).,  Omaha,  Harry  W McFadden,  Jr..  M I)  . 
Omaha;  Alvin  A,  Armstrong.  M l) . Scottshluff;  Carlyle  K Wilson,  Jr..  M l).. 
Omaha. 


(1)  At  the  1977  Fall  Session,  the  House  of  Delegates 
approved  a resolution  which  directed  the  Board  of 
Directors  make  an  annual  review  of  the  financial  needs 
of  the  NMA  and  make  annual  recommendations  for 
dues  adjustments  in  order  to  balance  the  budget  and 
build  up  reserves  to  an  approximate  level  of  one  year's 
expenditures. 


Your  Board  has  carefully  followed  this  directive,  and 
in  1978  reported  no  need  for  a dues  change  in  1979.  At 
its  meeting  in  March,  the  Board  again  reviewed  both 
the  current  finances  and  anticipated  needs  for  the 
future.  In  this  review  we  consulted  with  our  auditor 
and  outside  investment  counsel  regarding  their  views 
on  reserves,  inflation  and  market  conditions.  The  Board 
retains  outside  counsel  in  its  effort  to  get  maximum 
earnings  on  reserves.  Additionally,  daily  cash  is 
invested  in  interest  paying  accounts.  At  the  conclusion 
of  our  review,  it  was  the  unanimous  consensus  of  the 
Board  that  we  bring  to  this  House  a recommendation 
for  a 10%  dues  increase  amounting  to  S20.00  for  each 
active  member.  It  is  further  recommended  this  increase 
be  effective  January  1,  1980. 


The  NMA  in  common  with  most  not-for-profit 
organizations,  is  caught  in  a classic  crunch.  While  our 
costs  are  subject  to  severe  inflationary  pressures,  our 
revenue  sources,  which  are  non-product  derived,  remain 
static  and  largely  unresponsive  to  the  impact  of 
inflation.  The  Board  has  transferred  all  possible  cash 
surplus  over  the  past  year  to  permanent  reserves  in 
keeping  with  the  goal  set  by  the  House.  When  funds 
are  diverted  from  operations  to  reserves,  the  mileage  of 
each  dollar  is  significantly  affected.  Once  reserves  have 
been  realized,  our  financial  needs  should  be  reduced 
accordingly;  however,  at  this  time,  it  is  too  early  to 
pinpoint  a specific  date. 


We  continue  to  review  our  finances  at  each  meeting 
and  pledge  our  best  effort  to  meet  the  fiscal  needs  of 
the  Association  at  the  most  reasonable  cost  to  you  the 
dues  paying  member. 


(2)  The  Board  considered  the  recommendation  from  the 
Commission  on  Association  Affairs  that  a $150.00 
stipend  be  provided  each  house  officer  delegate  and 
alternate  attending  the  Resident  Physician  Section 


Meetings  held  in  conjunction  with  sessions  of  the  AMA 
House  of  Delegates.  The  Board  also  accepted  the 
proposal  that  a report  be  submitted  by  each  recipient 
regarding  their  activities. 

(3)  A request  was  received  from  the  Creighton  Univer- 
sity Chapter  of  the  American  Medical  Student  Associa- 
tion for  financial  support.  It  was  decided  to  contribute 
$100. 00  as  an  annual  contribution  to  the  efforts  of  the 
AMSA  at  each  of  Nebraska’s  two  medical  schools. 

(4)  The  officers  of  the  Association  met  with  repre- 
sentatives of  the  Licensed  Practical  Nurse  Association 
of  Nebraska  for  purposes  of  discussing  items  presented 
by  that  organization.  Additional  specific  information 
regarding  that  area  of  nursing  practice  was  requested 
and  subsequent  meetings  will  be  scheduled  with  the 
Board  or  another  Association  organizational  entity  for 
purposes  of  discussing  this  subject  further. 

(5)  The  Board  has  entered  into  an  agreement  with  the 
Nebraka  Society  of  Internal  Medicine  to  provide  staff 
and  administrative  support  to  that  specialty  society. 
Service  and  supplies  are  provided  on  a cost  basis  and  to 
date  it  appears  this  is  a satisfactory  arrangement  which 
provides  a beneficial  communication  situation  for  both 
organizations.  This  arrangement  exists  in  numerous 
states  and  seems  to  be  an  increasing  trend.  A 
communication  was  sent  each  Nebraska  Specialty 
society  encouraging  communication  and  included  a copy 
of  a resolution  passed  by  the  AMA  House  of  Delegates 
which  encourages  this  concept. 

(6)  The  Western  Physician  Purchasing  Association  is 
functional  and  the  benefits  of  and  savings  attainable 
under  this  effort  seem  to  be  quite  beneficial.  The  Board 
of  our  Association  has  indicated  an  intent  to  participate 
at  such  point  as  the  WPPA  receives  its  letter  of 
clearance  from  the  FTC.  NMA  legal  counsel  will  also  be 
asked  for  a final  review  and  opinion  on  this  matter 
before  the  effort  is  initiated  in  Nebraska. 

(7)  The  Board  considered  an  application  for  a new 
county  medical  society  to  be  located  in  Sarpy  County. 
The  application  met  the  requirements  of  the  Associa- 
tion Articles  and  By-Laws  and  was  approved  by  the 
Board.  The  subsequent  letter  of  approval  and  a charter 
were  mailed  to  the  applicants. 

(8)  The  Board  considered  and  adopted  a statement  on 
second  opinion  surgery  as  follows; 

The  Board  of  Directors  of  the  Nebraska  Medical 
Association  does  not  endorse  nor  support  any  formal 
second  opinion  surgery  program  that  may  be  offered 
by  any  organization,  private  or  governmental. 

The  Board  and  the  Nebraska  Medical  Association 
have  always  supported  the  concept  of  second  opinion 
or  consultation  whenever  indicated  in  the  patient's 
best  interest. 

The  Board  presents  this  report  to  the  House  for 
approval  and  stands  ready  to  consider  matters  referred 
to  it  at  this  session. 

Respectfully  submitted. 

HOUTZ  G.  STEENBURG.  M.D. 

Chairman 
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1979  COUNTY  SOCIETY  MEMBERSHIP 
(As  of  April  17,  1979) 

Figures  shown  ( ) indicate  1978  membership  as  of  December  31,  1978 


Slate  & No  1979 


County 

A.M.A. 

A.M.A. 

Life 

Total 

Delinquent 

Adams 

35 

(28) 

11 

(13) 

9 

(9) 

55 

(50) 

4 

Antelope-Pierce 

9 

(9) 

(1) 

9 

(10) 

Boone  

2 

(2) 

2 

(2) 

Box  Butte 

10 

(9) 

3 

(3) 

13 

(12) 

♦Buffalo 

40 

(36) 

18 

(12) 

2 

(2) 

60 

(50) 

Butler 

4 

(4) 

4 

(4) 

Cass 

2 

(3) 

2 

(3) 

2 

(2) 

6 

(7) 

Chevenne-Kimball-Deuel 

8 

(8) 

2 

(2) 

10 

(10) 

Cuming 

2 

(1) 

3 

(4) 

5 

(5) 

Custer 

5 

(4) 

(1) 

1 

(1) 

6 

(6) 

1 

Dawson 

7 

(7) 

3 

(5) 

4 

(3) 

14 

(15) 

Dodge 

16 

(13) 

8 

(10) 

6 

(5) 

30 

(28) 

Five  County 

8 

(8) 

1 

1 

(1) 

10 

(9) 

Four  County 

2 

(2) 

3 

(3) 

5 

(5) 

Gage 

12 

(11) 

6 

(7) 

6 

(7) 

24 

(25) 

Hall 

38 

(35) 

11 

(17) 

7 

(7) 

56 

(59) 

3 

Hamilton 

3 

(3) 

3 

(4) 

(1) 

6 

(8) 

Holt  & Northwest 

10 

(8) 

4 

(6) 

14 

(14) 

Jefferson 

3 

(4) 

2 

(2) 

5 

(6) 

Knox 

2 

(2) 

2 

(2) 

1 

(1) 

5 

(5) 

Lancaster 

154 

(164) 

55 

(63) 

32 

(33) 

241 

(260) 

16 

Lincoln 

9 

(12) 

27 

(23) 

2 

(3) 

38 

(39) 

1 

Madison 

23 

(22) 

3 

(2) 

5 

(5) 

31 

(29) 

Metropolitan  Omaha 

426 

(444) 

175 

(178) 

58 

(63) 

659 

(685) 

52 

Northwest 

10 

(10) 

4 

(3) 

1 

(1) 

15 

(14) 

Otoe 

4 

(4) 

4 

(4) 

3 

(3) 

11 

(11) 

Perkins-Chase 

2 

(3) 

3 

(2) 

5 

(5) 

Platte-Loup  Valley 

13 

(11) 

7 

(7) 

2 

(2) 

22 

(20) 

Saline 

5 

(3) 

1 

(1) 

6 

(4) 

Sarpy 

1 

5 

6 

Saunders 

4 

(5) 

2 

(1) 

6 

(6) 

Scotts  Bluff 

27 

(32) 

21 

(21) 

5 

(5) 

55 

(58) 

7 

Seward 

7 

(7) 

1 

(1) 

8 

(8) 

South  Central 

1 

(1) 

3 

(2) 

2 

(2) 

6 

(5) 

Southeast 

8 

(8) 

5 

(7) 

2 

(2) 

15 

(17) 

Southwest 

16 

(19) 

1 

3 

(3) 

20 

(22) 

2 

Washington-Burt 

8 

(8) 

1 

(1) 

4 

(4) 

13 

(13) 

York 

5 

(6) 

7 

(6) 

1 

(1) 

13 

(13) 

TOTAL 

936 

(956) 

398 

(418) 

165 

(172) 

1499 

(1541) 

86 

•Phelps  County  has  merged  with  Buffalo  County 


% of  Total  Membership 

Omaha 43.3% 

Lincoln 16.1% 

Out  State 40.6% 


1979  STUDENT  AND  HOUSE 
OFFICER  MEMBERSHIPS 

UofN  Creighton  Misc.  Total 

Student  Members  68  22  90 

House  Officer  Members  16  1 2 19 

Following  are  the  number  of  members  upon  which  the 
number  of  Delegates  to  the  A.M.A.  are  based: 


State  & 

State 

A.M.A. 

Onlv* 

Life 

Total 

1975 

1018 

24 

135 

1177 

1976 

970 

14 

151 

1135 

1977 

962 

17 

161 

1140 

1978 

956 

16 

169 

1141 

1979 

936 

20 

163 

1119 

♦Eligible 

for  dues 

exem|)tion  in 

A.M.A.  because  of  age. 

retirement,  di.sability,  etc. 
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REPORT  OF  THE  DELEGATE  TO  A.M.A. 

1978  CLINICAL  MEETING 
REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  CONSTITUTION  AND  BYLAWS 

1.  Report  of  Ad  Hoc  Committee  on  Principles  of 
Medical  Ethics  and  other  Resolutions  related  to  this 
subject. 

The  Ad  Hoc  Committee  asked  for  more  time  to  study 
the  problem  and  report  at  the  1979  annual  meeting. 
The  substance  of  the  committee  report,  however, 
indicated  that  they  favored  changing  the  principles  of 
medical  ethics  along  the  lines  proposed  by  the  Board  of 
Trustees.  There  appears  to  be  widespread  resistance  to 
this  change.  The  crux  of  the  situation,  however,  goes 
back  to  a revised  set  of  Opinions  and  Report  of  the 
Judicial  Council  published  in  1977.  These  differ  con- 
siderably from  those  of  1966.  In  1977  Opinions  were 
apparently  devised  to  adjust  to  the  AMA  proposed 
settlement  of  the  chiropractor  lawsuit  in  the  State  of 
Pennsylvania.  At  this  writing  the  settlement  has  not 
yet  been  completed  and  the  College  of  Radiology,  the 
College  of  Surgeons,  the  College  of  Physicians,  and  the 
College  of  Orthopedic  Surgeons  all  disagree  with  the 
AMA  proposal  to  settle  with  the  chiropractors.  Report 
was  adopted. 

2.  Report  DD  Board  of  Trustees. 

This  report  encourages  state  and  local  medical 
societies  to  develop  physician  practice  information 
systems  consistant  with  AMA  policy.  It  was  adopted. 

The  idea  is  to  provide  more  information  to  the  public 
on  request. 

REFERENCE  COMMITTEE  A 

1.  Report  A Board  of  Trustees  — Placement  Review 
Criteria.  The  AMA  supports  development  of  rational 
voluntary  criteria  by  local  planning  bodies  for  place- 
ment of  very  expensive  facilities  and  equipment.  If 
national  guidelines  are  developed  they  should  be  done 
with  the  cooperation  of  local  physicians  and  other 
health  professionals  and  it  should  be  advisory  and  not 
mandatory.  It  was  adopted. 

2.  Report  B Board  of  Trustees  — Regional  Centers 
and  Centralization  of  Health  Care.  This  report  recom- 
mended experimentation  with  regional  centers  where 
high  cost  technologies  are  involved.  Your  delegate  felt 
that  this  was  a dangerous  position  to  take  because  we 
already  have  numerous  voluntary  and  private  regional 
centers  for  high  cost  technologies  through  the  United 
States.  Adopted. 

3.  Resolution  115  — Sharing  of  Diagnostic  Findings. 
The  House  adopted  substitute  resolutions  which  urged 
physicians  to  send  pertinent  abstracts  of  patient’s 
medical  records  when  they  are  admitted  to  a hospital. 

4.  Report  D Council  on  Medical  Service.  This  has  to 
do  with  criteria  of  appropriate  care  and  effectiveness  of 
placing  providers  at  risk  for  inappropriate  care.  The 
report  recommends  that  any  criteria  be  advisory  only. 
Adopted. 

5.  Report  G Council  on  Medical  Service  — PSRO  Data 
Collection  and  Management.  Substitute  resolution 
adopted  which  states  opposition  to  HEW  decision  to 
collect  hospital  discharge  data  on  any  patients  whose 
care  is  not  paid  for  under  federal  programs.  In  addition, 
the  House  expressed  opposition  to  federal  attempts  to 
collect  data  on  hospital  patients  whether  it  involved 
those  paid  for  by  government  programs  or  private 
basis. 

6.  Report  J Council  of  Medical  Service  — Second 
Surgical  Opinions.  Also  several  resolutions  on  this 


subject.  An  amended  Report  J was  adopted  which 
reaffirms  the  right  of  a patient  or  physician  to  seek  a 
second  opinion  and  opposes  concept  of  mandatory 
second  opinion  and  especially  the  imposition  of  financial 
penalties  by  a third  party  payor  for  not  obtaining  a 
second  opinion.  It  also  supports  a concept  that  when  a 
second  opinion  is  required  by  a third  party  that  the 
second  opinion  should  be  at  no  cost  to  the  patient. 

7.  Resolution  96  — Access  to  Medicare  Claim  Payment 
Information.  Substitute  resolution  adopted  which  asked 
that  federal  legislation  authorizing  physicians  to  receive 
copies  of  communications  sent  by  medicare  fiscal 
intermediary  to  the  physician’s  patients. 

8.  Resolution  8 (Nebraska)  and  87  — Confidentiality  of 
Medical  Records.  The  House  adopted  a resolution  which 
opposes  access  to  an  employee-patient  personal  medical 
record  without  the  employees  specific  permission. 

9.  Report  L.  Council  on  Medical  Services  and  Resolu- 
tions 55,  69  and  104  on  the  subject  of  “New  Health 
Practitioners.”  Report  L is  a progress  report  on  new 
health  practitioners  especially  physicians  assistants  and 
nurse  practitioners.  The  entire  report  must  be  read  by 
all  interested.  The  report  was  adopted. 

10.  Resolution  5 (Nebraska)  Uniform  IRS  Regulations. 
House  adopted  amended  resolution  stating  that 
AMA  support  the  concept  that  medical  expenses  be 
treated  uniformly  for  federal  income  tax  purposes. 

11.  Resolution  20  — Study  of  the  Cost  of  Medical  Care. 
This  asks  the  AMA  to  compare  the  cost  of  medical  care 
in  the  public  and  private  sectors.  It  was  referred  to  the 
Board  of  Trustees  for  report  in  1979. 

12.  Resolution  103  — Increases  in  the  Cost  of  Medical 
Care.  Amended  resolution  states  that  AMA  recognize 
that  medical  care  costs  have  increased  in  part  because 
of  increased  demand, . regulations,  liability  insurance, 
and  deficit  spending  by  the  government.  Adopted. 

13.  Report  K — Board  of  Trustees  No-Fault  Automobile 
Insurance.  This  report  should  be  read  in  detail  if  you 
are  interested  in  no-fault  automobile  insurance  because 
of  the  unfairness  to  New  York  physicians.  Adopted. 

14.  Report  Q — Board  of  Trustees  Relative  Value 
Studies.  This  outlines  the  efforts  the  trustees  have 
made  to  obtain  national  legislation  to  protect  develop- 
ment by  the  profession  of  relative  value  studies. 
Adopted. 

REFERENCE  COMMITTEE  B 

1.  Report  J Board  of  Trustees  — Differential  Payment 
for  Services  of  Physicians  at  Teaching  Hospitals 
(Section  227,  Public  Law  92-603)  Resolution  6 (Nebras- 
ka), 65,  197,  108.  Report  J describes  efforts  by  the 
association  to  get  repeal  of  Section  227.  This  was 
adopted. 

2.  Report  L Board  of  Trustees  — Optometric  Services 
in  VA  Hospitals  and  Resolutions  34.  Report  L stated 
that  optometrists  in  VA  hospitals  were  under  the  chief 
of  surgery.  Resolution  34  called  for  service  under  the 
direction  of  an  ophthalmologist  in  VA  hospitals.  Both 
adopted. 

3.  Resolution  7 (Nebraska)  proposed  gasoline  regula- 
tion. This  was  referred  to  the  Board  of  Trustees. 

4.  Resolution  43  — National  Health  Planning  Act, 
Public  Law  93-641.  The  amended  resolution  calls  for 
AMA  to  seek  repeal  of  this  law.  Adopted. 

5.  Resolution  82  — Hospices.  Substitute  resolution 
called  for  the  AMA  to  approve  a physician-directed 
hospices  for  the  terminally  ill.  Adopted. 
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6.  Report  N Board  of  Trustees  — Comprehensive 
Health  Insurance.  Report  MM  Board  of  Trustees  — 
Comprehensive  Health  Insurance.  Resolutions  30,  31, 
32,  33,  51,  60,  62,  84,  89,  111. 

This  was  the  most  important  action  taken  by  the 
House  of  Delegates.  The  House  rejected  the  Medicredit 
Bill  proposed  by  the  Board  of  Trustees  and  adopted  the 
Florida  Resolution  62,  which  called  for  minimum 
standards  of  adequate  benefits  in  all  private  health 
insurance  policies  sold  in  the  United  States  with  an 
appropriate  deductible  and  coinsurance.  It  also  called 
for  uniform  benefits  provided  by  federal,  state  and  local 
government  for  those  individuals  who  are  not  able  to 
provide  for  their  own  medical  care.  Further,  it  called 
for  private  industry  to  make  available  catastrophic 
insurance  coverage.  The,  vote  in  endorsing  Resolution 
62  and  rejecting  the  Board  of  Trustees  proposal  which 
was  merely  a rehash  of  the  numerous  previous 
Medicredit  Bills  was  approximately  160  to  83.  In 
addition  to  adopting  Resolution  62,  the  House  author- 
ized the  Board  of  Trustees  to  draft  a bill  if  necessary 
which  included  the  four  principles  in  Resolution  62.  A 
few  days  after  the  Chicago  meeting  Dr.  Hunter, 
Chairman  of  the  Board  of  Trustees,  in  an  NBC 
interview  stated  that  the  Board  of  Trustees  has 
interpreted  62  to  mean  that  National  Health  Insurance 
should  cover  only  20%  of  the  population  who  are  either 
uninsured  or  underinsured.  This  same  statement  was 
made  to  the  Associated  Press  by  Dr.  James  Sammons. 
Your  Delegate  confirmed  this  by  a letter  to  Drs. 
Sammons  and  Hunter. 

7.  Resolution  93  — Opposition  to  Certificate  of  Need 
in  Physicians’  Offices.  The  House  opposed  any  effort  by 
federal  government  to  extend  certificates  of  need  to 
include  physicians’  offices.  Adopted. 


REFERENCE  COMMITTEE  C 

1.  Report  J Council  on  Medical  Education  — Accedita- 
tion  of  Continuing  Medical  Education.  This  is  a review 
of  the  present  accreditation  process. 

2.  Resolutions  27,  40,  and  83.  Accreditation  of  con- 
tinuing medical  education  by  state  medical  associations. 
The  substitute  resolution  endorsed  the  concept  of 
accreditation  by  state  medical  associations.  Adopted. 

3.  Resolution  110.  National  Board  Examination.  The 
substitute  resolution  adopted  which  calls  for  the  Council 
on  Medical  Education  to  evaluate  the  use  of  the 
National  Board  examination. 

4.  Report  F Council  on  Medical  Education  on  Phy- 
sician Competence.  This  is  a continuing  study  and  final 
report  to  be  given  at  the  1979  annual  meeting.  It 
warrants  the  very  close  attention  by  all  physicians.  A 
position  paper  should  be  developed  by  the  Nebraska 
Medical  Association. 

5.  Report  D Council  on  Medical  Education  on  Educa- 
tional Value  of  Locum  Tenens.  This  report  should  be  of 
interest  to  medical  schools  in  the  State  of  Nebraska. 
Adopted. 

6.  Report  H Council  on  Medical  Education  responding 
to  Loan  Forgiveness  and  Scholarships  as  a Recruitment 
Method  for  Underserved  Areas.  This  report  was 
adopted  and  stated  that  neither  loan  forgiveness  nor 
scholarships  is  the  answer  to  the  problem. 

7.  Report  C Council  on  Medical  Education  responding 
to  Cost  of  Medical  Care  Commission  Report  on  Supply 
Guidelines.  The  report  was  adopted  which  encouraged 
development  of  guidelines  other  than  on  the  national 


basis  to  determine  what  health  personnel  and  facilities 
are  needed  in  various  geographic  areas. 

REFERENCE  COMMITTEE  D 

1.  Resolution  73  — Indentification  of  Federally- In- 
duced Health  Care  Costs.  A substitute  resolution  calling 
for  the  AMA  to  request  government  at  all  levels  to  join 
the  medical  profession  and  hospitals  in  their  effort  to 
contain  the  cost  of  health  care  by  reducing  regulations, 
reports,  forms,  etc. 

2.  Resolution  79  — Cost  Containment  and  Hospital 
Efficiency  as  a Function  of  the  Hospital  Medical  Staff. 
Substitue  resolution  adopted  which  urged  hospital 
medical  staffs  to  establish  standing  committees  with  the 
objective  of  providing  recommendations  for  cost  con- 
tainment. Comment  by  JRS:  This  is  usually  a disaster 
and  a subject  of  this  kind  should  be  brought  up  at  the 
conference  committee  with  the  Board  of  Trustees. 

3.  Resolution  86  — Joint  Commission  on  Accreditation 
of  Hospitals.  A substitute  resolution  calls  on  the  AMA 
to  reaffirm  existing  poUcy  that  medical  staff  member- 
ship shall  be  limited  to  individuals  who  are  currently 
fully  licensed  to  practice  medicine  and  in  addition  to 
licensed  dentists.  Adopted.  (This  conflicts  to  some 
extent  with  the  joint  commission  ruling  in  Pennsylvania 
which  in  effect  requires  certain  members  of  the  medical 
staff  to  accept  referrals  from  chiropractors.) 

4.  Report  V Board  of  Trustees  — Deregulation  of  the 
Medical  Profession.  This  report  was  adopted  and 
requested  HEW  to  identify  cost  assigned  with  or 
brought  about  by  federal  regulations. 

REFERENCE  COMMITTEE  E 

1.  Report  F Council  on  Scientific  Affairs  — Present 
Status  of  the  Medical  Autopsy.  This  report  was  adopted 
and  emphasizes  the  medical  education  and  medical 
quality  assurance  values  of  a routine  autopsy  in 
hospitals.  It  recognized  that  an  autopsy  costs  between 
$800  and  $1000  and  it  should  be  reimbursable  as  a 
hospital  expense. 

2.  Resolution  10  — Alcoholism  Education.  A substitute 
resolution  was  adopted  which  urges  that  institutions  of 
learning  provide  education  exposure  on  management  of 
patients  with  alcoholism. 

3.  Resolutions  3,  21,  28,  121  on  cigarette  smoking.  A 
substitute  resolution  was  adopted  calling  for  the  AMA 
to  increase  its  efforts  to  advise  the  public  on  the 
hazards  of  cigarette  smoking  and  it  discouraged  visual 
presentations  in  the  public  media  depicting  smoking  as 
desirable.  Further  it  asked  the  AMA  to  provide 
leadership  in  asking  the  public  to  adopt  a helpful 
lifestyle  by  abstinence  from  the  use  of  tobacco 
products.  It  further  asked  the  AMA  to  contact  the 
Department  of  Agriculture  to  explore  mechanisms  to 
discontinue  tobacco  price  support  systems.  Finally  it 
asked  the  AMA  to  join  constituent  societies  supporting 
legislation  to  protect  nonsmokers  from  tobacco  smoke 
pollution  in  public  areas  and  private  areas  open  to  the 
general  public. 

4.  Resolution  36  — In  Vitro  Fertilization  of  Human 
Sperm  and  Ova.  It  adopted  resolutions  stating  the 
experimentation  in  this  field  is  ethical  and  that  emhryo 
transfer  with  informed  consent  is  ethical. 

5.  Report  B of  Council  on  Scientific  Affairs  regarding 
Drug  Development  and  Drug  Regulation.  This  was 
adopted  and  it  calls  for  constructive  ways  to  minimize 
regulatory  and  administrative  restrictions  by  the 
federal  government. 
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6.  Report  A Council  on  Scientific  Affairs.  The  status 
of  multiphasic  health  evaluation.  This  is  a review  of  the 
scientific  literature  on  health  screening  procedures.  The 
report  was  filed.  It  should  be  read  by  those  who  have 
an  interest  in  this  subject. 

REFERENCE  COMMITTEE  F 

1.  Report  T Board  of  Trustees  — Legal  Counsel 
Advice  Prior  to  Reference  Committee  Hearings.  This 
called  for  legal  counsel  presentation  to  be  made  to  the 
House  whenever  the  business  involved  important  and 
sensitive  legal  issues.  This  was  adopted. 

2.  Report  JJ  Board  of  Trustees  — Authority  to  Settle 
Litigation.  This  defended  the  authority  of  the  Board  to 
conduct  and  manage  the  affairs  of  the  AMA  within  the 
framework  of  the  constitution  and  bylaws.  The  report 
was  adopted. 

3.  Report  LL  Board  of  Trustees  — State  Medical 
Society  and  State  Specialty  Society  Relationships.  The 
report  was  adopted  and  had  nine  specific  areas  of 
cooperation  to  facilitate  closer  relationships.  It  amended 
two  of  these  recommendations;  one  of  which  urged 
input  from  specialty  societies  and  the  other  emphasized 
that  state  associations  should  provide  a mechanism  to 
bring  the  lobbying  activities  and  interest  of  the 
specialty  societies  within  the  state  association.  The 
state  society  should  implement  this  report. 

4.  Resolutions  16,  50,  and  106  — Pennsylvania 

Chiropractic  Suit.  A substitute  resolution  was  adopted 
which  supports  the  right  of  a physician  to  choose  those 
persons  whom  he  or  she  will  accept  as  patients.  (This  is 
already  in  the  present  code  of  ethics.)  It  further  asked 
the  Judicial  Council  to  reconsider  Article  3.70,  Section  3 
of  the  Judicial  Council  Opinions  and  Reports.  (This  is 
the  1977  version).  It  further  requested  the  AMA  to 
continue  to  warn  the  public  of  the  hazards  to  health  of 
entrusting  the  diagnosis  and  treatment  of  diseases  such 
as  cancer,  diabetes,  malignant  hypertension,  cardio- 
vascular stroke,  and  infections  to  practitioners  who  rely 
upon  the  theory  that  all  diseases  caused  by  misalign- 
ment of  spinal  vertebra  can  be  cured  by  manual 
manipulation  of  the  spine.  Finally  it  emphasizes  that 
none  of  the  portions  of  this  report  should  be  inter- 
preted or  construed  as  an  amendment  to  the  present 
principles  of  medical  ethics  of  the  AMA.  The  Reference 
Committee  before  it  presented  this  report  for  debate 
stated  that  it  had  added  to  its  printed  report  a 
statement  that  Article  3.70  of  Section  3 of  the  Judicial 
Council  Opinion  and  Reports  was  unacceptable.  This 
article  is  the  crux  of  the  AMA  proposed  settlement  of 
the  Pennsylvania  chiropractor  issue.  Article  3.70  per- 
mits physicians  to  accept  referrals  from  chiropractors 
whereas  the  previous  opinions  and  reports  of  the 
Judicial  Council  (particularly  clearly  stated  in  the  1966 
version)  did  not  permit  physicians  to  establish  a 
professional  relationship  with  chiropractors.  Before  the 
debate  started  on  this  last  minute  changed  version  of 
the  report  of  Reference  Committee  F,  that  of  Article 
3.70  being  unacceptable,  the  leadership  of  the  AMA 
exhibited  anxiety  and  consulted  with  the  chairman  of 
the  Reference  Committee.  The  Chairman  then  polled  in 
front  of  the  House  of  Delegates  his  committee  to 
determine  whether  or  not  they  would  leave  this 
“unacceptable”  statement  in  their  report.  The  chairman 
reported  that  by  a vote  of  3 to  2 this  “unacceptable" 
clause  was  deleted  and  the  original  printed  report 
would  be  discussed.  In  the  almost  40  years  that  I have 
attended  the  House  of  Delegates,  I have  never  seen 
anything  like  this  before. 


REFERENCE  COMMITTEE  G 

1.  Resolution  80  — Public  Forum  on  Government  in 
America.  A substitute  resolution  adopted  which  urges 
AMA  to  sponsor  a public  forum  on  this  subject  in 
cooperation  with  medical  profession,  press,  business 
leaders,  and  appropriate  other  groups. 

2.  Resolution  90  — Organizing  Student  Business 

Section  and  Resident  Physician  Section  on  State  and 
Local  Level.  This  resolution  was  adopted  and  urged 
state  and  county  societies  to  assist  students  and 
residents  in  maintaining  component  student  and  resi- 
dent physician  sections. 


REFERENCE  COMMITTEE  H 

1.  Resolution  47  — Seat  Belt  Restraints  for  Infants 
and  Children.  This  amended  resolution  was  adopted  and 
asked  the  AMA  to  encourage  state  medical  associations 
to  consider  initiating  legislation  to  mandate  use  of 
seatbelts  for  infants  and  children. 

2.  Resolution  46  — International  Year  of  the  Child.  An 
amended  resolution  was  adopted  which  endorsed  the 
American  Academy  of  Pediatrics  “Speak  up  for 
Children”  program  as  a health  care  initiative  during 
1979. 

3.  Resolution  61  — Malpractice  Coverage  for  House- 
staff.  This  was  adopted  which  called  for  a survey  to 
find  out  whether  professional  liability  coverage  is 
present  and  to  what  extent. 

4.  Resolution  78  — Medical  Liability  Insurance  Cov- 
erage as  a Mandatory  Requirement  for  Hospital  Staff 
Appointment.  Substitute  resolution  was  adopted  stating 
that  it  is  the  privilege  and  responsibility  of  the  medical 
staff  of  each  individual  hospital  to  determine  qualifica- 
tions of  hospital  medical  staff  appointments. 

5.  Resolution  113  — Medical  Student  Financial  Aid. 
An  amended  resolution  was  adopted  which  asked  the 
Board  of  Trustees  to  study  this  entire  subject. 

6.  Report  FF  of  the  Board  of  Trustees  on  Tax-Free 

Trusts  for  Payment  of  Professional  Liability  Judg- 
ments. This  was  adopted  and  asked  the  Council  on 
Legislation  to  continue  its  study  of  this  subject.  ' 

MISCELLANEOUS  ITEMS 

1.  The  Dr.  Benjamin  Rush  Award  was  granted  to  Dr. 
Kim  Lee  Carter,  a Congressman  from  Kentucky. 

2.  The  House  voted  to  confer  on  William  A.  Sodeman, 
Sr.,  M.D.  the  AMA  Distinguished  Service  Award  at  the 
1979  annual  meeting. 

3.  Ann  Landers  of  Chicago  will  receive  the  AMA 
Citation  of  a Layman  for  distinguished  service. 

Respectfully  submitted, 
John  R.  Schenken,  M.D. 
Delegate  to  A.M.A. 


CREIGHTON  UNIVERSITY  COLLEGE  OF  MEDICINE 
The  represents  my  first  report  to  this  body  since 
Creighton  University  completed  celebration  of  its 
Centennial  year.  The  year  long  celebration  served  to 
spotlight  the  University's  contributions  to  the  Omaha 
community  and  to  Nebraska  and  western  Iowa  during 
the  first  100  years  of  its  existence.  The  number  and 
variety  of  special  activities  offered  as  a part  of  this 
Centennial  celebration  seems  to  have  heightened  the 
pride  felt  by  the  University's  faculty,  student  body,  and 
administration  in  the  societal  significance  of  the  many 
programs  offered  by  the  University.  However,  with  the 
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passing  of  1978,  attention  has  turned  to  the  future 
rather  than  the  past,  with  all  of  the  attendant 
excitement  and  uncertainty. 

For  the  Creighton  University  School  of  Medicine,  the 
future  should  hold  plenty  of  both.  A major  contributing 
factor  to  the  uncertainties  of  the  immediate  future  will 
unquestionably  be  the  whims  of  federal  legislation  as 
Congress  searches  for  ways  to  reduce  the  impact  of 
federal  spending  on  uncontrolled  inflation.  Only  days 
before  this  writing,  the  Congress  approved  recision  of 
more  than  twenty-five  milhon  dollars  earmarked  for 
support  of  health  professions  education  through  the 
so-called  capitation  program.  Quite  simply,  the  Con- 
gress authorized  the  Executive  Branch  to  withhold 
distribution  of  dollars  already  appropriated  and,  in  fact, 
already  budgeted  by  the  nation’s  schools  of  medicine.  It 
seems  inescapable  to  conclude  that  this  is  the  first 
significant  step  in  the  complete  withdrawal  of  the 
federal  government  from  operating  fund  support  of 
medical  and  dental  education.  Since  the  costs  of  these 
educational  programs  seem  destined  to  continue  to 
increase  in  response  to  general  inflationary  forces, 
another  conclusion  is  also  inescapable:  lost  funds  will 
have  to  be  sought  from  other  sources,  traditional  or 
new.  For  a private  school  such  as  Creighton,  without 
recourse  to  state  tax  relief,  this  will  undoubtedly  mean 
additional  and  probably  disproportionate  increases  in 
tuition,  renewed  emphasis  on  voluntary  support  from 
alumni  and  other  philanthropic  sources,  as  well  as  the 
possibility  of  needed  new  programs  that  can  be 
undertaken  with  existing  human  and  capital  resources. 

For  the  current  year,  the  recision  will  have  very 
modest  impact  on  our  budget.  This  is  largely  due  to  the 
fact  that  we  budgeted  somewhat  less  capitation  income 
than  had  actually  been  appropriated.  The  wisdom  of 
that  decision  now  becomes  painfully  obvious. 

In  addition  to  this  legislative  development,  we  are 
also  continuing  to  be  alert  to  developments  in  the 
efforts  to  publish  guidelines  for  implementation  of 
Section  227  of  the  Medicare/Medicaid  Act.  While 
publication  of  these  guidelines  has  been  delayed  by 
legislative  action,  the  battle  has  by  no  means  been  won. 
It  is  predictable  that  efforts  to  control  health  care  costs 
will  bring  about  renewed  efforts  to  change  the  manner 
in  which  costs  are  reimbursed  in  teaching  hospitals. 
The  potential  impact  of  these  proposed  regulations  for 
all  of  medical  education  has  been  described  to  you 
before  and  I am  certain  you  continue  to  share  our 
concern. 

Notwithstanding  our  attention  to  activities  in  the 
legislative  arena  and  their  potential  impact  on  our 
programs,  we  continue  to  take  those  needed  and 
possible  steps  to  improve  our  programs.  I have  already 
announced  publicly,  although  not  to  this  group,  the 
appointment  of  three  new  chairmen  of  clinical  depart- 
ments in  our  school  of  medicine.  These  are  Dr.  Emmet 
Kenney,  psychiatry;  Dr.  Robert  Pierson,  obstetrics/ 
gynecology;  and  Dr.  Mary  Louise  Soentgen,  pediatrics. 
All  of  these  individuals  have  been  serving  in  their  new 
capacities  for  a sufficient  period  of  time  for  us  to 
acknowledge  our  pleasure  with  the  stability  and 
imagination  they  have  been  able  to  bring  to  these 
programs. 

Since  the  first  of  the  calendar  year,  our  continuing 
medical  education  program  which,  incidentally,  is 
partially  underwritten  by  an  annual  grant  from  the 
AMA-ERF,  has  undergone  an  on-site  survey  for  the 
purpose  of  determining  our  eligibility  for  continuing 
accreditation  under  the  auspices  of  the  Liaison  Com- 
mittee for  Continuing  Medical  Education  (LCCME). 


While  the  final  results  have  not  yet  been  announced  to 
us,  the  exit  interview  with  the  surveyor  was  very 
positive  and  I am  confident  that  our  growing  program 
in  continuing  medical  education  will  be  reaccredited 
without  difficulty. 

Another  development  that  promises  to  pay  dividends 
for  our  institution  in  the  future  is  the  estabUshment  of 
an  office  of  research  assistance  within  the  University 
under  the  direction  of  Dr.  Richard  Andrews,  Dean  of 
the  Graduate  School.  Dr.  Andrews  and  his  staff  are 
making  impressive  strides  in  counting  activities  that 
will  assist  the  faculties  of  all  of  our  schools  to  identify 
and  compete  more  favorably  for  available  grant  funds. 
Results  during  the  first  few  months  of  the  program’s 
existence  indicate  that,  partly  as  a result  of  their 
efforts,  our  admittedly  modest  research  program  should 
sustain  substantial  growth  in  the  next  few  years. 

As  has  been  noted  in  past  years,  the  withdrawal  of 
the  federal  government  from  operating  support  for 
medical  education  means  that  we  will  be  even  more 
dependent  in  the  future  upon  revenues  produced  by  our 
faculty.  In  recognition  of  this  fact,  we  have  initiated  a 
plan  for  reorganization  of  the  management  of  our 
ambulatory  services  at  the  Omaha  Health  Professions 
Center  adjacent  to  Saint  Joseph  Hospital.  Concurrent 
with  this  management  reorganization  has  been  the 
adoption  of  a substantially  revised  practice  plan  for  our 
clinical  faculty  characterized  by  increased  incentives  to 
monitor  and  control  the  costs  of  patient  care.  It  might 
also  be  of  interest  to  know  that  a new  family  model 
unit  for  Omaha’s  underserved  Northeast  Quadrant  is 
nearing  completion  at  28th  and  Ames  Avenue.  When 
completed,  the  unit  will  replace  the  obsolete  facility  at 
16th  and  Binney. 

In  about  three  weeks,  we  will  graduate  110  new 
physicians.  Of  this  group,  32  will  be  remaining  in 
Nebraska  for  their  post  graduate  training  including  29 
in  our  own  program  and  three  at  the  University  of 
Nebraska  Medical  Center.  The  1979  entering  class  to 
replace  them  will  again  consist  of  110  students.  While 
the  1979  class  has  not  yet  been  completed,  we  expect 
that  it  will  continue  to  reflect  the  University's  policy  of 
admissions  preference  to  qualified  candidates  from  our 
own  undergraduate  programs.  It  is  of  interest  to  note 
that,  while  the  five  year  decline  in  applications 
continued,  the  rate  of  decline  slowed  considerably  over 
the  preceding  years. 

A major  effort  during  the  next  six  months  will 
involve  preparation  for  our  next  accreditation  survey 
by  the  Liaison  Committee  on  Medical  Education  now 
scheduled  for  mid-April,  1980.  While  we  anticipate  no 
difficulties  in  maintaining  our  unqualified  accreditation, 
we  also  have  no  intention  of  taking  this  event  lightly. 

I would  like  to  express  my  appreciation  to  the 
officers  of  the  Nebraska  Medical  Association  for 
allowing  me  this  opportunity  to  report  to  my  colleagues 
in  the  profession. 

Respectfully  submitted, 

JOSEPH  M.  HOLTHAUS,  M.D. 

Dean 

REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

The  1979  report  of  the  Nebraska  Medical  Foundation 
continues  to  be  one  of  progress  and  ongoing  loans  to 
medical  students.  While  our  total  loans  reflect  to 
$1,350,000  level,  we  currently  have  only  $272,011  of 
that  amount  in  outstanding  loans.  With  few  exceptions, 
loans  in  the  repayment  cycle  are  handled  without 
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incident  and  there  is  no  need  of  reminding  loanees  of 
back  payments  due.  In  those  cases  where  it  has  been 
difficult  to  establish  a regular  program  of  repayment, 
we  have  been  assisted  very  effectively  by  the  Bank 
Trustee  and  legal  counsel.  Through  this  process,  we 
have  not  had  a loan  default  for  the  past  several  years. 
This  kind  of  efficient  service  assures  us  those  contri- 
butions received  are  loaned  and  paid  back  without  loss 
and  obviously  permits  the  program  to  meet  the  needs 
for  which  it  is  designed. 

We  continue  to  pursue  our  scholarship  program  to 
students  who  undertake  research  programs  in  a given 
field  such  as  heart  and  cancer.  Additional  subjects  are 
now  being  reviewed  with  the  thought  of  expanding 
research  categories.  The  scholarship  has  been  increased 
to  $1,500  for  this  program.  All  financing  for  this 
program  comes  from  earnings  of  the  several  research 
funds  within  the  Foundation. 

To  date,  we  have  had  two  recipients,  and  two 
additional  scholarships  will  be  awarded  at  this  Annual 
Session.  The  applications  and  supportive  information 
are  currently  in  the  final  review  process. 

This  report  would  not  be  complete  without  recogni- 
tion being  given  to  the  contributors.  Through  regular 
contributions  from  physicians  and  the  special  activities 
of  the  Medical  Auxiliary,  we  are  able  to  maintain  an 
active  program  in  the  fields  of  loans  and  scholarships. 

The  Foundation  commends  each  individual  and 
organization  for  your  faithful  and  continuing  support. 

Respectfully  submitted, 

LOUIS  J.  GOGELA,  M.D. 
President 


REPORT  OF  THE  STATE  DEPARTMENT 
OF  HEALTH 

I am  appreciative  of  this  opportunity  to  give  a brief 
report  to  the  House  of  Delegates  about  two  program 
areas  in  which  our  Department  feels  expanded  effort 
will  be  helpful  to  Nebraska  physicians  and  their 
patients. 

The  Nebraska  State  Department  of  Health,  in 
cooperation  with  the  University  of  Nebraska  Medical 
Center  and  Childrens  Memorial  Hospital,  is  expanding 
genetic  services  to  major  communities  in  greater 
Nebraska.  Thus  far  the  county  medical  societies  in 
Lincoln  and  Hastings  have  approved  the  periodic 
visitation  of  a genetic  team  which  will  serve  as 
consultant  resource  to  physicians  while  also  providing 
genetic  counseling  to  patients  referred  by  physicians. 
Physicians  in  Beatrice  and  Grand  Island  are  also 
considering  the  initiation  of  this  service.  Regularly 
scheduled  genetic  clinics  are  currently  held  in  Kearney 
and  Scottsbluff. 

Implementation  of  the  Nebraska  Diabetes  Demon- 
stration Project  funded  by  the  Center  for  Disease 
Control  began  April  1,  1979,  in  Central  Nebraska.  This 
project  is  designed  to  have  nurses  reinforce  patient 
care  by  providing  education  for  the  diabetic  in  the 
home  environment.  The  result  to  be  sought  is  enhanced 
control,  with  corresponding  decrease  in  morbidity  and 
mortality.  Chairman  of  the  Advisory  Committee  for  the 
Project  is  Dr.  Robert  Recker,  who  represents  the 
Nebraska  Medical  Association  and  Creighton  University 
School  of  Medicine.  Dr.  Hobart  Wiltse  represents  the 
Nebraska  Academy  of  Pediatrics.  Other  physicians 
participating  are  Dr.  David  Jasper  of  Omaha  and  Dr. 
Wendell  Fairbanks  of  Alliance.  The  support  and 


participation  of  these  physicians  are  very  much  appre- 
ciated by  the  Department  of  Health. 

Respectfully  submitted, 

HENRY  D.  SMITH.  M.D., 
Director 

State  Department  of  Health 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Dwaine  J.  F’eetz,  M l).,  Neligh,  Chairman;  R.  L.  Ca.s.sel,  M.D.,  Omaha;  Louis 

Gogela,  M.D.,  Lincoln;  Clyde  L.  Kleager,  M.D.,  Hastings;  .1.  P. 
Schlichlemier,  Omaha;  .Joseph  C.  Scott,  M.D..  Omaha;  Stephen 

Woodman,  M.D..  Grand  Island. 

The  Commission  on  Association  Affairs  met  on  two 
occasions  subsequent  to  the  Fall  Session  of  the  House 
of  Delegates. 

( 1 ) The  Commission  serves  as  an  advisory  committee 
to  the  Nebraska  Medical  Association  Auxiliary.  The 
Auxiliary  has  developed  a visitation  program  whereby 
medical  students  and  spouses  would  spend  a weekend 
or  more  in  a rural  physician’s  home.  This  voluntary 
program  is  being  developed  with  the  assistance  and 
cooperation  of  representatives  of  the  Medical  Center. 

The  Commission  decided  this  program  should  be 
handled  through  the  Auxiliary. 

The  Auxiliary  has  also  developed  a Mud  Flap 
Program  which  will  place  and/or  make  available  Mud 
Flaps  for  large  trucks  which  carry  a health  slogan.  The 
Auxiliary  has  worked  with  various  trucking  and 
transportation  organizations  and  a strong  cooperative 
effort  has  been  achieved.  Specific  details  regarding  this 
activity  will  be  presented  to  the  House  at  this  Annual 
Session. 

The  Commission  felt  this  was  an  excellent  program 
and  encouraged  the  Auxiliary  to  proceed. 

(2)  The  Commission  considered  the  resolution  referred 
by  the  House  at  the  Fall  Session  approving  reim- 
bursement of  expenses  for  house  officer  members  of  the 
Association  who  are  delegates  or  alternate  delegates  to 
the  American  Medical  Association  Resident  Physicians 
Section  Meeting.  The  Commission  considered  the 
matter  and  proposed  to  the  Board  of  Directors  that 
each  AMA-RPS  delegate  and  Alternate  delegate  re- 
ceive a stipend  of  $150.00,  and  that  a written  report  of 
their  activities  at  these  meetings  be  requested  for 
presentation  at  the  House  of  Delegates. 

(31  The  Commission  also  considered  a resolution 
referred  by  the  House  of  Delegates  following  the  Fall 
Session  which  directed  that  recommendations  be  made 
at  this  House  session  regarding  mechanisms  to  increase 
house  officer  membership  in  the  Nebraska  Medical 
Association  and  the  American  Medical  Association.  The 
Commission  recommends  that  a letter  be  sent  each 
house  officer  explaining  the  two  membership  options 
available  to  a house  office  (as  a regular  physician 
member  or  as  a member  of  the  House  Officer  group).  A 
preliminary  copy  of  the  letter  will  be  sent  the 
membership  committees  of  the  Metropolitan  Omaha 
Medical  Society  and  the  Lancaster  County  Medical 
Society.  These  county  medical  societies  should  also  be 
encouraged  to  recruit  house  officer  members.  Addi- 
tionally, the  Commission  recommends  the  two  medical 
schools  be  contacted  and  asked  to  select  a physician 
member(s)  of  their  staffs  to  serve  as  an  advisor! s)  to 
the  house  officers  in  their  institutions  and  encourage 
the  house  officers  to  become  members  of  organized 
medicine. 
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(4)  Several  By-Law  changes  were  adopted  at  the  1978 
Fall  Session  of  the  House  of  Delegates.  The  specific 
insertion  details  are  herewith  presented; 

a)  CHAPTER  VI  - DELEGATES  TO  THE  HOUSE  OF 
DELEGATES  — Section  7 — Add; 

House  officer  members  shall  not  be  considered 
members  of  a component  county  medical  society  for 
the  purpose  of  determining  the  number  of  delegates 
to  which  a component  county  medical  society  is 
entitled. 

b)  CHAPTER  VI  - DELEGATE  TO  THE  HOUSE  OF 
DELEGATES  — Section  2 — Add  third  paragraph; 

A delegate  or  an  alternate  representing  a component 
House  Officer  Society  shall  have  been  a member  of  a 
component  House  Officer  Society  and  the  Nebraska 
Medical  Association  for  at  least  six  months  preceding 
his  election. 

c)  CHAPTER  VI  - DELEGATES  TO  THE  HOUSE  OF 
DELEGATES  — Section  3 — Add  second  paragraph; 
Delegates  of  a component  House  Officers  Association 
and  their  alternates  shall  be  elected  for  a term  of  one 
year. 

d)  CHAPTER  XIII  - COMMISSIONS  AND  THEIR 
DUTIES  — Section  2C  — Add  Item  (4); 

Consider  matters  of  a legislative  and  regulative 
nature  at  the  federal  level  which  would  affect  the 
practice  of  medicine. 

e)  CHAPTER  XIII  - COMMISSIONS  AND  THEIR 
DUTIES  — Section  2D  — Amend  Item  (1)  to  read; 
Consider  matters  of  a legislative  and  regulative 
nature  at  the  state  level  which  would  affect  the 
practice  of  medicine. 

(5)  The  Commission  also  considered  a resolution  on 
confidentiality  of  records  referred  to  it  by  the  House  of 
Delegates  at  the  1978  Fall  Session.  Following  con- 
siderable discussion  regarding  this  item,  the  Commis- 
sion recommends  that  should  a resolution  on  this 
subject  be  desired,  the  following  wordage  be  con- 
sidered; 

WHEREAS,  this  Association  is  aware  of  the  fact  that 
some  patients  have  signed  consents  for  examination  of 
medical  and  hospital  records  upon  applying  for  in- 
surance or  on  other  occasions  in  advance  of  admission 
to  the  hospital,  and 

WHEREAS,  such  patients  may  have  different  views 
with  respect  to  whether  they  wish  to  consent  to  such 
examination  of  said  records  after  the  records  have  come 
into  existence; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  this 
Association  go  on  record  as  favoring  the  following 
policy  with  respect  to  consent  to  examine  medical  and 
hospital  records,  to-wit; 

1.  Such  consent  must  be  in  writing  and  signed  by  the 
patient  subsequent  to  the  date  of  the  making  of  the 
record. 

2.  The  person  or  legal  entity  authorized  to  examine  the 
record  must  have  a definite  legitimate  business  need 
to  examine  the  record. 

3.  The  examination  should  be  restricted  to  the  portion 
of  the  record  which  is  relevant  to  the  legitimate 
need. 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
resolution  be  mailed  by  the  Association  to  the  Nebraska 
Insurance  Commissioner  and  to  the  Nebraska  Hospital 
Association. 

The  Commission  on  Association  Affairs  stands  ready 


to  consider  any  additional  matter  which  might  be 
referred  to  it  by  the  House  of  Delegates  at  this  session. 

Respectfully  submitted. 
DWAINE  J.  PEETZ,  M.D. 
Chairman 


REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

Robert  M.  Stryker.  M.D..  Omaha,  Chairman;  Allen  J.  Alderman,  M.D.. 
Chadron;  Patrick  E.  Clare.  M.D  Lincoln;  -John  C.  Goldner,  M.D.,  Omaha;  -Joel 
T.  .Johnson.  M.D.,  Kearney;  Robert  G.  Osborne.  M.D.,  Lincoln;  William  L. 
Rumbolz,  M.D.,  Omaha;  Richard  B.  Svehla.  M.D.,  Omaha. 

Activities  of  the  Commission  have  been  carried  on 
through  the  ad-hoc  committee  mechanism.  The  Scien- 
tific Sessions  Committee  has  had  numerous  meetings, 
and  the  results  of  its  efforts  will  be  evident  at  the 
Session.  The  Ad-Hoc  Committee  on  Athletic  Medicine  is 
developing  its  October  seminar  and  preparing  athletic 
medicine  treatment  articles  for  distribution  to  Associa- 
tion members.  The  Ad-Hoc  Committee  on  Maternal  and 
Child  Health  will  meet  in  late  April  and  may 
subsequently  submit  a report  to  the  House  of  Dele- 
gates. The  Ad-Hoc  Committee  on  Emergency  Medical 
Services  presents  its  report  as  follows; 

The  Ad-Hoc  Committee  on  Emergency  Medical 
Services  met  in  April,  1979.  Dr.  Kenneth  F.  Kimball, 
Director  of  Emergency  Health/Medical  Services  of  the 
State  Department  of  Health,  presented  to  the  commit- 
tee a recently  tabulated  critical  care  services  categori- 
zation project  covering  Nebraska  hospitals.  A summary 
of  his  comments  follow. 

1.  Hospitals  were  contacted  by  the  State  Department 
of  Health  and  asked  to  complete  a questionnaire 
covering  several  emergency  medical  and  trauma  care 
categories.  Criteria  for  the  questionnaire  was  ob- 
tained from  sources  which  included  the  AMA. 

2.  The  subsequent  compilation  of  service  availability  for 
categories  is  not  meant  to  rate  or  compare  one 
hospital  to  another,  rather  the  statistics  are  to 
present  an  informative  resource  of  which  services 
are  available  at  specific  institutions. 

3.  Physicians  should  be  aware  of  this  data  and  on 
occasion  the  physician  may  beneficially  utilize  the 
data  as  a resource  for  referral  of  appropriate  cases. 

4.  The  JCAH  requires  hospitals  to  categorize  basically 
the  same  information  as  that  used  in  this  study. 

5.  Tabulated  results  reflect  the  answers  from  the 
questionnaire  and  no  attempt  was  made  to  check 
the  validity  of  the  answers.  Also,  a few  hospitals 
failed  to  return  the  questionnaire. 

6.  The  EMS  Division  of  the  State  Department  of 
Health  considers  the  study  or  categorization  a 
working  document  subject  to  continual  review  and 
subsequent  updating  as  services  of  the  hospitals 
change. 

7.  This  document  has  been  distributed  to  the  EMS 
Councils  of  the  state  and  undoubtedly  will  be  sent  to 
all  hospitals. 

The  Ad-Hoc  Committee  makes  several  observations 
about  the  data  and  its  implications.  Data  from  the 
categorization  may  be  used  by  emergency  medical 
systems  councils  across  the  state  when  planning  future 
programming  in  applying  for  funding.  It  is  important 
that  physicians  become  aware  of  activities  in  their 
respective  areas  and  take  part  in  the  local  planning 
processes. 

Some  members  of  the  committee  noted  that  to  the 
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best  of  their  knowledge,  some  of  the  designations  on 
this  document  were  not  accurate. 

The  committee  accepts  this  document  for  information 
only. 

Dr.  Kenneth  F.  Kimball’s  position  as  Director  of  the 
Division  of  Emergency  Medical  Services  for  the  State 
Department  of  Health  and  his  membership  on  our 
ad-hoc  committee  has  enhanced  our  knowledge  of 
activities  in  this  very  important  area. 

Respectfully  submitted, 
ROBERT  M.  STRYKER,  M.D 
Chairman 


REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

Carl  J.  Cornelius.  Jr..  M-D  . Sidney.  Chairman;  John  D.  Coe.  M.I)  . Omaha; 
Harold  M Nordlund.  M.D.,  York;  John  F F*orterfield.  M.D..  Lincoln;  Donald 
F.  Prince.  M.D  . Minden;  Jerald  R.  Schenken.  M D . Omaha;  Thomas  H 
Wallace.  M.D.,  Gordon, 

Your  Commission  on  Governmental  Affairs  met  via 
conference  telephone  on  March  30,  1979,  after  a 

meeting  scheduled  one  week  earlier  at  the  head- 
quarters office  had  to  be  cancelled  because  of  the 
weather,  and  submits  the  following  report. 

(1)  National  Health  Insurance  — The  various  pro- 
posals for  National  Health  Insurance,  including  S350 
(Long-Ribicoff-Talmadge  Bill),  S351  (Long-Ribicoff-Tal- 
madge,  et.  al)  and  the  current  guidelines  regarding 
submission  of  a NHI  proposal  by  the  AMA  were 
reviewed.  The  Commission  feels  that  we  should 
reaffirm  our  opposition  to  all  NHI  proposals  regardless 
of  sponsorship,  and  recommends  approval  of  the 
following  resolution: 

OPPOSITION  TO  NATIONAL  HEALTH  INSURANCE 

WHEREAS,  a number  of  proposals  for  NHI  are 
currently  being  considered  by  the  U.S.  Congress,  and 

WHEREAS,  the  cost  of  NHI  programs  in  other 
countries  has  created  economic  disaster  and  rationing  of 
services,  and 

WHEREAS,  implementation  of  any  NHI  program 
regardless  of  its  scope  will  increase  federal  expendi- 
tures by  billions  of  dollars,  and 

WHEREAS,  the  American  taxpayer  has  recently 
indicated  his  desire  for  the  federal  government  to  live 
within  its  means; 

THEREFORE  BE  IT  RESOLVED,  that  the  NMA 
reaffirm  its  opposition  to  any  and  all  federally 
controlled  compulsory  health  programs  and  to  the 
sponsorship  of  same  by  the  AMA,  and 

BE  IT  FURTHER  RESOLVED,  that  continued 
support  be  given  to  the  private  health  industry  for  the 
continuation  of  present  activities  and  for  the  develop- 
ment of  new  strategies  to  further  reduce  the  number  of 
citizens  who  are  not  currently  covered  and  to  improve 
the  coverage  of  those  whose  coverage  is  less  than 
adequate,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
resolution  be  sent  to  each  member  of  the  Nebraska 
Congressional  delegation  and  to  the  Governor  of 
Nebraska  and  that  a similar  resolution  be  submitted  to 
the  AMA  House  of  Delegates  at  the  1979  Annual 
Session. 

(2)  PL93-641  [National  Health  Planning  & Resources 
Development  Act)  — An  Ad-Hoc  Committee  for  Health 
Planning  has  been  formed  since  the  Fall  Session  of  the 
House  and  is  just  beginning  to  function.  Each  member 
of  the  Ad-Hoc  Committee  and/or  his  wife  is  being  asked 


to  attend  as  many  of  the  HSA  meetings  in  his  area  as 
possible  and  to  attend  some  of  the  important  committee 
meetings  as  well  and  report  items  which  may  require 
Association  activity  to  the  headquarters  office  and  to 
the  Chairman  in  order  that  timely  and  appropriate 
action  can  be  planned  and  initiated  when  necessary. 
Your  Commission  supports  the  position  of  the  AMA 
regarding  PL93-641,  which  opposes  extension  of  this  act 
beyond  its  present  temporary  one  year  extension 
authorization  and  outlines  changes  in  the  law  which 
would  insure  reasonable  physician  input  and  participa- 
tion in  the  planning  process  if  it  is  to  be  extended. 

(3)  PSRO  [Professional  Standards  Review  Organiza- 
tion) — Your  Commission  continues  to  believe  that  this 
activity  takes  money  that  could  be  utilized  for  health 
services  and  diverts  it  to  beaurocratic  regulatory 
activity  which  is  neither  desireable  nor  cost  effective. 
We  are  happy  to  report  that  we  are  not  aware  of  any 
official  activity  at  present  for  the  Establishment  of  a 
PSRO  or  Alternate  PSRO  for  Nebraska. 

(4)  HR2626  and  S570  [Administration’s  Hospital  Cap 
Proposal)  — Your  Commission  believes  that  this 
legislation  is  discriminatory  in  that  it  proposes  manda- 
tory controls  for  the  hospital  industry  but  supports 
voluntary  controls  for  the  rest  of  the  economy.  The 
voluntary  effort  is  ahead  of  schedule  in  its  attempts  to 
moderate  the  rate  of  inflation  in  hospital  charges  by  2% 
per  year  over  a two-year  period  and  should  be  given  a 
chance  to  demonstrate  its  capacity  for  responsible 
action  in  moderating  costs. 

Your  Commission  submits  the  following  resolution: 

WHEREAS,  the  Voluntary  Effort  (of  the  American 
Medical  Association,  the  American  Hospital  Association 
and  the  Federation  of  American  Hospitals)  is  working, 
and 

WHEREAS,  HR2626  and  S570  single  out  the  hospital 
industry  for  mandatory  price  controls  while  permitting 
all  other  industries  to  operate  under  voluntary  guide- 
lines, and 

WHEREAS,  the  fact  that  the  cost  of  goods  and 
services  which  hospitals  must  purchase  from  suppliers 
are  not  covered  by  mandatory  price  controls  and  cannot 
be  controlled  by  the  hospital  purchaser,  puts  hospitals 
in  a very  unfair  position  in  controlling  their  economic 
destiny,  and 

WHEREAS,  mandatory  controls  of  this  type  tend  to 
penalize  those  institutions  that  have  been  doing  an 
effective  job  in  controlling  cost  escalation  and  reward- 
ing those  which  have  not  necessarily  been  fiscally 
prudent;  therefore  be  it 

RESOLVED,  that  the  NMA  go  on  record  in  favor  of 
continuing  support  for  the  Voluntary  Effort  in  lieu  of 
HR2626  and  S570,  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  sent  to 
each  member  of  the  Nebraska  Congressional  Delegation 
and  to  the  Governor  of  Nebraska. 

(5)  S505  [Medicare -Medicaid  Administrative  and  Re- 
imbursement Reform  Act  of  1979  — Talmadge  Bill]  — 
Although  there  are  several  sections  in  this  bill  which 
we  could  support  e.g.,  approval  of  Relative  Value 
Schedules,  prohibition  of  the  release  of  the  amount  of 
money  paid  to  physicians  under  the  Medicare  Program 
for  the  previous  year,  prohibition  of  release  of 
confidential  information  by  PSRO’s,  the  removal  of  the 
requirement  of  a three-day  hospital  stay  as  a pre- 
requisite for  eligibility  for  home  health  benefits,  and 
postponement  of  the  effective  date  of  Section  227, 
which  would  alter  the  method  of  Medicare  reimburse- 
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merit  for  the  physician  in  a teaching  hospital,  the 
following  provisions  are  objectionable  since  they  disrupt 
the  medical  care  delivery  system  in  such  a way  as  to  be 
contrary  to  the  intent  of  the  original  legislation: 

a)  Section  5 would  create  a special  class  of  physicians 
who  would  be  entitled  to  certain  incentives  if  each 
would  agree  to  accept  assignments  on  all  Medicare 
patients. 

b)  Section  6 would  place  special  restrictions  on  the 
charges  of  a physician  which  were  in  any  way 
related  to  the  income  or  receipts  of  a hospital  e.g. 
percentage  of  income. 

c)  Section  6 would  revise  the  definition  of  physicians’ 
services  to  exclude  any  service  as  an  educator, 
executive,  or  researcher  and  would  also  exclude  any 
patient  service  that  was  not  personally  performed  or 
directed  by  a physician  and  which  required  such 
physician  performance  or  direction. 

d)  Section  6 lists  requirements  as  to  the  nature  and 
scope  of  services  provided  by  anesthesiologists  and 
pathologists  which  would  qualify  for  reimbursement, 
and  the  payment  of  benefits  under  Part  B,  Medicare 
would  be  revised  to  allow  payment  for  inpatient 
radiological  and  pathology  services  at  the  100%  level 
of  “reasonable  charge”  only  if  the  radiologist  or 
pathologist  had  agreed  to  accept  assignment  on  all 
Medicare  patients. 

e)  Section  6 sets  up  criteria  for  the  establishment  of 
"reasonable  charges”  for  services  based  on  deter- 
minations by  State  of  the  prevailing  charge  for  each 
service  which  would  be  the  50th  percentile  of  custom- 
ary charges  in  that  state. 

Your  Commission  recommends  that  the  Nebraska 
Congressional  Delegation  be  informed  of  the  serious- 
ness of  these  sections  of  S505,  and  the  disruption  in  the 
provision  of  quality  care  which  would  result  from  their 
implementation. 

The  above  represents  only  a partial  listing  of  the 
matters  being  considered  by  your  Commission,  and  we 
are  encountering  new  issues  almost  every  week.  It  is 
our  intent  to  pursue  these  issues  as  vigorously  as 
possible  in  the  future.  If  any  delegate  has  special 
interest  in  a legislative  matter,  we  would  encourage 
you  to  contact  the  headquarters  office  or  a member  of 
the  Commission  in  order  that  we  can  benefit  from  your 
input. 

Respectfully  submitted, 

CARL  J.  CORNELIUS,  JR.,  M.D, 
Chairman 


REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Lincoln,  Chairman;  John  H,  Bancroft.  M.D,, 
Kearney:  James  H.  Dunlap,  M,D.,  Norfolk;  Blaine  Y.  Roffman,  M,D,,  Omaha; 
Robert  F.  Shapiro.  M.D.,  Lincoln;  A.  I..  Smith.  Jr„  M.D,.  Lincoln;  R,  L, 
Tollefson.  M.D.,  Wausa;  Stanley  M,  Truhlsen,  M.D.,  Omaha. 

The  first  session  of  the  86th  Legislature  has  again 
produced  a number  of  bills  of  interest  to  medicine.  Your 
Commission  has  met  on  several  occasions  and  reviewed 
and  determined  positions  on  this  legislation. 

Several  issues  of  considerable  interest  were  re- 
introduced including  certificate  of  need,  expansion  of 
optometry  and  Laetrile.  At  this  point,  only  the  issue  of 
optometry  has  been  acted  upon  by  the  Legislature. 
They  approved  LB  9,  with  provisions  that  courses  and 
exams  taken  by  optometrists  must  be  approved  by  the 
Department  of  Health.  The  bill  also  limits  drugs  to 
mydriatrics,  cycloplegics  and  anesthetics. 


Much  time  has  been  spent  on  certificate  of  need,  LB 
172,  and  many  modifications  have  been  made.  A bill 
considered  acceptable  to  us  and  the  NHA,  is  now  on 
General  File. 

Several  NMA  Newlsetters  have  carried  current 
status  of  legislation  and  we,  herewith,  list  a status  of 
bills  at  the  time  of  this  report.  A progress  report  will 
be  made  at  the  time  the  House  meets  in  Kearney.  The 
planned  adjournment  of  this  session  is  scheduled  for 
May  23. 

Respectfully  submitted. 

HERBERT  E.  REESE,  M.D. 

Chairman 


CURRENT  STATUS  OF  LEGISLATION 
AS  OF  4/11/79 

LB  9 — Relating  to  optometrists  using  eyedrops.  The 
bill  has  been  passed. 

LB  21  — Relating  to  matters  between  the  local  blood 
bank  and  Red  Cross.  The  bill  is  still  in  committee. 

LB  34  — Permits  reciprocity  of  graduates  of  Canadian 
medical  schools.  This  bill  has  been  passed  and  signed. 

LB  39  — Adds  hypothyroidism  tests  to  the  PKU  law. 
Placed  on  General  File  with  NMA  amendments. 

LB  59  — Provides  for  certain  immunizations  and 
physical  exam  prior  to  seventh  grade.  Bill  is  on  Final 
Reading. 

LB  92  — Requiring  extension  of  Workmen's  Compensa- 
tion for  volunteer  workers.  Killed  in  committee. 

LB  95  — Modification  of  the  Medical  Practice  Act  to 
permit  physician  advertising.  This  bill  has  been 
passed  and  signed. 

LB  98  — Provides  for  continuation  of  the  State 
Anatomical  Board.  This  bill  has  been  passed  and 
signed. 

LB  172  — Establishes  a Certificate  of  Need  Act  in 
Nebraska.  The  bill  was  placed  on  General  File 
reflecting  NMA  amendment  exempting  physicians' 
offices. 

LB  198  — Provides  that  certain  county  health  directors 
(mainly  Lincoln  and  Omaha)  need  not  be  M.D.'s.  The 
bill  is  on  Final  Reading. 

LB  221  — Provides  for  increasing  the  age  to  21  for 
persons  consuming  alcoholic  beverages.  The  bill  is  on 
General  File. 

LB  222  — Establishes  an  office  and  department  of  a 
Medical  Examiner.  The  bill  is  on  General  File. 

LB  256  — Provides  for  report  of  hospital  finances  to  the 
public.  The  bill  is  still  in  committee. 

LB  298  — Modifies  prior  legislation  relating  to 

certification  of  paramedics.  Enrollment  and  Review 
Final. 

LB  316  — This  bill  modifies  certain  provision  of  the 
abortion  law.  The  bill  was  the  subject  of  considerable 
debate  relative  to  matters  of  constitutionality.  It  has 
been  passed  and  signed  and  two  lawsuits  have  been 
filed  challenging  constitutionality. 

LB  355  — Allows  creation  of  physical  therapy  assistants 
to  provide  services  under  certain  conditions.  This  bill 
is  on  General  File. 

LB  378  — Relates  to  penalties  for  sexual  sociopaths. 
This  bill  is  on  General  File. 

LB  382  — Provides  for  sale  and  distribution  of  Laetrile. 
The  bill  is  on  General  File. 

LB  393  — This  bill  provided  punative  damages  against 
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a pt'rson  found  guilty  of  negligence  i.e.  malpractice. 
The  bill  was  killed  in  committee. 

I..B  427  — Changes  several  provisions  regarding  all 
Boards  of  Examiners  under  the  Department  of 
Health.  This  bill  is  on  Select  File 
LB  471  — This  bill  would  require  fetal  death 
certificated  at  18  weeks.  The  bill  is  on  General  File. 
LB  506  — Establishes  a Nebraska  Medical  Student 
Assistant  Act.  This  bill  is  in  P'inal  Reading. 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

.John  W Smith.  M I)  . Omaha.  Chairman.  Warren  (i.  Bosley.  M I).,  (irand 
Island;  Wendell  L Fairbanks,  M I) . Alliance;  Michael  .)  Haller,  M I).. 
Omaha;  Kobert  I)  Harr>\  M.D  . Lexin^jton;  Leonard  R Lee.  M I)  . Lincoln; 
Robert  •!.  Stem.  M I)..  Lincoln;  Paul  H Young,  M I)..  Omaha 

The  Commission  on  Medical  Education  met  on  April 
5,  1979,  to  discuss  several  items. 

We  considered  the  report  of  the  team  which 
surveyed  Immanual  Medical  Center's  continuing  medi- 
cal education  program  on  March  29.  The  Commission 
concurred  with  the  survey  team  decision  that  pro- 
visional accreditation  for  two  years  be  the  recommenda- 
tion made  to  the  NMA  Board  of  Directors  and  the 
Liaison  Committee  on  Continuing  Medical  Education. 
Provisional  accreditation  is  the  category  generally 
awarded  to  institutions  or  organizations  being  ac- 
credited for  the  first  time. 

The  Commission  will  distribute  a CME  tabulation 
sheet  and  instruction/information  booklet  to  Association 
members  in  mid  May.  We  encourage  members  to  utilize 
the  materials  in  recording  the  CME  activities  in  which 
they  take  part.  We  also  encourage  members  to 
participate  in  the  AMA  Physicians  Recognition  Award 
Program. 

The  Commission  reviewed  a draft  statement  entitled. 
"Assurrance  of  Quality  Medical  Care  by  the  Medical 
Profession”  being  prepared  by  the  Board  of  Examiners 
in  Medicine  and  Surgery  of  the  Nebraska  Department 
of  Health.  The  Commission  approved  this  statement 
and  it  is  herewith  submitted  to  the  House  of  Delegates 
as  follows: 

ASSURANCE  OF  QUALITY  MEDICAL  CARE 
BY  THE  MEDICAL  PROFESSION 

The  goal  of  organized  medicine  and  every  practicing 
physician  is  to  deliver  quality  medical  care  to  the 
greatest  number  of  patients  feasible.  While  this  is  a 
laudable  goal,  it  is  a concept  that  medicine  has  trouble 
assessing  and  the  physician  has  trouble  fulfilling. 

The  problems  arise  in  defining  and  objectively 
assessing  quality  medical  care.  This  problem  stems 
from  many  sources.  The  standards  for  medical  care  are 
in  constant  flux.  Medications  and  procedures  which 
were  acceptable  only  a few  years  ago  may  be  outmoded 
today.  Standards  which  may  be  routine  in  a large  city 
or  university  setting  may  be  impractical  or  impossible 
in  a small  community  hospital.  And  the  interpretation 
of  the  delivery  of  health  care  by  the  patient  and  family 
varies  markedly,  depending  upon  their  education, 
financial  status  and  religious  and  social  backgrounds. 
Some  families  care  only  for  a reasonable,  compassionate 
and  dignified  mode  of  health  delivery  while  others 
expect  a medical  outcome  that  is  totally  unreasonable, 
in  view  of  the  clinical  status  of  the  patient. 

The  individual  physician  faces  a different  set  of 
problems  in  his  attempt  to  deliver  quality  medical  care. 
Physicians  in  large  practice  settings  with  a full 


complement  of  laboratory,  x-ray  and  paramedical 
professionals  can  certainly  offer  more  qualified  care 
than  the  physician  without  these  services.  Similarly,  a 
physician  who  can  spend  adequate  time  examining  and 
treating  patients  can  deliver  more  effective  care  than 
the  doctor  who  has  an  overburdened  practice.  This 
economic  setting  of  the  practice  also  dictates  the 
effectiveness  and  quality  of  care.  The  patient  who  can 
afford,  understand  and  carry  out  the  program  with 
support  from  the  family  and  the  community  will  do 
measurably  better  than  the  poor,  uneducated,  socially 
deprived  patient. 

The  problem  in  objectively  assessing  quality  medical 
care  in  a variable  practice  setting  exemplifies  the 
difficulty  in  setting  standards  for  determination  of 
physicians'  competency.  Nevertheless,  the  medical  pro- 
fession has  taken  measures  to  insure  that  the  physician 
is  qualified  and  that  he  maintains-  and  updates  his 
medical  knowledge.  This  has  come  about  through  the 
efforts  of  national  specialty  societies,  local  medical 
organizations  and  the  hospital  staff. 

Measures  and  Efforts  to  Assure  Competency 

There  are  22  national  specialty  boards  which  examine 
applicants  in  their  respective  specialties  for  certification 
of  achievement.  These  exams  are  generally  taken  by 
the  applicant  shortly  after  completion  of  the  specialty 
training.  If  the  applicant  qualifies  by  training  and 
favorably  completes  the  exam,  he  is  Certified  or 
Boarded  as  a specialist  within  that  field.  Until  1974. 
there  was  no  effort  made  by  the  Specialty  Boards  to 
re-examine  their  members.  Spurred  by  the  accomplish- 
ment of  the  American  Board  of  Internal  Medicine  and 
the  American  Board  of  Family  Practice,  now  all  22 
Boards  have  established  a policy  to  provide  for 
recertification;  17  of  these  have  established  dates  on 
which  required  recertification  will  begin.  Six  Boards 
have  already  given  exams  to  applicants  recertifying 
successful  candidates.  While  this  has  mainly  been  on  a 
voluntary  basis,  many  Societies  are  making  recertifica- 
tion or  continuing  medical  education  credits  a require- 
ment for  membership. 

State  and  County  Medical  Societies  have  taken  active 
roles  in  promoting  continuing  medical  education.  The 
Education  Committee  of  the  Nebraska  Medical  Associa- 
tion has  been  approved  by  the  Liaison  Committee  for 
Continuing  Medical  Education  of  the  American  Medical 
Association  to  evaluate  and  approve  continuing  medical 
education  courses  given  in  the  state,  to  assure  quality 
educational  programs.  These  programs  are  prepared  by 
organizations  at  all  levels  within  the  state  to  include 
specialty  societies,  state  and  county  medical  societies 
and  university  and  community  hospitals.  These  educa- 
tional programs  consist  of  all  manners  of  learning 
endeavor  from  one-hour  informal  presentations  to 
two-week  specialty  training  review  programs  appealing 
to  physicians  throughout  the  United  States.  The 
Nebraska  Medical  Association  also  endorses  the  Phy- 
sician Recognition  Award,  sponsored  by  the  AMA, 
recognizing  physicians  who  have  received  150  hours  of 
continuing  medical  education  in  the  preceding  three 
years. 

While  the  aforementioned  activities  are  directed 
towards  maintenance  in  updating  a physician's  medical 
knowledge,  the  Nebraska  Medical  Association  is  also 
active  in  monitoring  the  errant  physician's  practice.  It 
has  recently  adopted  the  “Sick  Physician  Act"  which 
allows  the  Board  of  Councilors  to  work  with  the  district 
councilor  and  local  medical  society  presidents  to 
investigate  any  complaints  the  Medical  Society  might 
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receive.  If  these  complaints  cannot  be  corrected  or 
solved  on  an  informal  basis,  the  problem  may  be 
referred  to  the  Board  of  Councilors  of  the  Nebraska 
Medical  Association.  The  matter  is  eventually  referred 
to  the  Bureau  of  Examining  Boards  in  Medicine  and 
Surgery  for  action  against  the  physician’s  license,  if 
appropriate.  The  value  of  a system  as  described  allows 
that  minor  problems  can  be  corrected  at  the  local  level, 
rather  than  allowing  them  to  magnify,  thus  calling  for 
formal  action  at  the  state  level. 

The  action  of  the  Specialty  Societies  affords  formal 
guidelines  for  continuing  medical  education,  while  the 
Medical  Association  and  the  Bureau  of  Examining 
Boards  affords  legal  mechanisms  for  correcting  the 
errant  physician.  However,  the  local  hospital  staff 
affords  the  initial  and  probably  most  meaningful  means 
of  educating  and  monitoring  a physician’s  practice. 
Auditing  a staff  physician’s  practice  affords  a unique 
opportunity  to  determine  how  well  an  individual 
physician  can  deliver  health  care  on  a day  to  day  basis 
in  comparison  with  his  peers.  The  hospital  atmosphere 
allowed  the  staff  to  review  an  individual’s  practice  as 
well  as  the  entire  or  the  collective  staff’s  medical 
practice,  by  means  of  medical  audits  and  review  of 
medical  charts  and  death  records.  An  individual’s 

practice  can  be  compared  to  the  staff  norm  thus 

recognizing  the  attributes  or  deficiencies  in  his  practice. 
In  a like  manner,  the  staff’s  practice  habits  can  be 
compared  to  a national  norm  to  determine  whether  the 
hospital  practice  meets  or  excels  the  national  standards. 
In  such  a manner  objective  criteria  can  be  utilized  to 
determine  whether  an  individual,  or  the  staff  as  a 
whole,  are  treating  medical  problems,  performing 

surgical  procedures  or  enlisting  diagnostic  procedures 
in  a manner  similar  to  their  peers. 

The  hospital  education  committee  is  also  in  a unique 
position  to  educate  its  staff  regarding  innovations 

within  the  hospital.  If  a new  laboratory  test,  x-ray 
procedure  or  therapeutic  technique  has  become  avail- 
able to  the  hospital  staff,  the  physicians  can  be 
informed  of  these  advances  in  individual  specialty 
meetings,  or  staff  conferences.  The  Education  Commit- 
tee may  also  utilize  information  gleaned  from  the 
medical  audits  to  bring  to  the  attention  of  the  staff, 
benefits,  or  deficiencies,  in  the  health  care  delivery  of 
the  individual  physician  or  of  the  staff. 

By  auditing  a physician’s  practice  and  affording  him 
an  opportunity  to  attend  educational  courses  within  the 
hospital,  the  staff  has  solid  criteria  to  determine  how 
well  each  individual  physician  can  practice  medicine. 
Using  this  information,  the  staff  will  grant  privileges  to 
those  physicians  who  they  feel  can  maintain  the 
standards  of  care  set  by  the  hospital.  If  the  physician’s 
practice  habits  do  not  measure  up  to  the  hospital’s 
standards,  the  physician’s  practice  may  be  limited,  or 
restricted,  or  the  physician  may  not  be  granted  hospital 
privileges. 

Relicensure  of  Physicians 

It  might  be  argued  by  some  that  if  the  above- 
mentioned  criteria  are  so  effective,  why  may  they  not 
be  utilized  to  relicense  physicians?  Theoretically  this  ap- 
pears to  be  tenable,  but  when  explored  in  more  depth, 
it  is  not  only  practical,  but  could  impair  health  care 
delivery.  The  problems  that  have  arisen  with  bureau- 
cratic regulations  are  just  becoming  apparent  to  the 
general  population.  Regulatory  agencies  may  afford  the 
public  protection,  but  in  so  doing  may  increase  the  cost 
of  services,  prevent  innovation  and  restrict  access  to 
care.  This  becomes  apparent  when  the  varying  criteria 
for  relicensure  are  critiqued. 


Continuing  Medical  Education 

Continuing  Medical  Education  credits  are  presently 
utilized  by  several  states  as  a criteria  for  relicensing 
physicians.  While  this  does  serve  the  purpose  of 
requiring  physicians  to  attend  a prescribed  number  of 
hours  of  continuing  medical  education,  many  theoretical 
and  practical  problems  have  arisen.  The  major  objection 
to  requiring  Continuing  Medical  Education  for  relicen- 
sure Lies  in  the  fact  that  attendance  at  Continuing 
Medical  Education  courses  cannot  be  equated  with 
improving  the  competency  of  a physician  or  the 
delivery  of  health  care.  Until  it  can  be  objectively 
demonstrated  that  Continuing  Medical  Education 
courses  benefit  health  care  delivery,  it  does  not  seem 
reasonable  to  make  it  a requirement  for  relicensure. 
Nor  does  it  seem  reasonable  to  use  the  educational 
process  for  policing  purposes. 

Practical  problems  that  have  become  apparent  in- 
clude the  cost  of  the  Continuing  Medical  Education 
courses  and  the  time  taken  from  the  physician’s  medical 
practice.  While  this  may  not  be  particularly  apparent  in 
the  large  group  metropolitan  practice,  it  can  be  a major 
problem  to  the  solo  practitioner  in  a small  community. 

Administrative  problems  have  arisen  in  documenting 
qualified  courses  in  granting  credits  to  applicants. 
Deans  and  directors  of  Continuing  Medical  Educaton 
courses  have  been  burdened  by  unusual  requests 
pertaining  to  Continuing  Medical  Education  credits, 
subverting  efforts  to  produce  more  innovative  and 
exciting  learning  opportunities.  Furthermore,  the  pre- 
occupation of  accrediting  institutions  and  certifying 
physicians  for  the  proper  number  of  hours  of  Con- 
tinuing Medical  Education  diverts  attention  from  the 
primary  goal,  i.e.  education. 

Recertification 

Recertification  seems  like  a plausible  means  of 
relicensure  but  also  has  drawbacks.  The  fact  that  all 
physicians  are  not  specialized,  preventing  recertification 
or  relicensure,  could  be  answered  by  preparing  special 
exams  for  these  physicians.  But  the  question  of  limited 
licensure  is  not  so  easily  answered.  If  a specialist  is 
recertified  in  a specified  field,  would  the  relicensure 
limit  his  practice  to  this  field?  How  does  one  legally 
define  this  limited  field  of  practice?  If  an  older 
physician  chose  not  to  keep  up  with  the  innovations 
within  his  field,  could  he  no  longer  treat  the  minor 
illnesses  of  his  long-time  patients?  These  questions 
represent  only  a portion  of  the  problems  that  relate  to 
relicensure  via  recertification. 

Basing  reUcensure  upon  hospital  privileges  seems  to 
be  the  most  logical  means  of  determining  a physician’s 
competency,  yet  paradoxically,  it  would  be  redundant 
and  unnecessary.  It  has  been  pointed  out  that  the 
hospital  staff  is  well  equipped  to  monitor  an  individual’s 
practice.  It  should  also  be  apparent  that  the  hospital  and 
its  staff  has  the  most  to  lose  through  affiliation  with 
incompetent  physicians  and  the  attendant  malpractice 
cases.  Therefore,  it  behooves  the  hospital  and  its  staff 
to  correct  the  errant  physician  or  remove  his  practice 
privileges.  While  this  action  in  itself  does  not  remove 
the  physician’s  license,  it  markedly  curtails  his  practice. 
The  physician’s  office  practice  can  then  be  monitored  by 
notification  of  the  Board  of  Councilors  of  the  hospital’s 
action.  Further  surveillance  can  be  performed  by 
monitoring  insurance  claims  and  narcotic  records  if  the 
physician  has  a practice  of  ordering  unwarranted 
diagnostic  procedures,  administering  unnecessary  shots 
or  prescribing  multiple  narcotics. 
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Summary 

To  date,  the  medical  profession  has  an  exemplary 
record  for  delivering  quality  medical  care  and  dis- 
ciplining the  errant  physician.  Within  the  last  several 
years,  the  Medical  Society  has  taken  major  steps  to 
continue  the  educational  process  of  the  practicing 
physician  and  to  monitor  the  delivery  of  health  care. 
Until  it  can  be  objectively  demonstrated  that  relicen- 
sure of  physicians  can  improve  health  care  delivery, 
rather  than  impose  meaningless  regulations,  the  medi- 
cal profession  will  oppose  all  efforts  for  periodic 
relicensure. 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
The  Committee  met  on  22  March  1979  and  discussed 
first  the  establishment  of  a research  center  on  health 
education  in  Nebraska.  Dr.  Fuenning  reported  several 
exploratory  meetings  he  had  had  with  the  Chancellor  of 
the  Medical  Center.  The  Medical  Center  apparently  has 
the  resources  necessary  to  carry  out  this  endeavor  and 
has  been  doing  some  work  in  the  areas  of  patient-health 
education.  The  Committee  makes  the  following  recom- 
mendations: that  Mrs.  Betty  Young  of  the  Medical 
Center  be  encouraged  in  her  efforts  in  health  education. 
The  Committee  believes  that  at  this  time  there  is  no 
good  indication  that  a research  effort  can  be  initiated 
because  of  financial  restrictions.  However,  the  Com- 
mittee urges  continued  planning  and  extends  its 
cooperation  in  these  efforts. 


The  Committee  discussed  also  the  program  of  health 
education  in  Nebraska  schools.  The  chairman  of  the 
Committee  had  made  an  appearance  in  January  before 
the  State  Board  of  Education,  to  emphasize  interest  of 
the  NMA  in  health  education  and  to  remind  the  Board 
of  Education  that  there  is  a law  mandating  this  in 
Nebraska  schools.  There  is  some  doubt  whether  this 
appearance  will  have  any  effect  on  what  happens, 
although  other  conferences  with  the  Commissioner  of 
Education  indicate  that  she  is  also  concerned  about  this 
and  will  emphasize  this  in  next  year's  directives  to 
Nebraska  schools.  It  appears  that  some  progress  is 
being  made  in  this  area. 

Four  communities  are  utilizing  the  Berkeley  project 
in  Nebraska.  These  communities  have  submitted  a 
proposal  for  more  financial  resources  from  the  Office  of 
Education  for  the  training  of  teachers  in  other  units  of 
the  Berkeley  project.  The  Committee  believes  that 
possibly  other  schools  might  be  encouraged  by  the 
success  of  these  projects  and  perhaps  could  be  informed 
about  them.  The  chairman  of  the  Committee  contacted 
the  Executive  Director  of  the  Nebraska  State  School 
Board  Association,  suggesting  that  the  Superintendent 
at  Wahoo  be  asked  to  submit  an  article  to  the  school 
board  publication  on  the  Berkeley  project.  This  article 
will  be  published  in  the  near  future  in  the  NSSBA 
bulletin.  In  addition,  the  Committee  urges  that  all  NMA 
members  who  serve  on  Boards  of  Education  investigate 
this  project  in  Wahoo,  Eklhorn,  Papillion  or  Platts- 
mouth  and  possibly  urge  inclusion  of  this  program  in 
their  own  school  programs. 

Respectfully  submitted. 

JOHN  W.  SMITH,  M.D. 

Chairman 


Report  of  Board  of  Councilors 

The  Board  of  Councilors  met  on  Sunday,  April  29, 1979, 
at  the  Holiday  Inn,  Kearney,  Nebraska. 

The  following  members  were  present;  Drs.  Carlyle  E. 
Wilson,  Jr.,  Louis  J.  Gogela,  Myron  E.  Samuelson,  James 
G.  Carlson,  Warren  R.  Miller,  Richard  M.  Pitsch,  Clareuce 
Zimmer,  Joel  T.  Johnson,  Fred  J.  Rutt,  Berl  W.  Spencer, 
Houtz  G.  Steenburg,  Charles  W.  Landgraf,  Jr.,  and  Arnold 
W.  Lempka. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
Carlyle  E.  Wilson,  Jr. 

The  minutes  of  the  Fall  Session  meeting  of  the  Board  of 
Councilors  were  approved  as  printed  in  the  December, 
1978,  issue  of  the  Nebraska  Medical  Journal. 

There  were  no  comments  concerning  the  reports  and 
resolutions  contained  in  the  Handbook. 

There  was  discussion  concerning  the  disabled  physician. 
It  was  the  consensus  of  the  Board  of  Councilors  that  a 
position  statement  should  be  developed,  and  the  following 
statement  was  approved: 

“The  Board  of  Councilors  wishes  to  remind  members  of 
the  Nebraska  Medical  Association  of  the  existing 
mechanism  within  the  Association  to  identify  and  aid  the 
‘disabled’  physician  and  his  family.” 

The  requests  for  Life  Membership  were  approved  by  the 
Board  of  Councilors. 

There  being  no  further  business,  the  meeting  was  ad- 
journed. 


Report  of  House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held 
Sunday,  April  29,  1979,  at  the  Holiday  Inn,  Kearney, 
Nebraska. 

The  House  was  called  to  order  by  the  Speaker,  Dr. 
McFadden.  Roll  call  showed  82  delegates  present,  and  the 
House  was  declared  in  session. 

The  necrology  list  was  read  by  Dr.  Arnold  Lempka. 

Dr.  Steenburg  presented  a plaque  to  Dr.  John  R. 
Schenken  for  his  many  years  of  service  to  organized 
medicine  and  the  Nebraska  Medical  Association. 

Oral  reports  were  presented  by  the  following: 

Dr.  Tom  E.  Nesbitt,  President,  American  Medical 
Association 

Jim  Morgan,  D.D.S.,  Representative  of  the  Nebraska 
Dental  Association 

Dr.  John  C.  Sage,  Bureau  of  Examining  Boards  in 
Medicine  and  Surgeiy 

The  Chair  ruled  that  the  questions  posed  by  Dr.  Sage  be 
referred  to  the  proper  Commission  of  the  Nebraska 
Medical  Association. 

The  minutes  of  the  Fall  Session  of  the  House  of  Dele- 
gates were  approved  as  printed  in  the  December  issue  of 
the  Nebraska  Medical  Journal. 

Dr.  McFadden  announced  that  Dr.  Louis  Gogela  had 
been  selected  as  parliamentarian  and  would  assume  this 
position  at  the  Fall  Session. 

Reference  Committee  members  were  assigned  to  com- 
mittees and  approved  by  the  House. 
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The  following  nominating  committee  was  selected  and 
approved: 

1st  District  — Dr.  John  Fitzgibbons 
2nd  District  — Dr.  Robert  Buchman 
3rd  District  — Dr.  Richard  Jackson 
4th  District  — Dr.  Robert  Barr 
5th  District  — Dr.  T.  J.  Lemke 
6th  District  — Dr.  John  Hansen 
7th  District  — Dr.  Clarence  Zimmer 
8th  District  — Dr.  F.  Shiffermiller 
9th  District  — Dr.  Stanley  Nabity 
10th  District  — Dr.  James  Carson 
11th  District  — Dr.  Bruce  Claussen 
12th  District  — Dr.  Dan  Clark 

The  following  Reference  Committee  assignments  were 
made: 

Reference  Committee  #1 

Annual  Audit 

Report  of  the  Board  of  Directors 
Requests  for  Life  Membership 

Reference  Committee  #2 

Report  of  the  Delegate  to  the  AMA 
Report  of  the  Commission  on  Legislation  and  Legal 
Affairs 

Report  of  the  State  Department  of  Health 
Resolution  #11  — Metro  Omaha — LB  9 
Resolution  #10  — Metro  Omaha  — Omaha 
Ophthalmological  Society 

Reference  Committee  #3 

Report  of  the  Commission  on  Governmental  Affairs 
Resolution  #4  — Metro  Omaha  — FTC  Interference 
Resolution  #9  — Metro  Omaha  — Physicians’  Services- 
Opposition  to  Redefinition  in  S590  and  S505 
Resolution  #12  — Southwest  Nebraska  — Establish- 
ment of  Review  Mechanism  for  Federal  Health  Care 
Programs 

Reference  Committee  #4 

Report  of  the  Commission  on  Medical  Education 
Resolution  #6  — Metro  Omaha  — Continuing  Medical 
Education 

Resolution  #7  — Metro  Omaha  — Assessment  of  Health 
Care  Technology  - Medical  Care 
Resolution  #8  — Metro  Omaha  — Assessment  of  Health 
Care  Technology  - Medical  Education 

Reference  Committee  #5 

Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  Nebraska  Medical  Foundation,  Inc. 
Report  of  the  Commission  on  Association  Affairs 
Resolution  #1  — Adams  County  — Drinking  Drivers 
Resolution  #5  — Metro  Omaha  — Representation  of 
Woman’s  Auxiliary  on  the  Commissions  of  the  NMA 

Reference  Committee  #6 

Report  of  the  Commission  on  Clinical  Medicine 
Resolution  #2  — Buffalo  County  — Medical  Ethics 
Resolution  #3  — Northeast  Nebraska  — Use  of 
Antabuse  in  Treatment  of  Alcohol 
Resolution  #13  — Metro  Omaha  — Categorization  of 
Hospitals  and  Emergency  Services 

Resolutions  from  the  floor  were  called  for  and  the 
following  were  presented: 

Resolution  #14  — Metro  Omaha  — Third  Party  De- 
mands. This  resolution  was  referred  to  Reference  Com- 
mittee #5. 

Resolution  #15  — Hall  County  — Cost  Containment. 
This  resolution  was  referred  to  Reference  Committee  #1. 

There  being  no  further  business,  the  House  was 
recessed. 


SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was  held 
on  Monday,  April  30, 1979.  The  meeting  was  called  to  order 
by  the  Speaker,  Dr.  McFadden.  Roll  call  showed  83 
delegates  present,  and  the  House  was  declared  in  session. 

The  minutes  of  the  first  session  were  approved  as 
printed. 

An  oral  report  was  presented  to  the  House  by  Mrs.  Orin 
Hayes  on  the  Health  Galleries. 

Dr.  Armstrong,  Vice  Speaker,  assumed  the  Chair  and 
called  for  reports  of  the  Reference  Committees. 

Reference  Committee  #1 

Y our  Reference  Committee  # 1 considered  three  reports 
and  one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  ANNUAL  AUDIT 

The  Audit  report  was  accepted  as  submitted.  The 
significant  deviation  over  budget  of  travel  expense  was 
noted  and  was  explained  by  the  increase  of  hotel  and 
transportation  costs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS 

The  $20  dues  increase  was  noted.  The  report  was 
accepted  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REQUESTS  FOR  LIFE  MEMBERSHIP 

The  following  requests  for  Life  Membership  was 
approved  as  published: 

BOONE  COUNTY 
Dr.  E.  Howard  Reeves,  Norfolk 
LANCASTER  COUNTY 
Dr.  John  G.  Clothier,  Lincoln 
Dr.  J.  Wm.  Hervert,  Lincoln 
Dr.  Roland  F.  Mueller,  Lincoln 
Df.  E.  D.  Zeman,  Lincoln 
METRO  OMAHA 
Dr.  Mary  Jo  Henn,  Omaha 
Dr.  Raymond  G.  Lewis,  Omaha 
NORTHEAST  NEBRASKA 
Dr.  John  H.  Calvert,  Pierce 
SOUTHWEST  NEBRASKA 
Dr.  Jack  T.  Harris,  Stratton 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #15  — HALL  COUNTY  — COST 
CONTAINMENT 

This  resolution  read  as  follows 

WHEREAS,  about  half  of  the  payments  made  to 
physicians  by  third  party  payers  are  for  radiology  and 
pathology  services,  and 

WHEREAS,  most  costs  for  diagnostic  tests  originate 
with  orders  written  by  the  attending  physicians,  and 

WHEREAS,  many,  if  not  most  physicians,  are 
unaware  of  the  true  cost  of  the  services,  and 

WHEREAS,  information  about  the  cost  of  these 
diagnostic  services  may  permit  more  discriminating  and 
accurate  ordering  of  diagnostic  tests  and  services,  with 
a view  toward  more  careful  containment;  therefore  be  it 
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RESOLVED,  that  the  Nebraska  Medical  Association 
requests  each  hospital  in  Nebraska  to  supply  to  each 
member  of  its  medical  staff  a list  of  the  pathology  and 
radiology  services  available,  together  with  the  cost  of 
each  service. 

Discussion  was  initiated  by  the  introducer  of  this 
resolution.  Further  discussion  was  presented  by  other 
society  members.  The  purpose  of  the  resolution  was  to 
apprise  the  physician  of  the  cost  of  various  tests  and 
procedures  affecting  the  overall  medical  expense.  After 
hearing  the  discussion,  the  resolution  was  changed  to  read: 
\VHF]REAS,  costs  for  diagnostic  and  therapeutic 
tests  originate  with  orders  written  by  the  attending 
physician,  and 

WHEREAS,  many  physicians  are  unaware  of  the  true 
cost  of  the  services,  and 

WHEREAS,  information  about  the  cost  of  these 
diagnostic  and  therapeutic  services  may  permit  more 
\discriminating  and  accurate  ordering  of  tests  and  serv- 
ices, with  a view  toward  more  careful  cost  contain- 
ment; therefore  be  it 

RESOL\’F)D,  that  the  Nebraska  Medical  Association 
requests  each  hospital  in  Nebraska  to  offer  to  each 
member  of  its  medical  staff  a list  of  serv  ices  available, 
together  with  the  cost  of  each  service. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  Ol^R  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted. 

Dr.  Wm.  L.  Rumbolz,  Omaha. 

Chairman 

Dr.  Robert  Benthack,  Wayne 
Dr.  W.  C.  Weldon,  Nebraska  City 

Reference  Committee  #2 
Reference  Committee  #2  considered  three  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  DELEGATE  TO  AMA  — 1978 
CLINICAL  MEETING 

The  report  of  the  delegate  to  the  AMA  was  reviewed  and 
it  was  elaborated  on  by  Dr.  Carl  J.  Cornelius,  Jr.’s  testi- 
mony. 

Recommendation: 

Your  Reference  Committee  recommends  approval  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  STATE  DEPARTMENT  OF 
HEALTH 

There  was  no  testimony  regarding  this  report. 
Recommendation: 

Your  Reference  Committee  recommends  approval  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  tbe 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Your  Reference  Committee  reviewed  and  accepted  the 
informational  items  on  this  report.  The  current  Status  of 


Legislation  as  of  4/1 1/79  was  elaborated  upon.  Dr.  James 
H.  Dunlap  gave  an  oral  report  on  the  activities  of  the 
Medicolegal  Advice  Subcommittee  of  this  Commission  and 
stated  that  although  the  frequency  of  claims  has  increased 
somewhat  in  Nebraska,  the  frequency  severity  ratio  was 
decreased  in  the  State  of  Nebraska.  St.  Paul’s  recent  report 
to  the  State  Medical  Association  reveals  Nebraska  will  be 
one  of  five  out  of  thirty  states  that  will  have  no  increase  in 
premium  rates.  The  mature  claims-made  policy  of  this  year 
has  a lower  premium  rate  than  the  occurrence  policy  of 
1974.  But  Dr.  Dunlap  cautioned  about  over  optimism, 
particularly  with  the  increasing  frequency  of  claims. 

Recommendations: 

1)  Your  Reference  Committee  recommends  approval  of 
this  report,  and 

2)  That  the  Medicolegal  Advice  Subcommittee  in- 
corporate their  report  with  that  of  the  Commission  on 
J^egislation  and  Legal  Affairs  in  the  future. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  tbe 
House. 

(4)  RESOLl’TION  #10  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - OMAHA 
OPHTHALMOLOGICAL  SOCIETY 

A great  deal  of  discussion  was  heard  on  this  resolution. 
The  discussion  frequently  centered  on  the  encroachment  in 
medicine  of  ancillary  health  practitioners.  It  was  a 
consensus  that  constructive  management  was  best  under 
the  umbrella  of  the  Nebraska  Medical  Association.  The 
resolution  read  as  follows: 

WHEREAS,  there  is  an  increasing  tendency  for 
legislatures  to  allow  non-medical  practitioners  to  engage 
in  the  practice  of  medicine,  and 

WHEREAS,  the  Nebraska  Legislature  has  passed  LB 
9,  to  permit  optometrists  to  use  eye  drops  during  eye 
examinations,  and 

WHEREAS,  it  is  well  documented  that  adverse 
reactions  to  such  eye  drops  can  occur  and  optometrists 
do  not  have  the  medical  training  to  manage  adverse 
reactions  to  drugs,  and 

WHEREAS,  there  is  danger  in  allowing  optometrists 
to  represent  themselves  to  the  public  as  the  advertised 
“GP  of  the  Eye”  and  thereby  being  capable  of  diagnosing 
the  presence  or  absence  of  eye  disease;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  remains  opposed  to  the  use  of  eye  drops  for 
either  examination  or  treatment  purposes  by  op- 
tometrists, and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  undertake  efforts  to  educate  the 
public  on  the  broad  scope  of  medical  eye  examinations 
when  compared  to  eye  examinations  by  non  medical 
practitioners,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association’s  Legal  Counsel  will  evaluate  LB  9, 
and  legislative  debate  for  constitutionality  and  legisla- 
tive implications. 

Recommendations: 

1)  Your  Reference  Committee  recommends  approval  of 
this  resolution  with  the  following  change:  In  the  fourth 
WHEREAS,  strike  the  word,  “being”  and  replace  with 
“implying  that  they’re.”  This  would  then  read: 
“WHEREAS,  there  is  danger  in  allowing  optometrists 
to  represent  themselves  to  the  public  as  the  advertised 
‘GP  of  the  Eye’  and  thereby  implying  that  they’re 
capable  of  diagnosing  the  presence  or  absence  of  eye 
disease;  therefore” 
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2)  That  this  resolution  be  referred  to  the  appropriate 
Commission  regarding  public  education  and  the  NMA’s 
legal  counsel. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #11  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - LB  9 
This  resolution  was  considered  along  with  Resolution 
#10  with  similar  discussion,  and  read  as  follows: 

WHEREAS,  the  passage  of  LB  9 necessitates  public 
hearings  before  the  Department  of  Health  to  establish 
rules  and  regulations  for  the  statute;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  will  appear  at  these  public  hearings  of  LB  9 
and  will  request  the  following: 

1 — that  the  Department  of  Health  be  held  responsible 

for  optometrists  use  of  pharmaceuticals  based  on 
adequate  examination 

2 — the  examination  given  for  certification  of  the  use 

of  pharmaceuticals  by  optometrists  shall  be  given 
by  the  Department  of  Health 

Recommendation: 

Your  Reference  Committee  recommends  approval  of  the 
resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted. 

Dr.  Herbert  E.  Reese,  Lincoln, 
Chairman 

Dr.  Richard  A.  Cottingham,  McCook 
Dr.  Robert  M.  Stryker,  Omaha 

Reference  Committee  #3 

Reference  Committee  #3  considered  one  report  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 
Dr.  Carl  J.  Cornelius,  Jr.,  Chairman  of  the  Commission, 
was  present  and  reviewed  the  report  in  detail,  after 
answering  questions  posed  by  the  audience  and  the  com- 
mittee. Dr.  Cornelius  stressed  Nebraska’s  continuing 
opposition  to  national  health  insurance  as  stated  by  the 
resolution  in  the  first  part  of  the  Commission  report.  In 
regard  to  catastrophic  health  insurance,  it  was  pointed  out 
that  in  Nebraska,  at  least,  state  law  requires  counties  to  be 
responsible  for  and  to  respond  to  medically  indigent 
citizens,  and  that  this  should  provide  a satisfactory 
response  to  medical  and  surgical  events  which  result  in 
“catastroj)hic”  expenses.  It  was  pointed  out  that  in  regard 
to  PSRO,  Nebraska  continues  to  be  the  only  state  with  no 
established  or  alternate  PSRO,  and  that  there  appears  to 
be  no  immediate  prospect  of  one  being  implemented.  It  was 
recalled  that  two  or  three  years  ago  Nebraska  offered  to  be 
a “control”  state  to  evaluate  PSRO  in  a scientific  fashion. 
Item  #5  in  the  Commission  report  was  discussed  in  detail, 
with  its  relation  to  the  Resolution  #9  to  be  considered 
later. 

Recommendations: 

1 ) Your  Reference  Committee  recommends  acceptance  of 
the  Report  of  the  Commission  on  Governmental  Affairs. 


2)  Your  Reference  Committee  recommends  that  the  NMA 
consult  with  the  Department  of  Public  Welfare  and 
establish  that  Nebraska  does,  indeed,  have  a mech- 
anism to  respond  to  catastrophic  health  needs. 

3)  Your  Reference  Committee  recommends  that  Nebraska 
again  offer  to  appropriate  agencies  to  be  a “control” 
state  for  the  evaluation  of  PSRO.  We  recommend  the 
action  taken  two  years  ago  be  repeated  at  this  time. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  RESOLUTION  #4  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — FTC  INTERFERENCE 
This  resolution  read  as  follows: 

WHEREAS,  the  Medical  Profession  has  gone  on 
record  as  actively  participating  in  Cost  Containment, 
and 

WHEREAS,  the  Medical  Profession  has  effectively 
utilized  Peer  Review  Committees  to  assist  in  this 
endeavor  through  fee  adjudication,  and 

WHEREAS,  the  public  has  enjoyed  the  prerogative  of 
looking  to  the  local  Medical  Societies  for  assistance 
when  charged  alleged  excessive  fees,  and 

WHEREAS,  the  FTC  has  now  threatened  all  Medical 
Societies  with  litigation  should  they  attempt  to  assist  in 
this  necessary  cost  containment  activity;  therefore 

BE  IT  RESOLVED,  that  the  members  of  the  Metro- 
politan Omaha  Medical  Society  go  on  record  as  opposing 
this  action  by  the  FTC,  and 

BE  IT  FURTHER  RESOLVED,  that  members  of  the 
Nebraska  Medical  Association  encourage  fee  adjudica- 
tion programs  by  physicians  in  their  individual  societies, 
where  alleged  excessive  fees  are  involved,  and 

BE  IT  FURTHER  RESOLVED,  that  this  resolution 
be  forwarded  to  the  American  Medical  Association 
House  of  Delegates  for  further  action. 

Your  committee  heard  considerable  discussion  re- 
garding this,  primarily  about  clarification  of  the  intent  of 
the  resolution.  Your  committee  offers  this  substitute 
resolution: 

WHEREAS,  the  Medical  Profession  has  gone  on 
record  as  actively  participating  in  Cost  Containment, 
and 

WHEREAS,  the  Medical  Profession  has  effectively 
utilized  Peer  Review  Committees  to  assist  in  this  en- 
deavor through  fee  adjudication,  and 

WHEREAS,  the  public  has  come  to  look  to  local 
medical  societies  for  assistance  when  charged  alleged 
excessive  fees,  and 

WHEREAS,  the  FTC  has  now  threatened  all  Medical 
Societies  with  litigation  should  they  attempt  to  assist  in 
this  necessary  cost  containment  activity;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical  As- 
sociation opposes  this  action  by  the  FTC,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  encourages  fee  adjudication  pro- 
grams by  organizations  of  physicians  where  alleged  ex- 
cessive fees  are  involved,  and 

BE  IT  FURTHER  RESOLVED,  that  this  resolution 
be  forwarded  to  the  American  Medical  Association 
House  of  Delegates  for  further  action. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SEn'ION  OF  OUR  REPORT.  This  was  aiiproved  by  the 
House. 

(;l)  RESOLl’TION  #9  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - PHYSICIANS’  SERVICES 
- OPPOSITION  TO  REDEFINITION  IN  S590  and 
s.so.s 

I'his  resolution  read  as  follows: 

WHEREAS,  physicians’  services  are  presently  de- 
fined in  the  Medicare  Law  in  Section  1861  (q)  as  follows: 

“The  term  ‘physicians’  services’  means  professional 
senices  performed  by  physicians,  including  surgery, 
consultation,  and  home,  office,  and  institutional  calls...” 

and 

WHEREAS,  physicians  have  customarily  and  ap- 
propriately provided  services  to  j>atients  personally 
and/or  under  their  supervision,  and 

WHERF2AS,  it  is  not  the  purpose  of  government  of  the 
Medicare  Act  to  interfere  with  the  practice  of  medicine 
as  stated  in  Section  1801  Title  XVIII  of  PL  89-97  as 
follows: 

“Nothing  in  this  title  shall  be  construed  to  authorize 
any  federal  officer  or  employee  to  exercise  any  super- 
vision or  control  over  the  practice  of  medicine  or  the 
manner  in  which  medical  services  are  provided,  or  over 
the  selection,  tenure,  or  compensation  of  any  officer  or 
employee  of  any  institution,  agency,  or  person  providing 
health  services;  or  to  exercise  any  supervision  or  control 
over  the  administration  or  operation  of  any  such  in- 
stitution, agency  or  person.” 

and 

WHEREAS,  any  change  in  the  definition  of  phy- 
sicians’ services  will  necessarily  alter  assumption  of 
medical  responsibility  for  patients  by  physicians  and 
have  an  adverse  affect  on  the  practice  of  medicine,  and 

WHEREAS,  Section  (6)  of  S505  and  Section  (7)  of 
S590,  attempt  to  redefine  physicians’  services;  therefore 
be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
oppose  any  redefinition  of  physicians’  services,  and  be  it 
further 

RESOLVED,  that  this  opposition  should  be  com- 
municated to  the  Nebraska  Congressional  Delegation 
both  in  writing  and  in  person,  and  be  it  further 

RESOLVED,  that  this  resolution  be  submitted  to  the 
House  of  Delegates  at  the  meeting  of  the  American 
Medical  Association  by  our  delegation. 

Recommendation: 

Your  committee  heard  considerable  discussion  of  this 
resolution,  particularly  its  relation  to  Item  5 of  the  Report 
of  the  Commission  on  Governmental  Affairs.  Your  com- 
mittee makes  the  following  recommendation: 

Recommendation: 

Your  committee  suggests  the  following  addition  in  the 
last  WHEREAS  to  read  as  follows: 

WHEREAS,  Section  (6)  of  S505  and  Section  (7)  of 
S590  attempt  to  redefine  physicians’  services  to  exclude 
any  service  as  an  educator,  executive,  or  researcher  and 
would  also  exclude  any  patient  service  that  was  not 
personally  performed  or  directed  by  a physician  and 
which  required  such  a physician  performance  or 
direction;  therefore  be  it 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 


(4)  RESOLUTION  #12  — SOUTHWEST  NEBRASKA 
MEDICAL  SOCIETY  — ESTABLISHMENT  OF 
A REVIEW  MECHANISM  FOR  FEDERAL 
HEALTH  CARE  PROGRAMS. 

This  resolution  read  as  follows: 

WHEREAS,  increased  pressure  for  federal  spon- 
sorship and  control  of  the  health  care  delivery  system 
seems  apparent,  and 

WHEREAS,  it  is  quite  likely  that  some  form  of 
National  Health  Insurance  will  be  enacted  in  the  next  few 
months,  and 

WHEREAS,  demonstration  of  reasonable,  logical, 
and  applicable  rules,  regulations,  and  remuneration 
schedules  by  federal  bureaucrats  is  unlikely,  and 

WHEREAS,  the  cost  to  the  American  tax  payer  will  be 
monumental,  and 

WHEREAS,  much  of  the  cost  will  be  engendered  by 
the  bureaucratic  implementation  of  such  a federal 
program,  and 

WHEREAS,  the  medical  profession  has  an  obligation 
to  protect  the  public  against  unnecessary  expense  and 
insure  good  quality  medical  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  establish  a mechanism  for 
the  review  and  assessment  of  any  and  all  federal  rules, 
regulations,  or  fee  schedules,  to  prevent  unnecessary 
expense  and  insure  the  continuation  of  good  quality 
medical  care,  and  retain  the  interest  of  the  best  select 
group  of  applicants,  who  might  seek  a career  in  the 
profession. 

Your  committee  heard  several  discussions  about 
Resolution  #12  and  its  intent.  With  the  approval  of  the 
Delegate  of  the  Southwest  County  Medical  Society,  your 
committee  presents  the  following  substitute  Resolution 
#12: 

WHEREAS,  legislative  assemblies  are  considering 
ever-increasing  amounts  of  health  and  medically-related 
legislation,  and 

WHEREAS,  much  of  this  legislation  is  ill-advised  or 
poorly-prepared  and  could  be  improved  or  eliminated  by 
proper  consultation  with  appropriate  professional 
organizations,  and 

WHEREAS,  rules  and  regulations  resulting  from  this 
legislation  can  also  be  improved  by  professional  con- 
sultation, and 

WHEREAS,  the  cost  to  the  American  taxpayer  for  this 
legislative  activity  is  already  burdensome,  and 

WHEREAS,  the  medical  profession  has  an  obligation 
to  proect  the  public  against  unnecessary  expense  and 
insure  a good  quality  of  medical  care;  therefore  be  it 

RESOLVED,  that  in  an  effort  to  prevent  unnecessary 
expense  and  insure  the  continuation  of  high  quality 
medical  care,  the  Nebraska  Medical  Association  through 
appropriate  committees  and  commissions  offer  to  each 
member  of  the  Nebraska  Legislature  and  each  member 
of  the  Congressional  delegation  the  wisdom,  experience 
and  advice  of  the  medical  profession  in  their  introduction 
and  consideration  of  legislation  relating  to  health  care  in 
the  State  of  Nebraska  and  the  United  States  and  in  the 
assessment  of  rules  and  regulations  resulting  from  this 
legislation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Dr.  Warren  G.  Bosley,  Grand  Island, 
Chairman 

Dr.  F.  F.  Paustian,  Omaha 
Dr.  C.  N.  Sorensen,  Scottsbluff 


Reference  Committee  #4 

Reference  Committee  #4  considered  one  report  and 
three  resolutions.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
EDUCATION 

Your  Reference  Committee  heard  discussion  on  the 
Report  of  the  Commission  on  Medical  Education.  All 
discussion  was  favorable  to  the  report.  It  was  noted  the 
NMA  has  previously  gone  on  record  as  encouraging 
voluntary  continuing  medical  education.  Discussion  also 
strongly  endorsed  the  statement  on  Assurance  of  Quality 
Medical  Care  by  the  Medical  Profession. 

Recommendation: 

The  Reference  Committee  recommends  the  adoption  of 
this  report  with  the  following  correction:  In  the  statement 
on  Assurance  of  Quality  Medical  Care  by  the  Medical 
Profession,  under  Relicensure  of  Physicians,  in  the  second 
sentence  change  the  word  “practical”  to  “impractical.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  RESOLUTION  #6  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — CONTINUING  MEDICAL 
EDUCATION. 

This  resolution  read  as  follows: 

WHEREAS,  the  concept  of  continuing  education  as 
adopted  by  the  House  of  Delegates  of  the  American 
Medical  Association  in  1970  was  that  of  voluntaryism, 
and 

WHEREAS,  there  is  developing  a cult  of  compulsion 
with  regard  to  continuing  education  of  the  physician; 
therefore  be  it 

RESOLVED,  that  the  American  Medical  Association 
continue  to  encourage  and  support  voluntary  continuing 
medical  education  of  the  physician,  and  be  it  further 

RESOLVED,  that  there  be  no  linkage  between 
continuing  medical  education  and  involuntary  recer- 
tification, relicensure,  or  medical  society  membership. 

Discussion  regarding  this  resolution  and  the  Report  of 
the  Commission  on  Medical  Education  — Assurance  of 
Quality  Medical  Care  by  the  Medical  Profession  was 
similar.  It  was  felt  the  resolution  presented  was  a positive 
action  by  our  Association. 

Recommendation: 

Reference  Committee  #4  recommends  the  adoption  of 
Resolution  #6  with  the  first  RESOLVED  to  read: 

“RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association  continue  to 
encourage  and  support  voluntary  continuing  medical 
education  of  the  physician,  and  be  it  further” 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECl'ION  OF  OUR  REPOR'F.  This  was  approved  by  the 
House. 


(3)  RESOLUTION  #7  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — ASSESSMENT  OF 
HEALTH  CARE  TECHNOLOGY  — MEDICAL 
CARE 

This  resolution  read  as  follows: 

WHEREAS,  PL  95-623  empowers  the  Secretary  of 
HEW  to  promote  projects  which  will  assess  health  care 
technology;  meaning  all  modalities  used  in  the  diagnosis, 
treatment,  and  prevention  of  patient  well-being;  there- 
fore be  it 

RESOLVED,  that  the  American  Medical  Association 
conduct  an  indepth  study  of  the  parameters  of  this 
legislation  as  it  relates  to  medical  care  and  formulate  an 
appropriate  analysis  and  response,  and  be  it  further 

RESOLVED,  that  a report  be  submitted  to  the 
American  Medical  Association  House  of  Delegates  at  its 
next  interim  session. 

The  committee  heard  only  favorable  discussion  re- 
garding this  with  changes  as  noted. 

Recommendation: 

Your  Reference  Committee  recommends  the  resolution 
be  restated  to  read: 

WHEREAS,  PL  95-623  empowers  the  Secretary  of 
HEW  to  promote  projects  which  will  assess  health  care 
technology;  meaning  all  modalities  used  in  the  diagnosis, 
treatment,  and  prevention  of  disease;  therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
instruct  its  Delegates  to  the  AMA,  that  the  AM  A conduct 
an  in  depth  study  of  the  parameters  of  this  legislation  as 
it  relates  to  medical  care  and  formulate  an  appropriate 
analysis  and  response,  and  be  it  further 

RESOLVED,  that  a report  be  submitted  to  the 
American  Medical  Association  House  of  Delegates  at  its 
next  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #8  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — ASSESSMENT  OF 
HEALTH  CARE  TECHNOLOGY  — MEDICAL 
EDUCATION 

This  resolution  read  as  follows: 

WHEREAS,  PL  95-623  provides  for  the  Secretary  of 
HEW  to  assess  all  modalities  used  in  the  diagnosis, 
treatment,  and  prevention  of  disease  and  the  patient’s 
well-being;  therefore  be  it 

RESOLVED,  that  the  American  Medical  Association 
conduct  a study  of  the  parameters  of  this  legislation  with 
regard  to  its  impact  on  undergraduate,  graduate,  and 
postgraduate  medical  education  and  particularly  its 
possible  infringement  upon  the  American  Medical 
Association’s  policies  regarding  medical  education,  and 
be  it  further 

RESOLVED,  that  a report  be  submitted  to  the 
American  Medical  Association  House  of  Delegates  at  its 
next  interim  session. 

Again  the  Reference  Committee  heard  only  favorable 
testimony. 

Recommendation: 

Your  Reference  Committee  recommends  Resolution  be 
reworded  to  read: 

WHFIRE  AS,  PL  95-623  provides  for  the  Secretary  of 
HEW  to  assess  all  modalities  used  in  the  diagnosis, 
treatment  and  prevention  of  disease;  therefore  be  it 
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RESOLVED,  that  the  Nebraska  Medical  Association 
instruct  its  Delegates  to  the  AMA  to  request  the  AMA 
conduct  a study  of  the  parameters  of  this  legislation  with 
regard  to  its  impact  on  undergraduate,  graduate,  and 
postgraduate  medical  education  and  particularly  its 
possible  infringement  upon  the  American  Medical 
Association’s  policies  regarding  medical  education,  and 
be  it  further 

RESOLVED,  that  a report  be  submitted  to  the 
American  Medical  Association  House  of  Delegates 
at  its  next  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  YOUR 
REFERENCE  COMMITTEE  #4  AS  A WHOLE.  This 
was  approved  by  the  House. 

Respectfully  submitted. 

Dr.  Kenton  L.  Shaffer,  Kearney, 
Chairman 

Dr.  Earl  J.  Dean,  Hastings 
Dr.  Thomas  H.  Wallace,  Gordon 


Reference  Committee  #5 
Reference  Committee  #5  considered  three  reports  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  CREIGHTON  UNIVERSITY 
COLLEGE  OF  MEDICINE 

The  committee  felt  this  was  an  excellently  written  report 
and  we  wish  to  commend  Dr.  Holthaus  for  his  efforts  in  that 
regard.  The  committee  also  wishes  to  express  our  ad- 
miration for  the  insight  shown  by  the  administration  and 
faculty  in  the  operation  of  a private  institution  in  a 
successful  manner  in  this  period  of  unusual  inflation. 

Recommendation: 

The  Reference  Committee  recommends  this  report  be 
accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

Mr.  Neff  explained  to  the  committee  and  members 
present  that  the  Foundation  to  date  has  loaned  out 
$1,350,000,  and  currently  $272,011  are  in  the  process  of 
pay  back.  The  remainder  of  the  report  was  quite  clear  and 
concise.  It  is  the  feeling  of  your  Reference  Committee  that 
the  Nebraska  Medical  F oundation,  Inc.  is  accomplishing  its 
avowed  purpose. 

Recommendation: 

Your  Reference  Committee  recommends  the  adoption  of 
the  Report  of  the  Nebraska  Medical  Foundation,  Inc. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS  AND  RESOLUTION  #14 
— METROPOLITAN  OMAHA  MEDICAL 
SOCIETY  — THIRD  PARTY  DEMANDS 

The  Reference  Committee  raised  a question  about  the 
last  sentence  in  Item  (1),  of  this  report.  It  is  wondered  if  the 
term  “Medical  Center”  applies  or  refers  specifically  to  the 
University  of  Nebraska  Medical  Center  or  does  that  also 
include  Creighton  University  Medical  Center?  If  Creighton 


University  is  not  included,  it  was  felt  by  the  committee  that 
such  a program  would  also  prove  valuable  to  the  State  of 
Nebraska  and  some  of  their  students. 

The  stipend  of  $150  for  expenses  for  House  Officer 
members  of  the  Association  who  are  Delegates  or  Alternate 
Delegates  to  the  AMA  Resident  Physicians  Section  Meet- 
ing seem  to  be  entirely  satisfactory  to  those  House  Officers 
present. 

Regarding  mechanisms  to  increase  House  Officer  mem- 
bership in  the  NMA  and  the  AMA,  it  was  noted  in  passing 
that  a personal  invitation  from  an  NMA  member  to  a House 
Officer  to  attend  any  component  society  meeting  or 
specialty  society  meeting  might  further  this  goal. 

Concerning  By-Law  changes,  these  were  felt  to  be 
consistent  with  attaining  the  desired  objective. 

Concerning  hospital  records  provided  to  third  party 
carriers,  this  subparagraph  and  Resolution  #14,  which  was 
also  assigned  to  Reference  Committee  #5,  were  con- 
sidered together.  Resolution  #14  read  as  follows: 

WHEREAS,  government  third  party  carriers  are 
demanding  more  and  more  privileged  information  about 
patients  from  hospital  records,  and 

WHEREAS,  we  believe  that  they  are  entitled  to  a 
diagnosis  and  a final  summary,  and 

WHEREAS,  to  ask  for  history  and  physical,  nurse’s 
notes,  doctor’s  orders,  progress  notes,  frequently 
breaches  the  privacy  of  the  patient-doctor  relationship; 

THEREFORE,  BE  IT  RESOLVED,  that: 

1.  A diagnosis  be  available  to  the  third  party  carriers. 

2.  A complete  summary  of  hospital  discharge  be  avail- 
able. 

3.  Any  further  information  needed  be  available  only 
after  explanation  of  the  need  for  such  information  is 
given,  and  then  only  to  a physician  bound  by  the  same 
pledge  of  privacy  as  the  attending  physician. 

and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
resolution  be  sent  to  all  third  party  carriers  in  the  State  of 
Nebraska,  the  Nebraska  Hospital  Association,  Medical 
Directors  of  all  Nebraska  hospitals  and  the  Nebraska 
Insurance  Commissioner. 

There  was  a significant  amount  of  discussion.  It  was  the 
feeling  of  the  committee  that  both  of  these  resolutions  were 
excellent.  The  committee  further  recommends  in  the  first 
RESOLVED,  #3.,  the  word  “specific”  be  inserted  between 
“further”  and  “information.”  As  presently  worded,  it  ap- 
pears that  the  remainder  of  the  paragraph  would  permit  a 
third  party  payor  to  ask  for  the  complete  hospital  record 
whether  it  was  actually  needed  or  not.  In  view  of  the  general 
excellence  of  both  Resolution  #14  and  the  resolution 
suggested  by  the  Commission  on  Association  Affairs,  the 
committee  felt  that  these  two  resolutions  should  be  re- 
ferred back  to  the  Commission  on  Association  Affairs  for 
the  purpose  of  combining  them  into  one  strong  resolution. 

Recommendations: 

1)  Your  Reference  Committee  recommends  that  where  the 
term  “Medical  Center”  is  used  in  NMA  documents,  it 
be  made  very  clear  whether  this  applies  to  the  Univer- 
sity of  Nebraska,  Creighton  University  or  both. 

2)  Your  Reference  Committee  recommends  that  the 
Commission  on  Association  Affairs  review  their  pro- 
posed resolution  and  Resolution  #14,  submitted  by  the 
Metropolitan  Omaha  Medical  Society,  and  combine 
these  into  a single  forceful  resolution.  It  is  anticipated 
this  would  be  presented  to  the  next  regular  session  of 
the  House  of  Delegates. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #1  — ADAMS  COUNTY  MEDICAL 
SOCIETY  — DRINKING  DRIVERS 
No  one  spoke  to  your  Reference  Committee  in  favor  of 
this  resolution.  In  fact  there  were  many  adverse  comments 
regarding  it.  Your  Reference  Committee  feels  that  Reso- 
lution #1  is  not  acceptable  in  the  present  form.  This 
resolution  read  as  follows: 

WHEREAS,  the  highway  death  toll  for  Nebraska 
remains  unchanged,  and 

WHEREAS,  nationwide  it  is  estimated  that  50%  of 
deaths  involve  at  least  one  drunk  driver,  and 

WHEREAS,  present  programs  have  not  lowered  the 
death  toll  due  to  drunken  drivers,  and 

WHEREAS,  the  countries  of  England  and  Germany 
have  reduced  the  death  toll  by  50%  by  eliminating 
drinking  drivers  from  the  highway  by  legislation; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Adams 
County  Medical  Society  does  endorse  and  support  the 
following  proposed  legislation. 

1.  That  upon  first  conviction  of  operating  a motor 
vehicle  under  the  influence  of  alcohol  or  other  drugs 
— a mandatory  loss,  for  two  years,  the  privileges  of 
operating  a motor  vehicle  in  the  State  of  Nebraska 
shall  ensue. 

2.  Upon  second  conviction  of  same,  a permanent 
mandatory  loss  of  the  privilege  of  operating  a motor 
vehicle  in  the  State  of  Nebraska  shall  ensue. 

3.  It  shall  be  unlawful  to  sell  a motor  vehicle  to  anyone 
not  possessing  a valid  drivers  license. 

Recommendation: 

Your  Reference  Committee  recommends  Resolution  #1 
not  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 


(5)  RESOLUTION  #5  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — REPRESENTATION  OF 
WOMEN’S  AUXILIARY  ON  THE  COMMISSIONS 
OF  NMA 

This  resolution  read  as  follows: 

WHEREAS,  physicians’  wives  offer  a presently  un- 
derutilized resource  for  the  Nebraska  Medical  Asso- 
ciation, and 

WHEREAS,  participation  in  Association  affairs  offers 
the  opportunity  to  enhance  communication,  mutual  edu- 
cation, and  cooperation  between  the  Association  and  its 
auxiliary;  therefore  be  it 

RESOLVED,  that  the  Metropolitan  Omaha  Medical 
Society  recommends  that  the  Nebraska  Medical  Asso- 
ciation consider  the  desirability  of  appointing  an  Ex- 
Officio  member  of  the  Women’s  Auxiliary  to  some  or  all 
of  the  committees  and  commissions,  especially  the 
Commission  on  Governmental  Affairs,  the  Commission 
on  Legislation  and  Legal  Affairs,  and  the  Commission  on 
Public  Affairs. 

Some  discussants  present  felt  that  the  reference, 
“Women’s  Auxiliary”  should  be  changed  to  “Auxiliary” 
only.  In  the  first  WHEREAS,  the  word  “wives”  should  be 
changed  to  “spouses.”  It  was  pointed  out  to  your  Reference 


Committee  that  the  Articles  and  By-Laws  of  the  NMA  clearly 
state  that  it  is  the  prerogative  of  the  President  or  President- 
Elect  to  appoint  members  to  Commissions  and  Com- 
mittees. 

Recommendation: 

The  thoughts  of  the  Reference  Committee  were  that  the 
provisions  of  the  Articles  and  By-Laws  be  followed,  and 
that  the  President  or  President-Elect  be  aware  of  this 
additional  Auxiliary  resource. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted. 

Dr.  Allan  C.  Landers,  Scottsbluff, 
Chairman 

Dr.  Bernard  F.  Wendt,  Lincoln 
Dr.  R.  F.  Sievers,  Blair 


Reference  Committee  #6 

Reference  Committee  #6  considered  one  report  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON  CLINICAL 
MEDICINE 

Your  committee  reviewed  the  report  of  the  activities  of 
the  Commission  on  Clinical  Medicine  receiving  much 
favorable  comment  on  the  Ad-Hoc  Committee’s  Report  on 
Emergency  Medical  Services. 

Recommendation: 

Your  Reference  Committee  recommends  approval  of  the 
Report  of  the  Commission  on  Clinical  Medicine. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  RESOLUTION  #13  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - CATEGORIZATION  OF 
HOSPITALS  AND  EMERGENCY  SERVICES 

This  resolution  read  as  follows: 

WHEREAS,  emergency  medical  care  is  best  provided 
under  the  direction  of  a physician,  and 

WHEREAS,  wherever  possible  the  patient’s  personal 
physician  should  be  responsible  for  tbe  decision  to  refer 
tbe  patient  for  more  definitive  emergency  care,  and 

WHEREAS,  categorization  of  emergency  services  in 
hospitals  based  on  inappropriate  criteria  and/or  faulty 
data  could  lead  to  injury  to  the  patient  and  to  delayed  or 
inappropriate  treatment,  and 

WHEREAS,  categorization  of  hospitals  and  emer- 
gency services  could  have  the  unfortunate  side  affect  of 
decreasing  accessibility  and  increasing  costs  to  patients 
not  consistent  with  the  needs  of  the  patient,  and 

WHEREAS,  categorization  of  hospitals  and  emer- 
gency facilities  could  encourage  hospitals  to  unneces- 
sarily expand  their  services  not  based  on  patient  care 
needs  but  to  prevent  patient  loss,  to  facilitate  care  of 
patients  by  their  own  personal  physician,  and  to  prevent 
medical  liability,  and 

WHERFIAS,  categorization  of  hospitals  and  emer- 
gency services  using  arbitrary  rigid  criteria  can  be  a 
vehicle  for  expansion  of  federal  controls  as  a practice  of 
medicine; 
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THEREFORE,  BE  IT  RESOLVED,  the  Nebraska 
Medical  Association  oppose  categorization  of  hospitals 
and  emergency  services  based  on  rigid  criteria,  and 

BE  IT  FURTHER  RESOLVED,  the  Nebraska  Medi- 
cal Association  opposes  categorization  of  hospitals  and 
emergency  services  in  any  fashion  which  could  interfere 
with  the  excerise  of  medical  judgement  by  the  patient’s 
personal  physician  in  deciding  where  the  patient  is  first 
seen  for  emergency  medical  care,  and 

BE  IT  FURTHER  RESOLVED,  the  Nebraska  Medi- 
cal Association  request  the  Department  of  Health  with- 
hold circulation  of  the  resultsof  theircritcal  care  services 
questionnaire  so  that  its  accuracy  and  appropriateness 
of  the  criteria  used  may  be  studied  by  the  Nebraska 
Medical  Association. 

This  resolution  was  reviewed  in  a favorable  light,  but  the 
committee  felt  that  the  fifth  WHEREAS  was  in  part  a 
reduplication  and  probably  did  not  add  to  the  resolution 
and  the  committee  recommends  its  deletion. 

Recommendation: 

Your  Reference  C ommittee  recommends  the  adoption  of 
Resolution  #13,  with  the  deletion  of  the  fifth  WHEREAS. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Fol- 
lowing considerable  discussion  on  this  resolution.  Dr. 
Francis  moved  to  resubmit  this  resolution  to  the  Com- 
mission for  further  study  and  discussion  at  the  next  Fall 
Meeting  of  the  House.  This  motion  was  approved  by  the 
House,  and  this  section  of  Reference  Committee  #6  report 
was  approved  as  amended. 

(3)  RESOLUTION  #2  — BUFFALO  COUNTY 
MEDICAL  SOCIETY  — MEDICAL  ETHICS 

This  resolution  read  as  follows: 

WHEREAS,  the  AMA’s  Judicial  Council’s  Opinions 
and  Reports,  Edition  1977,  subsection  5.61  of  the  last 
paragraph,  states  that,  “it  is  unethical  for  a physician, 
who  formerly  treated  a patient,  to  refuse,  for  any  reason, 
to  make  his  records  of  that  patient  promptly  available  on 
request  to  another  physician  presently  treating  the 
patient.’’,  and 

WHEREAS,  physicians  in  the  State  of  Nebraska,  as 
well  as  across  the  United  States  are  not  releasing  duly 
released  medical  information  and  records  on  patients 
because  of  previous  regard  to  the  patient’s  financial 
status,  race,  etc.: 

BE  IT  RESOLVED,  that  the  NMA  House  of  Dele- 
gates inform  their  membership  and  reaffirm  its  position 
that  each  physician  who  formerly  treated  a patient 
should  make  his  records  readily  available  on  request  of 
another  physician. 

This  resolution  reiterates  what  is  already  stated  in  the 
AMA  JUDICIAL  COUNCIL’S  OPINION  AND  RE- 
PORTS OF  1977.  The  committee  felt  it  was  a good  re- 
minder of  our  obligation  in  sharing  reports  with  our  fellow 
physicians. 

Recommendation: 

Your  Reference  Committee  recommends  approval  of 
Resolution  #2. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #3  — NORTHEAST  NEBRASKA 
COUNTY  MEDICAL  SOCIETY  — USE  OF 
ANTABUSE  IN  TREATMENT  OF  ALCOHOL 

This  resolution  read  as  follows: 


WHEREAS,  several  individuals  have  been  appearing 
in  our  offices  and  hospital  emergency  rooms  who  have 
had  problems  with  the  law  and  alcohol  and  who  are  on 
parole  secondary  to  these  problems  stating  they  are 
required  by  their  judge  and  parole  officer  to  be  on 
Antabuse,  and 

WHEREAS,  these  persons  are  not  regular  patients  in 
our  clinics,  nor  are  we  seeing  them  on  any  sort  of  regular 
basis,  and 

WHEREAS,  it  appears  that  in  most  cases  these 
people  are  not  receiving  proper  counseling  for  their 
alcoholism  from  the  services  available  through  the  De- 
partment of  Alcoholism,  State  of  Nebraska  and  its 
regional  offices  and  Associated  Corporations,  and 

WHEREAS,  this  means  that  we  are  being  asked  to 
prescribe  a drug  by  non-medical  personnel,  i.e.  judges 
and  parole  officers,  to  patients  who  are  not  our  patients 
nor  who  are  receiving  the  full  and  proper  therapy  for  their 
disease,  i.e.  alcoholism,  and 

WHEREAS,  Antabuse  is  a potent  dangerous  drug  in 
an  uncontrolled  situation,  deaths  having  been  attributed 
to  the  drug  and  there  are  serious  questions  as  to  its  role  in 
alcoholism  treatment; 

THEREFORE,  BE  IT  RESOLVED,  the  House  of 
Delegates  of  the  Nebraska  Medical  Association  requests 
that  its  officers  engage  in  consultation  with  the  Nebraska 
Bar  Association,  the  professional  association  of  the 
Judges,  Parole  officers  and  associated  law  enforcement 
officers  and  the  Nebraska  Department  of  Alcoholism  to 
bring  to  a halt  this  improper  demand  upon  the  medical 
profession  and  to  get  all  persons  concerned  attuned  to 
proper  counseling  and  therapy  for  the  alcoholic. 

Voluminous  discussion  of  Antabuse  took  place  with  a 
plea  that  the  pressure  by  the  judges  be  taken  off  the  doctor 
and  the  patient  in  its  use.  It  was  brought  out  that  the  total 
care  of  treating  alcoholics  should  be  used,  not  the  singular 
modality  of  Antabuse  and  also  that  its  use  should  not  be 
mandated  by  the  courts. 

In  the  RESOLVED,  it  is  suggested  that  in  addition  to  the 
organizations  listed,  the  Medical  Advisory  Committee  of 
the  Department  of  Motor  Vehicles  be  added. 

Recommendation: 

Your  Reference  Committee  recommends  approval  of 
Resolution  #3,  with  the  above  mentioned  addition. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by  the 
House. 

Respectfully  submitted. 

Dr.  Arnold  W.  Lempka,  Omaha, 
Chairman 

Dr.  Wendell  L.  Fairbanks,  Alliance 
Dr.  Russell  J.  Mclntire,  Hastings 

Dr.  Tom  Nesbit  was  asked  to  comment  on  the  chiro- 
practic suit  in  which  the  AMA  and  several  specialty 
societies  are  involved. 

There  being  no  further  business,  the  meeting  was 
recessed. 


THIRD  SESSION 

The  third  session  of  the  House  of  Delegates  was  held  on 
Wednesday,  May  2, 1979.  The  meeting  was  called  to  order 
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by  Dr.  McFadden,  Speaker.  Roll  call  showed  54  delegates 
present,  and  the  House  was  declared  in  session. 

An  oral  report  was  presented  to  the  House  by  Mrs.  Harry 
Shaffer,  Immediate  Past  President,  Nebraska  Medical 
Auxiliary. 

Dr.  Bosley,  Chairman  of  Reference  Committee  #3, 
moved  for  reconsideration  of  his  Reference  Committee 
report.  This  was  approved  by  the  House.  Dr.  Bosley  said 
that  after  consultation  with  NMA  legal  counsel,  the  Ref- 
erence Committee  would  like  to  present  an  amended 
Resolution  #4,  as  follows: 

WHEREAS,  the  medical  profession  has  gone  on 
record  as  actively  supporting  cost  containment  to  the 
fullest  extent  permitted  by  law,  and 

WHEREAS,  members  of  the  public  have  requested 
local  medical  society  assistance  when  charged  fees 
believed  to  be  excessive,  and 

WHEREAS,  Counsel  for  the  Nebraska  Medical  As- 
sociation has  questioned  the  advisability  of  participation 
in  such  activity  by  a medical  association  because  of 
potential  anti-trust  claims  and  action  by  the  FTC  or  the 
Justice  Department; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  believes  that  laws  and  en- 
forcement of  laws  which  preclude  the  Association  from 
participating  in  adjustments  of  controversies  involving 
claimed  excessive  fees  is  contrary  to  the  public  interest 
and  the  cost  containment  program,  and 

BE  IT  FURTHER  RESOLVED,  that  this  resolution 
be  forwarded  to  the  American  Medical  Association 
House  of  Delegates  for  further  action. 

This  amended  resolution  was  approved  by  the  House, 
and  the  Reference  Committee  report  was  adopted  as 
amended. 


Physicians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

GENERAL  / FAMILY  PRACTITIONERS: 
Ogallala,  located  near  Nebraska's  largest  lake  and 
less  than  four  hours  from  the  Rocky  Mountains; 
currently  offers  an  unusual  opportunity  for  two 
or  three  general  practitioners.  Please  contact 
Dick  L.  Easley,  Hospital  Administrator  or  Jack 
Gemmell,  President  — Physicians  Recruitment 
Committee.  Phone  284-4011  or  284-3434. 

EMERGENCY  ROOM  PHYSICIAN:  Excellent 
opportunity  for  second-career  physician  with  skills 
in  general  practice  seeking  regular  hours  and 
opportunities  in  acute  care  medicine.  Three-man 
ED  group  looking  for  fourth  in  a 500  bed 
community  hospital.  20,000  plus  annual  visits 
with  full  specialty  backup.  Teaching  and  EMS 


Dr.  McFadden  called  for  the  report  of  the  Nominating 
Committee,  and  Dr.  Claussen,  Chairman,  presented  the 
following  slate  of  officers: 

President-Elect  — Dr.  Russell  L.  Gorthey,  Lincoln 
Board  of  Directors  - At  Large  — Dr.  Allan  Landers, 
Scottsbluff 

Delegate  to  the  AMA  — Dr.  C.  J.  Cornelius,  Jr.,  Sidney 
Alternate  Delegate  to  the  AMA  — Dr.  Louis  J.  Gogela, 
Lincoln 
Councilors: 

5th  District  — Dr.  Warren  Miller,  Columbus 
6th  District  — Dr.  Richard  M.  Pitsch,  Seward 
7th  District  — Dr.  Clarence  Zimmer,  Friend 
8th  District  — Dr.  Thomas  H.  Wallace,  Gordon 
Council  on  Professional  Ethics  — Dr.  Stanley  Truhlsen, 
Omaha 

Delegate  to  North  Central  Medical  Conference  — 

Dr.  Dwaine  J.  Peetz,  Neligh 

Dr.  Claussen  moved  that  the  slate  of  officers  presented 
be  accepted,  and  this  was  given  unanimous  approval. 

A motion  was  made  by  Dr.  Truhlsen  that  the  House 
request  for  future  meetings,  the  Board  of  Directors  give 
consideration  to  having  legal  counsel  of  the  NMA  review  all 
resolutions  before  being  brought  to  the  floor  of  the  House 
to  assure  they  are  legal  and  proper  resolutions.  This  motion 
was  approved  by  the  House. 

Dr.  Claussen  said  he  thought  an  effort  should  be  made  to 
assign  a member  of  the  House  of  Delegates  to  assist  the 
Student  Delegates.  The  Chair  referred  this  to  the  Board  of 
Directors. 

A motion  was  made  and  approved  to  send  letters  of 
thanks  to  the  Buffalo  County  Medical  Society,  the  Holiday 
Inn  of  Kearney  and  the  Kearney  Country  Club. 

There  being  no  further  business,  the  House  was  ad- 
journed. 


development  as  desired.  American  medical  grad- 
uates with  emergency  experience  preferred. 
Corporate  benefits  package  in  excess  of  75,000. 
Write  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kans.  66611.  Ph.  (913)  354- 
6100. 

FAMILY  PRACTICE  — Replace  deceased 
physician  in  well  established  practice.  Partnership 
or  individual  practice  opportunity  in  newly  re- 
modeled professional  building.  Attached  to  a 350- 
bed  JCAH  hospital  with  all  specialties  on  active  staff 
and  relief  coverage  available.  Located  in  a northeast 
Iowa  city  of  100,000  with  a stable  economy  and  a 
drawing  area  over  275,000.  This  area  offers  a clean 
and  safe  environment,  excellent  school  systems, 
nearby  university,  sports  and  cultural  activities,  easy 
access  to  major  cities  and  excellent  industrial  health 
insurance  programs.  The  hospital  provides  a 
minimum  guarantee.  For  further  information,  please 
contact:  James  T.  Walter,  President,  AI-LEN 
MEMORIAL  HOSPITAL,  1825  Logan  Avenue, 
Waterloo,  Iowa  50703.  Telephone  No.  1-319-235- 
3987. 
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• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


A reminder 

ZYIOPRIRT 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drup  and  strict  attention  shouid  be  given  to  the 
indications  lor  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim’  (allopurinol)  Is  Intended  for 
1 treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy, 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy. with  or  without  accompanying  symptoms  of  gout. 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation: 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion. renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receivino  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CDNTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim.  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol*  (mercapto- 
purine)  or  Imuran*  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  ana  Women  of  Childbearing  Age 
Zyloprim*  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents 
Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal.  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
•in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim* 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a tew  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inilammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yli  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIEO:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment hML. 

U.S.  Patent  No.  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSSr 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

lust  one  tabiet  b.i.d.f  or  10  to  i4  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  bid.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  piease  consult  complete  product  informa- 
tion, a summary  of  which  follows; 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
cerlnll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  tv\/o 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: G\oss\t\s,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
tor  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1'/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  back  cover. 


I Her  next  attack  of  cystitis  ma^equire 

the  BactrimF 
3-system  counterarttack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  targe 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entered 
bacteriaceae  in  the  bowel  without  the  emergence  of  res| 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introii 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  traci 

Please  see  reverse  side  for  summary  of  product  information. 
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A character 
gli  all  its  own. 


. V Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-actinq  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiuirfiu 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q i d . 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d,  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q.i  .d.  Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2’/2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10 

<'  V Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  New  Jersey  07110 
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V-Cillin  K* 

penicillin  V potassium 

is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


V-CiUin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  iimvsi 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


900410 


Clarkson  Hospital  Doctors  Building 

July  Progress  Report 

Ground  was  broken  on  June  25th  for  the  new  Doctors  Building.  Work  is  now  underway  for 
construction  of  Clarkson’s  six-story  medical  office  building  and  multi-level  parking  structure 
just  north  of  the  existing  Doctors  Building. 

This  new  complex  will  provide  space  for  approximately  40  new  physician  offices  and  an 
additional  400  spaces  for  vehicles.  Featured  in  the  expansion  is  a modern  and  convenient 
pedestrian  overpass  over  Farnam  Street  which  will  connect  the  existing  building,  parking 
structure  and  the  hospital  together. 

Schedule  of  construction  events  and  occupancy  follows: 


1979 

July 

Support  pilings  drilled 

Aug-Sep. 

Foundation  walls  erected 

Oct. 

Structural  steel  work  begins 

Nov.-Dee. 

Floors  and  exterior  walls  added 

1980 

Jan-Feb. 

Interior  work  begins 

Mar.-Apr. 

Interior  finished 

May- June 

Doctors  offices  constructed 

July 

Grand  Opening 

For  additional  information  contact:  R.  Daniel  Brown,  Director  of  Property  Management 
Suite  28,  4239  Famam,  Omaha,  NE  68131,  402-348-3116 
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TABLETS:  500  mg,  250  mg.  and  125  mg 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  “M”  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St..  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

205  East  42nd  St..  New  York,  N.Y,  10017 
National  Rehabilitation  Association 
1522  "K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  11.  Rickman,  M.D.,  Councilor 
626  Sharp  Bldg.,  Lincoln,  Nebraska  68508 


How  fast  your  hospital  moves 
depends  on  how  fast  your  data  moves. 


When  critical  medical  records 
are  needed,  your  hospital  needs  a 
communications  system  that  can 
speed  data  accurately  and  at  top 
efficiency. 

That’s  why,  at  Northwestern 
Bell,  we’ve  developed  voice  and 
data  systems  tailored  specifically 
for  the  health  care  industry. 

One  example  is  our  Dataspeed® 
40.  Its  television-like  screen  can 
relay  patient  records  or  lab  re- 
ports that  might  be  filed  in  other 
areas  of  the  hospital.  You  can  . 
even  review  files  from  clinics  i 
across  town  or  in  another  state.  ^ 


Records  can  be  seen  instantly 
without  worry  of  them  being  mis- 
placed in  transit. 

To  improve  your  level  of  health 
care,  let  one  of  our  account  execu- 
tives meet  with  you  and  analyze 
your  communication  needs. 

Whether  it’s  for  your  private 
practice,  clinic,  or  hospital,  we  can 
help.  Just  phone  a 
member  of  your 


Northwestern  Bell  Account  Ex- 
ecutive Team,  or  mail  the  coupon. 

1-800-2475454 

(In  Iowa  call  T800-532-1221) 

I 1 

I I’d  like  a member  of  your  Northwestern  I 
I Bell  Account  Executive  Team  to  review  | 
I my  present  communication  system.  I 
I Phone  me  and  we’ll  arrange  a meeting.  | 

Name 

I Address i 

I Business Title I 

I City State Zip I 

I Telephone  Number I 

. Mail  lo:  Northwestern  Bell.  100  South  19th  Street  — . 
I ONB.  Omaha,  Nebraska  68102  NMJ8/79  ^ 


Northwestern  Bell 


★ 


IN 


Coercive  Persuasion  (Brainwashing),  Re- 
ligious Cults,  and  Deprogramming  — J. 
T.  Ungerleider  and  D.  K.  Wellisch  (Univ  of 
Calif  at  Los  Angeles  Medical  Center,  Neuro- 
psychiatric  Institute,  Los  Angeles,  CA 
90024)  Am  J Psychiatry  136:279-282  (Mar) 
1979. 


PROFESSIONAL  LIABILITY 
INSURANCE 


Vtiisi 

Professional  Protection  Exclusively  since  1899 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


Psychiatric  interviews  and  psychological 
testing  were  conducted  with  50  members  or 
former  members  of  a variety  of  religious  cults 
who  contacted  the  authors  about  the  issue  of 
deprogramming.  The  subjects  were  divided 
into  four  groups:  cult  members  who  feared 
deprogramming,  those  who  had  returned  to  the 
cult  after  deprogramming,  ex-cult  members 
who  had  left  after  deprogramming,  and 
those  who  had  left  without  deprogramming. 
There  were  significant  differences  between 
these  groups  on  length  of  time  in  cult, 
perception  of  and  resistance  toward  the 
deprogramming  experience,  status  of  parental 
marriage,  and  who  became  a deprogrammer. 
No  evidence  of  insanity  or  mental  illness  in  the 
legal  sense  was  found. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota.  Dixon,  Knox, 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
N^er,  Columbus.  Counties:  Boone. 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer.  Friend.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  'I’homas  H. 
Wallace.  Gordon.  Counties:  Boyd. 

Brown,  Cherry,  Holt.  Keyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son. Kearney.  Counties:  Blaine,  Buf- 
falo, Custer.  Dawson.  Garfield.  Grant, 
Greeley.  Hall,  Hooker,  Howard,  Loup. 
Sherman,  Thomas.  Valley.  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase, 
Dundy,  Franklin,  Frontier,  Furnas, 
Gosper,  Harlan,  Hayes,  Hitchcock, 
Kearney.  Phelps,  Red  Willow,  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Arthur. 
Deuel,  Garc^n.  Keith.  Lincoln.  Logan. 
McPherson,  Perkins. 

Twelfth  District:  Councilor;  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Banner. 

Box  Butte.  Cheyenne.  Dawes.  Kimball, 
Morrill.  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  eind  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

•.Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Platu-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington- Burt 
York 

•(Northeast 


Lawrence  A.  McKinnis.  Hastings 
R.  E.  Kopp,  Plainview 
Gary  Smith,  Newman  Grove 
John  H.  Floyd.  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph.  David  City 
R.  J.  Dietz,  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 

James  E.  Bridges.  Fremont 
Henry  J.  Billerbeck.  Randolph 


George  J.  Lytton,  Hastings 

D.  F.  Johnson,  Jr.,  Osmond 
Charles  Sweet.  Albion 
Bruce  D Forney.  Alliance 
William  W'.  Lyons.  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 

E.  L.  Sucha.  West  Point 

N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson.  Gothenburg 
William  B.  Eaton,  Fremont 
Robert  B.  Benthack,  Wayne 


Patrick  C.  GUlespie.  Beatrice  Klemens  E.  Gustafson.  Beatrice 
Gordon  D.  Bainbridge.  Gr.  Island  Sheridan  T.  Anderson.  Gr  Island 
Gary  D.  Penner.  Aurora  Richard  O.  Forsman,  Aurora 


Douglas  M.  Laflan.  Creighton  Delwyn  J.  Nagengast.  Bloomfield 
D.  W.  Ebers.  Lincoln  W.  E.  Lundak,  Lincoln 

Leland  F.  Lamberty.  North  Platte  Mark  B.  Sorensen,  North  Platte 


Harold  Dahlheim.  Norfolk 
Edward  M.  Malashock,  Omaha 
Dormond  E.  Metcalf,  Gordon 
Dean  R.  Thomson.  Syracuse 
Bryce  G.  Shopp.  Imperial 
Warren  R.  Miller.  Columbus 
Angelito  C.  Dela  Cruz,  Friend 
J.  Paul  Glabasnia.  Papillion 
John  E.  Hansen.  Jr..  Wahoo 
Donald  M.  Gentry.  Gering 
R.  Paul  Hoff.  Seward 
Richard  E.  Penry.  Hebron 
H.  C.  Stewart.  Pawnee  City 
P L.  Wiebe.  McCook 
Kenneth  C.  Bagby,  Blair 
James  D Hell.  York 


G.  Tom  Surber,  Norfolk 
John  F.  Fitzgibbons,  Omaha 
Bernard  A.  (^en.  Gordon 
Paul  R.  Madison.  Nebraska  City 
Paul  F.  Bottom.  Grant 
Ronald  W.  Klutman.  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
Michael  J Moran.  Papillion 
Robert  E.  Morris.  Ralston 
Robert  C.  Calkins.  Scottsbluff 
Roger  A.  Jacobs.  Seward 
Charles  F.  Ashby.  Geneva 
R L.  Burghart.  Falls  City 
Elizabeth  D.  Edwards.  McCook 
Clifford  M.  Hadley.  Lyons 
Ben  N.  Greenberg,  York 
Gordon  Adams.  Norfolk) 
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Each  gram 
contains:  Aerosporin® 
(Ftolymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs:  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa:  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia):  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylaclically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  bums,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching:  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrovrth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  Increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


PULMONARY  SERVICE  CO., 
INC. 

6729  South  139th  Ave.  Circle 
Omaha,  Ne  68137 

Phone  402-895-2735 

PORTABLE  AND  STATIONARY  OXYGEN 
SYSTEMS  FOR  HOME  USE 

DENNIS  JANES,  CRTT  President 

Laws  die,  Books  never. 

Bulwer-Lytton. 

Some  said,  John,  print  it,  other  said.  Not  so; 
Some  said.  It  might  do  good,  other  said.  No. 
Bunyan. 

The  true  University  of  these  days  is  a 
collection  of  Books. 

Carlyle. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
LettorheacU  - StalamenH 
Envelope*  - Office  Form* 

Quality  Printing  at  the  Right  Prke 


The  Radioisotope  Spleen  Scan  in  the 
Assessment  of  Patients  With  Suspected 
Spleen  Trauma  — S.  Messina  et  al  (Royal 
Perth  Hosp,  Perth,  West  Australia)  Med  J 
Aust  1:144-145  (Mar  10)  1979. 

The  radioisotope  spleen  scan  was  reviewed 
in  29  patients  with  suspected  trauma  of  the 
spleen  who  had  been  admitted  for  observation 
to  a surgical  ward.  All  patients  had  stable  pulse 
rates  and  blood  pressures.  The  scans  of  six 
patients  showed  space  defects  and,  of  these, 
splenic  injury  was  proven  operatively  in  five 
patients.  As  a detector  of  splenic  trauma,  the 
radionuclide  scan  proved  to  be  reliable. 
Although  the  findings  of  radioisotope  scanning 
are  not  specific  for  trauma,  the  interpretation 
of  the  scan  in  conjunction  with  other  ob- 
servations increases  the  accuracy  of  diagnosis, 
which  may  otherwise  be  rendered  difficult  by 
the  presence  of  other  injuries  in  the  same  area. 


Premature  Menopause  — C.  B.  Coulam 

(Mayo  Clinic,  Rochester,  MN  55901)  and  R. 

J.  Ryan,  Am  J Obstet  Gynecol  133:639-643 

(Mar  15)  1979. 

The  premature  menopause  syndrome  has 
been  regarded  as  one  of  the  organ-specific 
autoimmune  disorders  because  circulating 
antibodies  to  ovarian  tissue  have  been  demon- 
strated. In  15  women  who  had  spontaneous 
cessation  of  menses  after  initial  menarche 
before  they  were  35  years  old,  increased  serum 
levels  of  gonadotropin  and  failure  of  estrogen 
secretion  were  documented.  Serum  from  each 
woman  was  examined  for  antibodies  to  normal 
ovary.  Proteins  from  ovaries  of  normal  pre- 
menopausal women  were  extracted  and  iodi- 
nated  with  The  labeled  proteins  were 
incubated  with  sera  for  48  hours,  after  which 
goat  antihuman  y -globulin  was  added  and 
allowed  to  incubate  for  72  hours.  The  pre- 
cipitate was  washed  and  evaluated  for  radio- 
active label.  The  binding  of  antibodies  in- 
creased in  the  sera  of  patients  with  the 
premature  menopause  syndrome,  compared 
with  the  control  sera.  The  cause  of  premature 
menopause  may  be  mediated  by  circulating 
antibodies  to  ovarian  tissue. 
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How  Supplieds 
P.ilc  s;rccn  >00  ni”.  t.ihlets 
in  K’trti's  of  100  and  Sitijilo  Unit  Packas^s  of  100 
(intended  for  institiifiorud  Jisc  onlvl. 
Inieetion,  W nva./2  ml., 
in  sinijle-dose  vials 
and  in  S ml.  multiple-dose  vials, 
both  in  packa^;es  of  10. 
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When  painful  spasm 
is  the  presenting 
symptom 


..in  the  functional  bowel/irritable  bowel  syndronne* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


*This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 


Merrell 
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Bentyl’ 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  “prob- 
ably" effective; 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIDRA- 
TION  OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis.  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatIc  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache:  nervousness;  drowsiness;  weakness:  dizziness;  insom- 
nia: nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis:  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
menf,  especially  In  elderly  persons:  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation,  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  fO  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  fimes  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants: '/; 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg  : Adults  1 tablet  three  or  four 
times  daily,  Bentyl  Injection:  Adults:  2 ml,  (20  mg.)  every  four  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE,  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  f978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur.  Illinois  62525  lor  MERRELL-NATIDNAL 
LABORATORIES.  Division  of  Richardson-Merrell  Inc,,  Cincinnati, 
Ohio  45215,  U S.A, 


Prospective  Study  of  100  Lumbosacral 
Discectomies  — B.  K.  A.  Weir  (Royal 
Alexandra  and  Univ  of  Alberta  Hosp, 
Edmonton,  Alberta,  Canada)  J Neurosurg 
50:283-289  (Mar)  1979. 

In  100  patients  undergoing  discectomy  the 
neurological  findings  were  documented  pre- 
operatively  and  at  one  month  and  one  year 
postoperatively.  The  clinical  and  radiological 
data  were  analyzed  with  respect  to  significant 
associations.  There  were  no  complications.  At  a 
minimum  of  one  year  postoperatively,  63%  of 
patients  had  complete  relief  of  back  pain  and 
73%  had  complete  relief  of  leg  pain.  A 
discriminant  analysis  equation  was  derived 
which  assessed  the  relative  significance  of 
factors  as  determinants  of  outcome.  A method 
is  given  for  estimating  whether  a patient  will 
have  a good  or  a poor  outcome  following  the 
discectomy.  Factors  shown  to  be  of  sig- 
nificance should  be  recorded  in  prospective 
series  to  allow  for  comparision  as  to  the 
efficacy  of  different  methods  of  treatment. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  (8V2  x 11  in.  (22  x 28  cm)]  white  paper:  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author's  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  corner,  with  the  author  s surname 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author's  name,  its  number,  and  the  word  top  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies 

Letters-to-the-Editor  should  be  double  spaced,  and  accompanied  by 
the  notations;  (a)  for  publication,  and  (b)  no  galley  proof  needed 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co..  Inc  . P.O.  Box  278,  Norfolk.  Nebraska  68701. 


Merrell 
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The'Makerl 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 

universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths . 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications . 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT;  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  qualih'  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a feu' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  \ ou 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy dine  and  eiy  - 
thromy  cin.  The  record  on 
drug  recalls  and  court 
actions  affirms  strongh' 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  qualiW  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrih'  of 
the  product  that  count. 


Matters. 


iTH:  Generic  options  al- 
I'it  ahx’iu's  e.i'ist. 

jZlT:  About  55  percent 
Orescription  drug  ex- 
mditure  is  for  single- 
iirce  drugs.  This 
r ans,  of  course,  that  for 
1 V 45  percent  of  such 
:)enditure,  is  a generic 
I •scribing  option  a\  ail- 
e. 

'TH:  Generic 
sn’iptions  are  filled  n’ith 
vpensive gencj'ies,  thus 
ring  consumers  huge 
\ns  of  nionc}'. 

CT:  Market  data  show’ 
lit  you  im  ariabh' 
Inscribe — and  pharma- 
ts  dispense — both 
and  and  genericalh 
leled  products  from 
own  and  trusted 
irces,  in  the  best  inter- 
of  patients.  In  most 
ses  the  patient  receives 
iro\  en  brand  product, 
lings  from  \ oluntaiy 
mandated  generic 
escribing  are  grossly 
aggerated. 


AfiT / /;  Drugs  aecoun t for  a 
\ major  portion  of  the  rise  in 
j hea  Ith  c a re  cos  ts . 

FACT:  Drugs  represent  a 
\erA’  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  toda\  it  is  about 
8 cents.  And  \ ou  as  a 
pin  sician  are  most 
conscious  of  how  drug 
therap\’  can  cut  hos- 
pitalization,  avert 
surger\,  reduce  office 
I \isits  and  keep  patients 
on  the job. 


A/iTH;  Government  intru- 
sions into  the  marketplace 
will  save  tar  monei’. 

FACT:  Go\  ernment 
schemes  alw  ay  s cost  the 
taxpay  er  something,  and  | 
the  costs  often  exceed  the  j 
benefits.  Certainly,  any  ' 
federal  “help,”  such  as  i 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  beliei  e your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogativ'es  and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  m\ihs  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
aKvays,your  best  guide  to 
drug  therap}'  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — fi'om  manufac- 
turers with  credentials  and 
performance  records  you 
ha\  e come  to  respect. 


EWk 

Phfu-maceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

W'ashington,  D.C.  20005 


ORGANIZATIONS,  STATE 
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American  Diabetes  Association  — Nebraska.AffUiate,  Inc. 

Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas.  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
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American  Red  Cross 
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Wm.  H.  Heavey,  President 
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Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Karen  Mundy,  Associate  Director 
8401  West  Dodge  Road,  Suite  17,  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
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Senator  Thomas  C.  Kennedy.  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams.  Ph.D..  Executive  Director, 

8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  KeeUne  Bldg.,  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker,  Jr.,  M.D.,  Secretary-Treasurer 
225  No.  Cotner  - E Bldg..  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley,  M.D  . President 
811  West  William  Avenue,  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco,  M.D.,  President 
8601  Dodge  Rd.,  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton,  PA,  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 

James  R.  Newland,  M.D.,  Secy.-Treas.,  Dept,  of  Pathology. 
University  of  Nebraska  College  of  Medicine. 

42nd  St  Dewey  Avenue,  Omaha  68105 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.D.,  Sec’y-Treas. 

601  No.  30th  St..  Omaha  68131 

Nebraska  Chapter  — American  College  of  Emergency  Physicians 
John  Gwin,  M.D.,  Secretary-Treasurer 
502  South  44th  Street,  Omaha  68105 
Nebraska  Chapter  — American  College  of  Radiology 
W.  Benton  Copple,  M.D.,  Secretary-Treasurer 
One  Country  Club  Medical  Plaz.a 
6801  No.  72nd  St..  Omaha  68122 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  Secretary-Treasurer 
8300  Dodge  St..  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

I).  W.  Edwards.  D.D.S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 


Nebraska  Dietetic  Association 

Ann  C.  Grandjean.  R.D..  M.S.,  President 
8401  West  Dodge  Road,  Room  101.  Omaha  68114 
Nebraska  Easter  Seal  Society 

David  E.  Evans.  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station. 

12177  Pacific  St.,  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road.  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown,  Executive  Director 
Box  30247,  3100  "O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuju-t  Mount.  Executive  Director 
Box  94833,  1335  “L”  St.  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks,  President 

Nebraska  Methodist  Hospital,  8303  Dodge  St,  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26.  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  <l<290.  90th  St  West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10,  Swanson  Professional  Center 
8601  W.  Dodge  Road.  Omaha  68114 
Nebraska  Public  Health  Association 

Ms.  Pamela  Specht,  Ph  D.,  President 
College  of  Business.  Creighton  University 
2500  California,  Omaha  68178 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D.,  F.A.C.P..  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr.,  42nd  St  Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher,  M.D.,  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland,  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  4600  Valley  Road,  Room  203,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M.D.,  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 

Nebraska  Society  of  Radiologic  Technologists 
A1  Robinson.  RT.  President 
Dept,  of  Radiology.  Great  Plains  Medical  Center 
601  West  Leota,  North  Platte  69101 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass.  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Norma  Parker,  CMA-AC,  President 
4002  No.  78th  St..  Omaha  68134 
Nebraska  Urological  Association 

Cecil  T.  Bromfield.  M.D.,  President 
4740  "A"  St..  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Bob  Garey.  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibcl,  Executive  Secretary 
540  Medical  Arts  Building.  Omaha  68102 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky.  Executive  Director 
1600  No.  56th  St.,  Lincoln  68504 
llniversity  of  Nebra.skn  Medical  Center 
Neal  A.  Vanselow.  M I)..  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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YOU’LL  GET  PROlVIPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 


YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Omaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service 
2022  Avenue  A 
Kearney,  Nebraska  68847 
(308)  237-7297 

Beltone  Hearing  Aid  Service 
2716  Cheyenne  Street 
Columbus,  Nebraska  68601 
(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
1004  West  5th  Street 
North  Platte,  Nebraska  69101 
(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  1 3th  Street 
Lincoln,  Nebraska  68508 
(402)  432-6265 


WORLD  LEAD€R  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


IN  NEBRASKA 


Diagnostic  Accuracy  in  Presenile  De- 
mentia — M.  A.  Ron  et  al  (Bethlem  and 
Maudsley  Hosp,  Denmark  Hill,  London, 
England)  Br  J Psychiatry  134:161-168  (Feb) 
1979. 

A follow-up  study  of  patients  diagnosed  as 
suffering  from  presenile  dementia  revealed  a 
high  incidence  of  erroneous  diagnoses.  Of  52 
patients  discharged  from  hospital  with  this 
diagnosis,  information  was  obtained  five  to  15 
years  later  on  51.  Eighteen  were  alive  and  the 
diagnosis  was  rejected  in  16  (31%). 


Anesthesiologists’  Training  and  Knowl- 
edge of  Basic  Life  Support  — A.  J. 

Schwartz  et  al  (Univ  of  Pennsylvania  School 
of  Medicine,  Philadelphia,  PA  19104)  An- 
esthesiology 50:191-194  (Mar)  1979. 

Anesthesiologists’  training  in  the  basic  life 
support  aspect  of  cardiopulmonary  resuscita- 
tion (CPR)  was  evaluated  by  an  anonymous 
mailed  questionnaire.  Scores  on  four  of  six 
questions  were  less  than  50%  correct.  Board 
certified  anesthesiologists  and  those  who  had 
either  read  American  Hospital  Association 
(AHA)  standards  or  had  taken  an  AHA  CPR 
course  scored  best. 


Current  Role  of  Alcohol  as  a Factor  in 
Civil  Aircraft  Accident  — L.  C.  Ryan 
(Federal  Aviation  Administration,  Washing- 
ton, DC  20591)  and  S.  R.  Mohler,  Aviat 
Space  Environ  Med  50:275-279  (Mar)  1979. 

Ethyl  alcohol  continues  as  a serious  adverse 
factor  in  general  aviation  flight  safety.  Accord- 
ing to  FAA  figures,  the  level  of  alcohol- 
associated  general  aviation  fatal  accidents  has 
remained  relatively  static  at  a 16%  general 
level  since  1969.  A recent  survey  of  the 
attitudes  of  pilots  toward  alcohol  and  flying 
reveals  a lack  of  appreciation  among  one  third 
of  the  pilots  concerning  the  adverse  effects  of 
alcohol  on  safe  flight  within  a time  period  that 
would  result  in  a 15  mg%  blood  alcohol  level  or 
higher,  A renewed  pilot  education  program  on 
alcohol  and  flight  safety  appears  indicated. 
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Tenuate’  ® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan" 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Oospan  are  Indicated  In  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anrf  related  drugs  may 
be  assoclateri  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  Intoxication  with  anorectic  drugs  include  severe  dermaioses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  . Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hvpo- 
tensive  effect  of  guanethidine.  The  least  amount  feasible  shoulrf  be 
prescribed  or  dispensed  al  onetime  in  order  tominimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  biood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  alter  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting.abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
lopoielic  System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia, Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increaserf  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg,  tablet  three  times  daily,  one  hour  before  meals, 
and  in  mIdevening  if  desired  to  overcome  night  hunger.  Tenuate 
Oospan  (diethylpropion  hydrochloride)  controlled-release;  One  75  mg 
tablet  daily,  swallowed  whole.  In  midmorning.  Tenuate  is  not  recom- 
mended for  use  In  children  under  12  years  of  age. 

OVERDOSAGE;  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness.  hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine*)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Meriell  Inc 
Cincinnati,  Ohio  45215.  USA 
Licensor  of  Merrell^ 

References:  f . Citations  available  on  request  - Medical  Research 
Department.  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2.  Hoekenga,  M T , 
O'Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Diefh 
yipropion  Hydrochloride  Internaiional  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs.  Florence,  Italy,  Jan  20-21, 1977 
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6-3921  (YS67A) 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  ttie  opposite  page. 


In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


complications  can  develop;^ 
Complicated  or  not... 


(diethylpropion  hydrocnloride  NF) 

75  mg.  controlled-release  tablets 


’Studies  have  show/n  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrell 


For  prescribing  information  see  opposite  page. 


Clinical  effectiveness. 


The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “..  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation. ”2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Ibnuate-it  makes  sense. 


600 mg  tablels 


Mohin 


Dunrore 


DOh 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHO  READS  PROGRESS  NOTES? 

I 

- F.C. 


yet  the  last  to  cast  the  old  aside  was  not  the 
worst  of  advice,  but  I am  really  talking  about 
enthusiasm.  Like  the  contents  of  our  materia 
medica,  overdoses  are  not  harmless. 

- F.C. 


This  has  got  to  be  the  shortest  editorial  in 
the  world. 


— F.C. 


ON  BREAKTHROUGHS,  TRIUMPHS, 
EARTHSHAKING  DISCOVERIES,  AND 
MAJOR  SCIENTIFIC  ACHIEVEMENTS 

In  my  still  unfinished  medical  career,  I have 
vicariously  attended  the  birth  of  more  than  a 
few  earthshaking  discoveries  that  do  not  now 
shake  the  earth,  breakthroughs  that  have 
stopped  breaking,  and  major  scientific 
achievements  that  have  become  minor.  I wish 
authors  and  reporters  would  frame  these 
words  on  a wall  and  rigorously  avoid  using 
them,  and  strike  them  out  whenever  they  can. 

I am  thinking  of  so  many  operations  that 
were  done  for  coronary  artery  insufficiency 
that  are  not  done  now.  I am  remembering  all 
those  oral  antidiabetic  agents  that  may  not  be 
antidiabetic.  I recall  chymopapain  injection  of 
intervertebral  disks.  And  more,  many  more. 

In  chemonucleolysis,  it  was  reported  that 
there  was  no  significant  difference  between 
patients  injected  with  chymopapain  and  others 
injected  with  the  carrier  solution  alone;  but  of 
course  this  will  not  seem  important  to  the 
patient  who  has  been  cured  after  chymopapain 
treatment. 

I remember  lobotomy,  artificial  fever,  and  of 
course  vagotomy. 

Where  are  they  now?  Some  innovations 
have  given  way  to  better  things,  but  some  were 
not  the  marvels  they  were  too  soon  held  out  to 
be. 

Be  not  the  first  by  whom  the  new  is  tried,  nor 


BY  THE  TELEPHONE 

When  you  dial  a doctor’s  telephone  number, 
you  may  be  answered  by  the  doctor,  by 
somebody  in  his  office,  or  by  an  answering 
service.  This  is  as  it  should  be;  you  are 
answered,  and  help  may  be  on  the  way.  But  I 
think  you  should  know  who  is  answering  you.  I 
believe  it  is  better  if  the  answering  service 
does  not  lead  you  to  believe  that  you  are 
connected  with  someone  in  the  doctor’s  office 
when  you  are  really  talking  to  a girl  at  a 
switchboard  far  away.  I wish  the  answering 
service  girl  would  tell  you  that  she  is  the 
answering  service  for  your  doctor,  and  not  say 
it  is  the  doctor’s  office. 

There  are  good  reasons  for  this.  If  the  girl  at 
the  answering  service  telephone  suggests  that 
you  are  connected  with  the  doctor’s  office, 
when  you  are  not,  truth  seems  to  have  flown 
out  of  the  window.  I cannot  think  how  this 
pretense  can  possibly  do  the  doctor  any  good; 
honesty  would  serve  him  better.  And  if  you 
need  a doctor  right  away,  and  answering 
service  says  he  is  not  in  his  office,  you  may 
decide  to  call  someone  else. 

The  answering  service  is  good  for  patient 
and  doctor,  and  it  can  be  even  better. 

— F.C. 

WHAT  HAPPENS  WHEN  YOU 
LIE  DOWN? 

Parts  of  us  are  hard  and  parts  are  soft;  and 
when  we  lie  down,  things  change;  that  is, 
relations  between  different  segments  of  our 
bodies  are  not  what  they  were  when  we  were 
standing.  Our  bones  may  not  move  much, 
excepting  that  we  may  bend  our  elbows  and 
knees,  but  our  innards  can  stir  about  and 
produce  symptoms  or  do  away  with  them. 

It  was  once  taught  that  we  should  lie  on  the 
right  side  in  bed,  and  I have  found  that  I felt 
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better,  or  worse,  but  different,  when  I changed 
to  my  left  side.  Your  stomach  will  move  with 
gravity  (that’s  a pun,  of  course),  and  other 
parts  of  the  alimentary  tract  may  find  new 
positions.  The  liver  is  pretty  well  fixed,  I think, 
but  I am  not  sure  about  my  spleen. 

Muscles  relax,  I am  sure,  and  so  do  fingers 
and  bladder  and  parts  of  the  digestive  tract. 
But  is  the  right  side  better  for  sleep  than  the 
left?  I do  not  sleep  on  my  stomach  or  on  my 
back,  and  I suppose  I turn  from  side  to  side 
without  volition  during  the  night. 

Anyway,  I think  things  slide  around  inside  of 
us  when  we  lie  down,  and  especially  when  we 
are  asleep.  Of  course,  we  can’t  sleep  standing 
up,  although  a French  king  did,  sandwiched 
between  two  boards,  until  he  got  to  a good 
doctor,  who  cured  him  of  I forget  what. 

I have  heard  of  floating  kidneys  and  ribs,  so 
these  things  may  slip  away  from  where  they  are 
when  the  sun  is  shining,  and  assume  their 
nightly  locations.  What  I am  saying  is  that  our 


insides  are  not  the  same  when  we  are  lying 
down,  and  especially  when  we  sleep,  as  when 
we  are  standing,  and  I wonder  if  the  anatomy 
books  know  this. 

— F.C. 


A GOOD  NIGHT’S  SLEEP 

A nameless  editor  with  a hurting  foot  did  not 
go  into  traction  on  retiring,  because  of 
occasional  nocturia,  and  he  felt  better  after  a 
good  night’s  sleep.  But  if  traction  had  been 
used,  or  aspirin,  how  easy  it  would  have  been 
to  attribute  the  improvement  to  treatment. 

Of  course,  rest  is  treatment,  too,  but  you  see 
what  I mean.  I do  not  mean  that  we  should  not 
treat,  but  only  that  we  ought  to  subtract  the 
nice  effect  of  a good  night’s  sleep  from  the 
improvement  we  feel  in  the  morning,  if  we  are 
to  arrive  at  the  beneficial  effect  of  treatment. 


Sleep  knits  up  the  sleeve  of  care,  too,  you 
know. 


— F.C. 
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Complications  and  Results  of 
Transbronchoscopic  Lung  Biopsy 


The  prospect  of  obtaining  par- 
enchymal lung  tissue  via  the 
bronchoscope  was  introduced 
at  the  Mayo  Clinic  in  1965  by  Anderson  and 
his  colleagues.'  Using  flexible  forceps  in- 
serted through  a rigid  bronchoscope  they 
were  able  to  obtain  diagnostically  useful  lung 
tissue  from  the  lower  lobes  of  the  lungs. 
Utilizing  the  flexible  fiberoptic  bronchoscope, 
pulmonary  parenchymal  tissue  can  now  be 
obtained  from  any  location  of  the  lung.  This 
paper  reports  the  results  of  transbroncho- 
scopic lung  biopsies  performed  in  a series  of 
patients  previously  reported  in  this  Journal. ^ 

Materials  and  Methods 
The  general  procedures  used  in  this  study 
have  previously  been  summarized.^ 

Transbronchoscopic  lung  biopsies  were 
performed  by  wedging  the  bronchoscope 
in  the  appropriate  segmental  bronchus.  The 
biopsy  forceps  were  withdrawn  through  the 
bronchoscope  to  obtain  the  biopsy  specimen. 
This  procedure  allowed  application  of  con- 
tinuous suction  and  saline  irrigation  directly 
into  the  biopsy  site  in  order  to  control  any 
bleeding  that  might  occur.  In  many  instances 
where  major  bleeding  was  a concern,  pre- 
biopsy epinephrine  in  a dilution  of  1:20,000 
was  instilled  to  accomplish  local  hypoper- 
fusion. 

In  patients  with  immunosuppressed  pneu- 
monias, immediate  processing  was  accomp- 
lished via  an  ultraprocessor  which  allows 
biopsy  specimens  to  be  interpreted  within  6 
hours  of  the  procedure. 

Patients  in  whom  lung  biopsies  were 
performed  were  routinely  kept  in  the  hos- 
pital for  overnight  observation. 

Results 

Transbronchoscopic  lung  biopsy  was  per- 
formed in  76  patients.  Diagnostic  tissue  was 
obtained  in  45  cases.  The  biopsies  were 
helpful  in  15  additional  cases,  and  non- 


LOUIS  W.  BURGHER,  M.D.,  Ph.D. 
Medical  Director 
Respiratory  Therapy  Services 
Bishop  Clarkson  Memorial  Hospital 
Omaha,  Nebraska  68105 


diagnostic  results  or  insufficient  tissue  were 
obtained  in  16  cases,  giving  a diagnostic  yield 
of  79% . These  results  are  summarized  in 
Table  I. 

TABLE  I 

Results  of  transbronchoscopic  lung  biopsy 


Pulmonary  fibrosis 23 

(Includes  “usual  pneumonitis- fibrosis,” 
hypersensitivity  pneumonitis,  radiation 
and  drug-induced  pneumonitis- fibrosis) 

Histoplasmosis  1 

Carcinoma  5 

Silicosis 1 

Sarcoidosis : 7 

Opportunistic  pneumonia  4 

Miscellaneous  5 


Complications  of  Transbronchoscopic 
Lung  Biopsies 

1.  Bleeding  was  classified  as  minimal  (less 
than  50  ml)  moderate  (50-100  ml),  and  severe 
(greater  than  200  ml).  Significant  bleeding  is 
represented  by  the  latter  two  categories  and 
occurred  in  15  patients  (19.7%  ). 

2.  Pneumothorax  was  classified  as  minimal 
(a  small  pneumothorax  not  requiring  chest 
(tube)  occurring  in  5 patients  (6.6%  ),  while 
significant  pneumothorax  requiring  a chest 
tube  occurred  in  3 cases  (3.9% ) for  a 
combined  total  of  8 patients  (10.5%  ). 

3.  One  patient  died  immediately  post- 
biopsy representing  1.3%  mortality. 

These  complications  showed  no  correlation 
with  either  the  preoperative  arterial  blood 
gas  analysis  or  clotting  factors  although 
death  did  occur  in  a patient  with  only  10,000 
platelets. 
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Discussion 

A diagnostic  yield  of  80%  with  trans- 
bronchoscopic  lung  biopsy  is  in  concert  with 
the  findings  of  others. It  is  my  feeling 
that  most  patients  with  pulmonary  lesions 
should  be  biopsied  via  the  bronchoscope 
initially  and  in  the  absence  of  useful  informa- 
tion immediate  thoracotomy  should  be  con- 
sidered. Such  an  approach  when  used  in  a 
sequential  staging  process  for  carcinoma  of 
the  lung  will  forego  the  need  for  thoraco- 
tomy in  up  to  45%  of  cases. 

The  analysis  used  in  this  paper  attempted 
to  identify  all  cases  of  bleeding  as  to  the 
severity.  Previous  reports  dealing  with  the 
complications  of  transbronchoscopic  lung 
biopsy  have  seldom  attempted  to  quantitate 
the  degree  of  bleeding,  however  those  which 
have  suggest  a similar  experience.^® 

The  incidence  of  significant  pneumothorax 
requiring  a chest  tube  (4% ) is  somewhat 
smaller  than  reported  by  others,  and 
emphasizes  the  benefit  of  this  procedure 
in  patients  considered  too  ill  for  an  open 


biopsy.  (Immunosuppressed  patients  were 
not  analyzed  as  a subgroup,  but  constituted 
a large  proportion  of  these  patients.)  The 
patient  who  died  in  this  series  was  post- 
kidney transplant  suffering  from  congestive 
failure  and  was  immunosuppressed  with  a 
very  low  platelet  count.  He  suffered 
from  a pneumonia  which  was  not  respond- 
ing to  therapy,  and  like  many  other 
reported  cases  of  death  resulting  from 
transbronchoscopic  lung  biopsy,  he  was 
uremic.®  As  noted  by  others,  it  would  appear 
that  uremia  is  a relative  contraindication  to 
this  procedure,  whereas  thrombocytopenia  is 
of  less  concern.® 

The  utilization  of  this  technique  has  en- 
hanced the  evaluation  of  patients  with 
diffuse  pulmonary  lesions.  Equivocation  over 
open  biopsies  is  no  longer  necessary  and  the 
safety  factor  should  permit  wider  application 
of  the  technique. 

References  may  be  obtained  from  the 
author. 
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CEA:  A Guide  For  The  Clinician 


SINCE  carcinoembryonic  antigen 
(CEA)  was  first  described  by 
Gold  and  Freedman  in  1965, 
tumor  markers,  though  intriguing  to  the 
clinician,  have  been  poorly  understood.  The 
concept  of  tumor  markers,  long  a research 
tool,  became  a clinical  reality  in  the  early 
1970’s  with  the  widespread  application  of 
CEA.  CEA  determinations  may  provide  the 
clinician  with  information  concerning  cancer 
behavior  and  treatment  patterns  to  ulti- 
mately extend  the  quality  and  duration  of 
the  cancer  patient’s  life-span.  The  following 
questions  are  more  frequently  asked  on  the 
subject  of  CEA. 

1.  Is  CEA  specific  for  colon  cancer? 

No.  CEA  elevations  have  been  demon- 
strated in  many  tumor  systems  including 
colonic,  gastric,  pancreatic,  breast,  lung,  and 
gynecologic  malignancies.  Nonseminomatous 
testicular  neoplasms  may  be  associated  with 
the  highest  incidence  of  CEA  elevations. 

2.  Is  an  elevated  CEA  synonymous  with 
malignancy? 

No.  CEA  elevations  have  been  present  in 
many  benign  conditions  including  inflam- 
matory processes,  the  most  common  associa- 
tion being  with  cigarette  smoking.  In  pa- 
tients with  a strong  smoking  history,  a more 
realistic  normal  value  of  less  than  5.0  ng/ml 
should  be  used  rather  than  the  accepted 
normal  value  of  less  than  2.5  ng/ml. 

3.  Does  CEA  provide  a screening  test  for 
malignancy,  especially  colorectal  cancer? 
No.  CEA  is  nonspecific  and  may  be 
elevated  in  inflammatory  colonic  diseases 
such  as  colitis  or  diverticulitis.  CEA  values 
in  excess  of  10  ng/ml  are,  however,  strongly 
indicative  of  malignancy.  When  specificity  is 
considered,  even  with  an  established  colonic 
malignancy,  20%  of  patients  fail  to  demon- 
strate an  elevated  CEA.  In  patients  with 
early  lesions,  CEA  determinations  are  in- 
frequently elevated  and,  as  a cost  effective 
method,  are  not  a reasonable  choice.  As  an 
aside,  the  routine  use  of  the  stool  guiac  has 
demonstrated  its  reliability  as  a screening 
measure. 
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4.  Do  anatomic  or  histologic  factors  affect 
CEA  elevations  in  colon  cancer? 

Yes.  CEA  elevations  are  most  consistent 
with  more  differentiated  tumors.  Right  colon 
or  rectal  lesions  are  less  associated  with 
CEA  elevations.  The  CEA  value  would 
appear  to  be  directly  associated  with  the 
extent  or  stage  of  the  primary  tumor. 
Unfortunately,  in  early  cancer  where  our 
diagnostic  tools  are  least  helpful,  CEA  values 
remain  in  the  normal  range. 

5.  Is  CEA  of  any  progjnostic  value? 

Yes.  In  colon  cancer,  an  elevated  pre- 
operative CEA  level  suggests  advanced  di- 
sease and  is  often  associated  with  a sig- 
nificant risk  of  later  recurrent  disease. 
Patients  with  preoperative  values  less  than 
2.5  ng/ml  have  a much  lower  recurrence 
rate.  Some  studies  indicate  the  CEA  values 
may  have  more  prognostic  value  than  Duke’s 
staging. 

6.  What  constitutes  a significant  rise  in 
CEA  levels? 

This  remains  currently  undefined.  The 
majority  of  the  population  has  a normal 
value  less  than  2.5  ng/ml.  However,  each 
patient  most  probably  has  a baseline  value 
which  is  specific.  As  an  aid,  normograms  of 
CEA  values  with  ranges  for  acceptable 
deviations  have  been  developed. 

7.  What  is  the  major  clinical  role  of  CEA 
today? 

CEA  values  may  provide  the  clinician  with 
a unique  indicator  for  the  followup  of 
patients  with  a proven  neoplasm.  Patients 
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undergoing  palliative  treatment  who  demon- 
strate a significant  decrease  in  pre-therapy 
CEA  values  are  usually  in  an  objective 
clinical  remission.  In  colorectal  cancer  fol- 
lowing a curative  resection,  a rising  CEA 
level  after  an  initial  normal  postsurgical 
determination  is  highly  indicative  of  recur- 
rent disease.  In  fact,  CEA  elevations  may 
precede  clinical  signs  or  symptoms  or  recur- 
rence by  three  to  four  months.  When  CEA 
levels  fail  to  return  to  normal  post  resection, 
consideration  must  be  given  to  the  presence 
of  metastatic  or  incompletely  removed 
disease. 

Patients  with  nonseminomatous  testicular 
cancer  who  continue  to  manifest  an  elevated 
CEA  level  postorchiectomy  warrant  serious 
consideration  of  retroperitoneal  nodal  in- 
volvement. This  remains  valid  even  in  the 
presence  of  a negative  metastatic  workup 
including  lymphangiography,  and  such  pa- 
tients should  be  considered  for  a retro- 
peritoneal exploration  and  possible  node 
dissection. 

8.  Can  CEA  determinations  in  some  way 
alter  a patient’s  outcome  and  increase 
survival? 

No  good  answer  is  available  to  this 
question.  An  elevated  CEA  value  may 
indicate  the  presence  of  recurrent  disease. 
Several  tumor  systems  which  are  highly 
manipulative  to  chemotherapy  (e.g.,  non- 
seminomatous testicular  neoplasm),  when 
treated  on  the  basis  of  CEA  elevations,  are 
associated  with  a prolongation  of  life. 

The  answer  for  the  colorectal  cancer 
system  is  not  yet  available.  This  system  is 
only  marginally  treated  with  chemotherapy. 


It  has  been  speculated  that  almost  50%  of 
patients  demonstrating  a rising  CEA  value 
may  manifest  local  recurrent  disease.  Hence, 
these  values  may  be  helpful  in  assessing  the 
need  for  a second-look  procedure. 

9.  How  often  should  a level  be  obtained  in 
colonic  cancer? 

Advanced  colonic  lesions  (nodal/serosal 
involvement)  are  monitored  every  two 
months  over  the  first  three  years  during 
which  period  most  recurrences  develop. 
Patients  demonstrating  an  elevated  CEA 
determination  on  two  consecutive  studies 
(repeated  within  2 to  4 weeks)  necessitate 
restaging.  If  no  nonresectable  disease  is 
found,  the  patient  should  be  considered  a 
candidate  for  a second-look  procedure.  Pre- 
liminary reports  as  to  the  efficacy  of  this 
approach  have  varied,  though,  this  may  allow 
patients  with  early  recurrences  to  be  con- 
verted to  a disease-free  state.  Persistently 
elevated  CEA  levels  may  allow  earlier 
detection  of  recurrences  and,  thereby,  make 
the  second  look  more  valuable. 

SUMMARY 

The  carcinoembryonic  antigen  is  one  of 
many  tools  in  our  armamentarium  against 
cancer.  With  further  clinical  study,  the 
usefulness  and  precision  of  the  tumor  marker 
will  be  better  defined.  Its  place  in  clinical 
medicine  has  been  established,  but  the  exact 
boundaries  of  its  cliniced  application  await 
future  study.  It  is  no  substitute  for  sound 
clinical  judgment.  It  is  a valuable  adjunct.  In- 
determinate CEA  levels  should  not  lead  the 
clinician  to  believe  that  recurrence  does  not 
exist. 
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Federal  Dollars  for 
Obstetrical  Care  in  Nebraska 


Reference  to  expense  wui 
rarely  be  found  in  the  ob- 
stetrical textbooks,  even 
though  it  is  a common  problem.  For  some 
women,  it  may  be  a serious  enough  complica- 
tion to  affect  the  well-being  of  the  mother 
and/or  fetus.  The  average  costs  of  prenatal 
care  may  range  from  $200  to  $500  for  the 
normal  pregnancy.  Inpatient  expenses  may 
add  $800  to  $2000  to  the  bill.  If  medical 
complications  arise  in  the  mother,  fetus,  or 
neonate,  higher  costs  are  incurred.  These 
financial  concerns  can  be  a source  of  stress 
and  anxiety,  and  may  cause  the  mother  to 
delay  or  neglect  medical  attention.  Such 
negligence  may  do  irreparable  damage  to  the 
unborn  infant.  Additionally,  when  mother 
takes  baby  home,  she  must  be  able  to 
provide  proper  care  for  the  infant,  and  this 
ailso  requires  money.  Therefore,  early  in  the 
patient-physician  relationship,  financial  prob- 
lems should  be  explored.* 

The  mother  or  couple  may  or  may  not 
have  adequate  funds  to  cover  the  normally 
incurred  expenses  of  pregnancy.  Often,  third- 
party  coverage  is  inadequate.  They  may  or 
may  not  be  aware  of  programs  that  can  help. 
Prenatal  planning  should  attempt  to  alleviate 
concerns  and  aid  the  patient  in  planning  for 
the  expenses  of  pregnancy.  When  necessary, 
discrete  referrals  to  government  agencies  or 
social  services  should  be  made  early  in  the 
pregnancy. 

Contact  with  the  Welfare  Information 
Office  indicates  that  federally  sponsored 
financied  assistance  to  pregnant  women  is 
granted  through  Medicaid  or  Aid  to  Depen- 
dent Children  (ADC)  Program.  Recipients  of 
these  funds  have  met  the  requirements  of 
certain  government-defined  poverty  guide- 
lines. For  example,  a woman  with  her  first 
pregnancy  is  eligible  for  Medicaid  if  the  total 
monthly  income  does  not  exceed  $230,  or  if 
there  is  not  more  than  $2,500  in  available 
monetary  resources.  She  may  be  eligible  for 
assistance  with  a higher  monthly  income  if 
the  mother  requires  medical  attention  over 
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and  above  the  usual  course.  To  be  eligible  for 
ADC,  the  mother,  or  couple  must  meet  the 
same  income  and  resource  requirements,  but 
in  addition,  the  father  or  husband  of  the 
household  must  be  absent,  incapacitated,  or 
chronically  unemployed.  A pregnant  patient 
who  is  a minor  (less  than  19  years  old)  may 
not  be  directly  supported  through  either  of 
these  programs  unless  she  is  married.  If  she 
is  single,  her  parents  may  apply  for  ADC 
funds  as  the  payees  of  the  patient,  but 
assistance  will  be  granted  only  for  infant 
expenses.  Patients  in  the  ADC  Program 
have  full  medical  coverage  while  on  the 
program,  and  may  have  coverage  for  medical 
bills  incurred  up  to  90  days  before  being 
accepted  into  the  program.  Since  the  applica- 
tion-acceptance process  takes  about  four 
weeks,  it  would  be  advantageous  for  the 
mother  to  file  a claim  even  five  weeks  before 
the  expected  date  of  delivery,  to  cover  labor 
and  delivery  costs.  Medicaid  clients  may 
choose  any  physician  and/or  medical  clinic 
they  desire  to  provide  their  care. 

Presently,  about  20  percent  of  the  women 
seen  in  the  UNMC  maternity  clinic  are 
Medicaid  clients.  The  remaining  80  percent 
of  the  mothers  seen  in  maternity  clinics  at 
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UNMC  are  low-income,  have  no  insurance,  or 
for  various  reasons  are  ineligible  for  public 
financial  assistance.  These  patients  who  meet 
poverty  guidelines  are  eligible  to  receive 
financial  assistance  through  the  Maternal  and 
Infant  Care  Project  (M&I). 

The  M&I  Care  Project  was  initiated  in 
Omaha  twelve  years  ago.  Its  purpose  was  to 
supply  comprehensive  health  and  medical 
care  to  garvidas  and  infants.  The  hope  was 
to  reduce  mental  retardation  and  other 
high-risk  conditions  caused  by  complications 
associated  with  childbearing  and  to  reduce 
infant  and  maternal  mortality.  There  are  56 
projects  throughout  the  nation,  each  sup- 
ported by  federal  funds  augmented  by  funds 
from  the  respective  grantees.  The  Nebraska 
M&I  Project’s  total  budget  approaches  one 
million  dollars  annually,  of  which  $350,000  is 
contributed  by  the  federal  government.  Al- 
though the  budget  has  not  changed  in  four 
years,  the  client  load  has  increased  approxi- 
mately 50  percent  in  the  same  period  of 
time.  In  addition  to  the  UNMC  OB/GYN 
clinics,  M&I  patients  are  seen  at  four  Omaha 
satellite  clinics:  Clark  Street,  North  Omaha 
Community  Plaza  Health  Center,  South 
Omaha  Neighborhood  Association  (SONA), 
and  Booth  Residential  Home  Facility. 

There  are  five  classifications  under  which 
a patient  may  be  found  to  be  eligible  for 
Project  participation:  1)  Single  pregnant 

women,  regardless  of  address:  2)  Pregnant 
women  living  within  the  designated  Douglas 
County  Census  tracts;  3)  Pregnant  women 
living  outside  the  census  tracts  and  who 
have  received  special  authorization  from  the 
M&I  Project  Director;  4)  Designated  infants 
living  within  the  census  tracts;  and  5)  In- 
fants living  outside  the  specified  census 
tracts  and  who  have  special  authorization 
from  the  Project  Director.  Special  authoriza- 
tion requires  the  presence  of  increased  social 
or  medical  risk  factors.  Once  accepted  into 
the  M&I  Project,  the  patient  is  given  a 
financial  subclassification  according  to  the 
Community  Service  Administration  (CSA) 
guidelines  based  upon  the  gross  monthly 
family  income  and  the  number  of  family 
members.  The  subclass  into  which  the  pa- 
tient falls  will  determine  what  percentage  of 
her  outpatient  pregnancy  costs  will  be  paid 
for  by  the  Project.  There  are  five  subclas.ses. 


The  first,  O,  or  Hill-Burton,  class  covers 
100%  of  the  mother’s  and  infant’s  outpatient 
bills,  and  is  subsidized  through  a hospital 
construction  fund  write-off.  The  remaining 
classes  are  M&I  subsidized  and  may  cover 
from  zero  to  100%  of  the  patient’s  outpatient 
bills,  depending  on  financial  need. 

All  M&I  Project  participants  are  enrolled 
in  the  entire  M&I  Care  Program,  which 
involves  a multidisciplinary  approach  with 
emphasis  on  preventive  medicine.  Prenatally, 
the  mother  is  seen  in  the  Prenatal  OB  Clinic 
on  an  average  of  nine  times.  During  the  first 
visit,  she  is  seen  by  a physician,  an  M&I 
social  worker,  a nutritionist,  and  a public 
health  nurse.  Her  medical  management  in- 
cludes physical  assessment,  laboratory  tests, 
medication  provisions,  consultations,  special- 
ty clinics  for  high-risk  patients,  and  special 
diagnostic  procedures.  A dental  examination 
is  offered  whenever  deemed  necessary.  Edu- 
cation and  counseling  sessions  are  conducted 
on  an  individual  basis  in  small  groups  or  in 
classes.  Topics  presented  cover  nutrition, 
pregnancy  concerns,  methods  of  childbirth, 
parenting  skills,  management  of  medical 
problems,  individual  and  family  problems, 
and  family  planning. 

M&I  Project  mothers  and  infants  are 
followed  postpartum,  often  for  12  months,  if 
they  are  deemed  socially  or  medically  at  high 
risk.  Again,  the  patients  are  followed  by  a 
physician,  social  worker,  nutritionist,  and  a 
public  health  nurse.  Emphasis  during  the 
postpartum  visits  is  placed  on  growth, 
development,  and  care  of  the  infant.  During 
this  time,  community  supports  and  other 
agency  resources  are  identified  for  the 
mother  and  child  to  insure  continued  support 
when  they  leave  the  Project.  The  cost  of  the 
entire  program  for  the  full-paying  participant 
averages  $610.  Subsidized  M&I  participants 
pay  from  zero  to  $64  for  prenatal  care  only, 
depending  on  their  ability  to  pay. 

Inpatient  costs  are  not  directly  covered  by 
M&I  Project  funds.  Such  costs  include 
prenatal  complications  requiring  hospitaliza- 
tion, labor,  delivery,  and  the  first  few 
postpartum  days.  For  admissions  due  to 
pregnancy  complications,  the  social  worker 
attempts  to  utilize  all  available  financial 
resources.  Efforts  are  also  made  to  place  the 
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patient  on  ADC,  since  this  is  retroactive  up 
to  90  days.  For  labor,  delivery,  and  the  first 
five  postpartum  days  in  the  hospital,  UNMC 
offers  a financial  plan  to  patients  without 
third-party  coverage.  For  those  patients  with 
insufficient  funds  for  the  financial  plan,  the 
UNMC  Hospital  will  make  arrangements  for 
bank  financing.  The  cost  of  labor,  delivery, 
and  five  days  of  hospitalization  may  vary 
from  $1,000  to  $2,000. 

There  are  approximately  900  M&I  clinic 
encounters  in  Omaha  each  month.  About  a 
third  of  M&I  patients’  first  clinic  visit  is  in 
the  first  trimester  of  pregnancy,  half  in  the 
second  trimester  and  one  sixth  in  the  last 
trimester.  About  one  half  of  these  3rd- 
trimester  patients  denied  their  pregnancy 
until  late  in  its  course  and  the  other  half 
delayed  seeking  medical  attention,  usually 
because  of  financial  considerations.  In  1977, 
over  half  of  the  women  accepted  into  the 
Project  were  less  than  20  years  old.  The 
youngest  was  11  and  the  oldest  was  47. 
Thirty-five  percent  were  still  in  high  school 
and  40  percent  of  the  total  had  a high  school 
education.  Sixty-three  percent  were  white 
and  32  percent  were  black.  With  respect  to 
the  financial  subclassifications,  49  percent  fell 
into  the  M&I  no  charge  subclass,  and  33.6 
percent  into  the  partial-pay  subclassifica- 
tions, and  17.4  percent  received  welfare 
benefits.  For  some  women,  financial  as- 
sistance may  be  available  through  a com- 
munity adoption  agency. 

Future  trends  in  financial  assistance  pro- 
grams for  pregnant  women  and  their  infants 
to-be  will  hinge  largely  upon  decisions  to  be 
made  in  Congress  about  the  existence  and 
extent  of  a national  health  insurance  pro- 
gram. There  is  speculation  that  the  sub- 
stance of  such  a program  will  consist  largely 
of  projects  such  as  Maternal  and  Infant  Care 
and  Children  and  Youth  Services  which  are 
based  upon  the  concept  of  preventive  medi- 
cine. At  the  present  time,  there  are  no 
imminent  changes  anticipated  in  the  M&I 


Project  budget  or  in  the  administration  of 
the  ADC  Program. 

A special  situation  exists  for  the  subgroup 
of  gravidas  who  are  adolescents.  Teen-age 
pregnancies  have  caught  the  eye  of  the 
nation’s  legislators  because  of  the  well- 
publicized  current  trend  of  increased  adoles- 
cent sex  and  pregnancy.  National  statistics ^ 
indicate  that  one  tenth  of  the  women  in  the 
United  States  become  mothers  before  they 
graduate  from  high  school.  This  number  does 
not  include  those  who  undergo  abortions. 
Only  one  seventh  of  sexually  active  teen- 
agers use  contraception,  and  80  percent  of 
premarital  pregnancies  are  unwanted.  Four 
fifths  of  teenage  gravidas  are  single,  and 
only  nine  percent  choose  to  marry  during  or 
soon  after  a pregnancy.  Divorce  rates  are 
three  to  four  times  higher  for  teenagers  than 
for  older  married  couples.  Of  all  adolescent 
gravidas  at  the  present  time,  only  seven  to 
ten  percent  choose  to  relinquish  their  babies. 
The  great  majority  of  pregnant  adolescents 
have  few,  if  any,  financial  resources  with 
which  to  pay  for  pregnancy  cost  and  infant 
care.  Furthermore,  since  they  are  minors 
and  most  are  single,  they  are  ineligible  for 
pregnancy  subsidies  through  the  ADC  Pro- 
gram. Finally,  it  has  been  shown  that 
teenage  pregnancy  profoundly  affects  the 
future  earning-power  of  the  mother,  due 
mainly  to  interrupted  or  neglected  education. 
Presently,  a 60  million  dollar  adolescent 
pregnancy  assistance  program  is  being  sent 
through  the  legislative  mill  in  Washington 
D.C.  Although  the  funds  will  probably  be 
used  for  contraceptive  purposes  only,  it  will 
help  fill  a large  gap  in  the  assistance 
programs  to  teenage  gravidas  in  the  United 
States. 
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Spurious  ST  Segment  Abnormalities 
Caused  by  Atrial  Repolarization 


Presented  at  the  Regional  meeting  of  the 
American  College  of  Physicians, 

Lincoln,  March  1978 

Analysis  of  the  ST  segment  is 
an  important  part  of  the  inter- 
L pretation  of  the  electrocardio- 
gram. Deviations  are  nearly  always  con- 
sidered abnormal  since  they  may  represent 
the  effects  of  ischemia  or  injury.  However,  it 
is  known  that  ST  segment  deviations  can 
occur  in  the  normal  individual  (e.g.:  the  early 
repolarization  syndrome). i ^ It  is  important 
that  they  be  appropriately  identified  to 
prevent  an  incorrect  diagnosis  and  to  remove 
concern  about  possible  heart  disease  in  a 
normal  person.  The  observation  of  spurious 
ST  segment  elevation  in  young  asymptomatic 
adults  in  association  with  an  ectopic  atrial 
focus  has  led  us  to  evaluate  atrial  events  as  a 
possible  contribution  to  the  ST  segment. 


JAMES  F.  EMERY,  M.D. 

WILLIAM  P.  NELSON,  M.D. 

HELEN  STARKE,  M.D. 

ALAN  D.  FORKER,  M.D. 

From  the  Division  of  Cardiovascular  Medicine, 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 


Atrial  depolarization  and  repolarization  are 
similar  to  ventricular  electrical  events  in 
many  ways.  As  the  repolarization  of  the 
ventricle  is  represented  by  the  T wave, 
atrial  re  polarization  is  represented  by  an 
atrial  T or  Tp  wave.  The  Tp  wave  is  seldom 
seen  on  the  electrocardiogram  because  it 
occurs  during  ventricular  depolarization  and 
is  lost  in  the  larger  QRS  complex  (Fig  1). 
The  Tp  wave  can  be  seen  on  the  EKG  under 


Figure  1 

[Top]  Schematic  diagram  representing  the  relationship  of  the  P wave  and 
the  Tp  wave.  [Bottom]  Schematic  representation  of  the  P vave,  QRS,  and 
usual  “hidden”  position  of  the  Tp  wave. 
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some  circumstances  such  as  AV  dissociation 
(Fig  2)  or  with  prolonged  PR  intervals  which 
allow  separation  of  this  event  from  the  QRS 
complex.  The  interval  between  the  P and  Tp 
wave  (the  P-Tp  interval)  varies,  as  does  the 
QT  interval,  with  age,  heart  rate,  injury 
(atrial),  central  nervous  system  and  meta- 
bolic disorders.^  ''  ® In  contrast,  although  the 
ventricular  T wave  vector  is  in  a similar 
direction  to  the  QRS  complex,  the  Tp  vector 
is  directed  in  an  opposite  direction  to  the  P 
wave. 


Low  Atrial  Rhythm  is  common  in  normal 
young  individuals  as  an  escape  rhythm 
during  periods  of  sinus  bradycardia.  In 
several  such  young  asymptomatic  individuals 
in  low  atrial  rhythm,  we  observed  ST 
segment  elevation.  However,  during  sinus 
rhythm,  no  ST  elevation  was  present  (Fig 
3,4).  Furthermore,  periods  of  transition  were 
found  in  which,  as  the  patient  changed  from 
sinus  rhythm  to  low  atrial  rhythm,  the  ST 
segment  became  elevated. 

Whether  low  atrial  rhythm  represents  a 
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Figure  2 

MCLi  Rhythm  strip  of  a patient  with  complete  A-V  block  allowing  separation  of  atrial 
events  from  ventricular  events.  Atrial  repolarization  events  are  labeled  Tp  and  noted  by  the 
arrow. 
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Figure  3 

Lead  II  rhythm  strip  of  a young  asymptomatic  female.  With  sinus  slowing  a “low  atrial 
focus”  appears.  Note  the  simultaneous  elevation  of  the  ST  segment  with  the  change  in  atrial 
focus. 


Figure  4 

Lead  II  continuous  rhythm  strip  with  an  episode  of  “low  atrial  rhythm.”  Note  ST 
segment  elevation  with  a change  in  rhythm. 
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secondary  focus  situated  low  in  the  atrium, 
or  is  actually  an  A-V  junctional  rhythm  with 
retrograde  conduction,  two  things  are  ap- 
parent: 1)  atrial  and  ventricular  activation 
often  occur  closer  together,  shortening  the 
PR  inter ved;  2)  the  atria  are  activated  in  a 
retrograde  manner,  changing  the  sequence  of 
atrial  activation  and  thus  causing  the  re- 


versal of  the  Tp  vector.  The  result  is  an 
inverted  P wave  and  an  upright  Tp  wave  in 
the  inferior  leads.  (Fig  5) 

The  first  of  these  two  cheuiges  would  tend 
to  move  the  Tp  wave  into  the  electrically 
quiet  ST  segment  where  it  might  be  evident. 
The  second  change  could  cause  elevation  of 


P 
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Figure  5 

(Top]  Schematic  representation  of  the  inverted  “P”  wave  of  “low  atrial 
rhythm”  and  the  relationship  to  the  upright  Tp  wave.  [Bottom]  Schematic 
representation  of  the  inverted  P wave  and  upright  Tp  wave  with  elevation  of 
the  ST  segment. 


70  YR.  OLD  MAN 

ECG  DURING  EPISODE  OF  ANGINA 


Figure  6 

During  an  episode  of  angina  pectoris,  this  patient  developed  a “low  atrial  rhythm”  with 
a short  P-R  interval.  The  inverted  P wave  appears  as  a Q wave.  The  ST  segment  is 
spuriously  elevated  by  Tp  wave.  A misdiagnosis  of  acute  myocardial  infarction  could  easily 
be  made. 
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the  ST  segment  as  the  upright  Tp  wave 
occurs.  Thus,  these  are  spurious  ST  segment 
elevations  due  to  atrial  repolarizaton  forces, 
and  do  not  represent  an  epicardial  injury 
current.  (Fig  6) 

The  effect  of  atrial  repolarization  on  the 
ST  segment  has  been  postulated  and  noted 
previously.  During  sinus  tachycardia  induced 
by  exercise,  the  Tp  wave  is  thought  to  be 
the  cause  of  the  junctional  ST  depression 
with  rapid  upsloping  ST  segments.*^^  James 
et  al  demonstrated  the  neurogenic  influence 
on  atrial  repolarization  in  dogs  and  postu- 
lated the  possible  distortion  of  the  ST 
segment  by  the  P-Tp  segment,  especially 
during  A-V  junctional  rhythm.  Rothfeld  edso 
presented  an  example  of  ST  segment  eleva- 
tion in  an  18  year  old  man  and  stated  the 
elevation  was  secondary  to  prominent  Tp 
waves.  However,  in  his  example  the  upright 
P wave  in  the  leads  of  the  ST  segment 
elevations  indicate  the  Tp  wave  should  have 
influenced  the  ST  segment  in  the  opposite 
direction.*® 

In  summary,  we  have  shown  that  benign 
ST  segment  elevation  can  be  caused  by  atrial 
repolarization  forces.  This  has  been  under 
emphasized  in  the  current  literature.  Simple 
maneuvers,  (e.g.  coughing,  deep  breathing. 


and  exercise),  can  accelerate  the  sinus  node, 
suppress  the  low  atrial  focus,  remove  the 
influence  of  atrial  repolarization  on  the  ST 
segment,  and  allow  proper  elevation  of  the 
ST  segment. 
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Special  Communication: 

Fifty  Years  in  Medicine 


The  fifty  years  since  I graduated 
have  seen  marvelous  things 
happen  in  medicine.  Just  a bit 
earlier,  when  I was  a student  clerk,  one  of  my 
patients  was  chosen  to  be  treated  with  the  first 
insulin  made  available  to  the  hospital.  While  I 
was  an  intern  at  the  Pater  Bent  Brigham 
Hospital  I assisted  with  the  treatment  of  the 
first  polio  patient  to  be  treated  with  the 
Drinker  Respirator. 

When  I began  service  as  teacher  and 
pathologist  at  the  University  Hospital  the 
laboratory  did  the  bacteriological  cultures,  and 
what  now  seems  a very  limited  number  and 
variety  of  chemical  determinations.  Blood 
counts  and  urine  analyses  were  the  duty  of  the 
intern  on  service.  Blood  was  transfused  di- 
rectly. This  was  an  operating  room  procedure. 
The  number  of  reactions  was  relatively  high. 
Known  blood  groups  were  A,  B,  AB,  and  0.  I 
was  involved  in  setting  up  our  hospital’s  blood 
bank,  and  later  with  the  development  of  the 
Red  Cross  Blood  Bank. 

Microscopic  sections  of  surgical  specimens 
routinely  required  a week  for  preparation. 
Frozen  sections  were  done.  Equipment  later 
developed  made  frozen  sections  much  easier, 
and  now  routine  sections  are  ready  the  next 
morning  after  surgery. 

In  the  middle  forties  we  had  an  autopsy  on  a 
patient  who  had  died  because  of  a brain 
abscess  following  mastoiditis.  It  struck  me  that 
we  had  not  seen  such  a case  in  several  years, 
although  we  had  seen  them  relatively  fre- 
quently earlier.  On  checking  back,  I found  that 
in  the  first  seven  years  since  I became 
pathologist  to  the  University  Hospital  there 
had  been  at  least  one  each  year,  with  a 
maximum  of  twelve  in  one  year.  1938  was  the 
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year  sulfanilamide  was  introduced.  I think  the 
improvement  was  more  than  coincidence.  And 
we  were  to  see  polio,  diphtheria,  and  typhoid 
fever  practically  disappear  as  causes  of  death. 

By  the  middle  to  late  forties  the  volume  of 
laboratory  work  had  grown  steadily.  Knowl- 
edge in  medicine  had  grown  steadily,  and  with 
it  new,  or  better  tests  were  devised.  Since  the 
early  fifties  both  medical  knowledge,  and 
laboratory  tests  have  grown  exponentially. 
Only  the  introduction  of  sophisticated 
mechanical  and  electronic  equipment  has 
made  it  possible  to  have  all  of  these  tests 
readily  available  and  reasonable  in  cost. 

When  I started  at  the  University  Hospital 
one  technician  did  all  of  the  tests  not  done  by 
the  interns.  (The  designation  of  Medical 
Technologist  was  not  applied  until  several 
years  later.)  We  soon  began  a training  program 
for  laboratory  workers,  having  one  or  two 
trainees  at  a time.  And  they  sometimes  didn’t 
find  jobs  very  quickly.  As  time  went  on,  the 
number  of  students  increased,  the  course  of 
study  led  to  a college  degree,  and  the  teaching 
program  much  more  extensive. 

Then  there  were  several  years  spent  in  the 
dean’s  office.  This  period  was  during  the  rapid 
expansion  of  knowledge.  As  a result  our  faculty 
increased  appreciable  in  numbers,  and  in 
specialized  backgrounds.  It  was  all  most 
satisfying  and  exciting. 


256 


Nebraska  Medical  Journal 


August  1979 


My  Specialty:  Oncology 


My  interest  in  medical  oncology 
dates  back  to  1938,  when  as  an 
undergraduate  third  year  stu- 
dent at  Harvard,  I worked  with  Dr.  Henry 
Jackson,  Jr.,  Associate  Professor  of  Medicine 
at  the  Thorndike  Laboratory,  at  the  Boston 
City  Hospital.  Dr.  Jackson  wrote  one  of  the 
first  monographs  on  Hodgkin’s  disease  and 
allied  disorders.  Under  his  tutelage,  I collected 
and  abstracted  a series  of  cases,  which  were 
later  published  as  “Agnogenic  Myeloid 
Metaplasia”  in  the  New  England  Journal  of 
Medicine.  Later  as  an  intern  in  medicine  at  the 
University  of  Chicago  in  1941-42,  I witnessed 
several  objective  remissions  in  advanced 
prostate  cancer,  orchiectomized  by  Dr. 
Charles  Huggins.  Returning  to  Boston  Uni- 
versity School  of  Medicine  to  complete  my 
training  in  internal  medicine  with  Dr.  Chester 
Keefer  in  1946, 1 found  my  interests  in  cancer 
research  and  therapy  encouraged  by  the  1944 
report  of  Stilbestrol  treatment  of  advanced 
breast  cancer  by  Dr.  Alexander  Haddow  and 
his  group  in  England  and  by  the  spectacular 
contributions  of  Dr.  George  Papanicolaou  to 
earlier  detection  of  cancer  of  the  uterine 
cervix.  Opportunities  for  cancer  clinical 
investigation  and  for  improvement  in  medical 
treatment  of  cancer  patients  seemed  greater  to 
me  at  this  time  than  in  any  other  field  of 
subspecialization;  and  as  a junior  faculty 
member,  I found  I had  no  competition  for 
patients.  Taking  care  'of  cancer  patients  I 
found  to  be  a rewarding  experience,  since  they 
were  so  grateful  for  whatever  could  be  done  for 
them. 

After  about  ten  years  of  investigative  work, 
my  associates  and  I were  fortunate  enough  to 
identify  a major  hormonal  defect  in  estriol 
metabolism  in  women  with  breast  cancer, 
which  has  become  a major  hope  for  ultimate 


HENRY  M.  LEMON,  M.D. 


prevention  of  breast  cancer.  Pregnancy  prior 
to  age  25  has  a significant  worldwide 
protective  influence  on  breast  cancer  risk  in 
women,  during  and  after  which  estriol 
production  is  increased  in  women. 

Since  I moved  to  Omaha  in  1961,  scientific 
multi-agent  chemotherapy  of  solid  tumors  has 
rapidly  matured,  so  that  major  palliation  and 
in  some  cases,  long-term  control  (5+  years  off 
all  therapy)  are  now  possible  in  disseminated 
Hodgkin’s  disease,  oat  cell  cancer  of  the  lung, 
embryonal  carcinoma  of  the  testis,  histiocytic 
lymphoma,  osteogenic  sarcoma,  among  others. 
Although  the  systematic  development  and 
evaluation  of  these  protocols  takes  up  the 
majority  of  the  time  of  myself  and  my 
associates,  Drs.  Foley  and  Kessinger,  I have 
also  evaluated  25  different  hormones  for  their 
prophylactic  effect  in  3,0004-  female  rats 
followed  for  their  natural  life  span  after  breast 
cancer  induction  by  2 chemical  agents  or 
ionizing  radiation.  Estriol  has  been  the  most 
effective  of  any  hormone  in  reducing  breast 
cancer  incidence  50-80%  and  may  be  a 
suitable  prophylactic  agent  to  be  tested  in 
women  to  simulate  the  protective  action  of 
pregnancy.  I am  now  completing  a monograph 
on  “Prevention  of  Breast  Cancer,”  reviewing 
all  pertinent  animal  and  human  data.  Much 
more  remains  to  be  accomplished  in  the 
prevention  and  earlier  detection  of  cancer  to 
truly  reduce  the  death  rates.  Who  wants  to 
retire,  anyway,  when  oncology  is  so  interesting 
and  hopeful  a field? 
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Down  Memory 

1.  If  the  staff  meetings  are  properly 
conducted  in  the  hospitals,  a mercenary 
operator  who  buys  his  work  on  the  fee-split 
basis,  will  soon  be  discovered. 

2.  During  the  last  two  decades  at  least, 
pulmonary  abscesses  have  occurred  as  a 
postoperative  complication  more  frequently 
than  from  any  other  cause. 

3.  The  general  use  of  the  term  chronic 
myocarditis  has  been  a medical  catastrophe, 
permitting  the  physician  to  classify  any  and  all 
diseases  of  the  cardiovascular  system  under  a 
terminology  that  is  vague  and  inadequate. 

4.  The  operation  of  duodeno-jejunostomy 
is  more  difficult  than  the  routine  gastro- 
jejunostomy, but  if  deliberation  and  technical 
care  are  exercised  offers  no  special  difficulties. 

5.  If  the  patient  has  had  seizures  over  a 
long  period  of  time,  it  will  probably  be 
necessary  to  keep  him  on  small  doses  of 
luminal  or  luminal-sodium  for  two  or  three 
months  in  order  to  completely  control  the 
convulsions. 

6.  Heart  disease  is  responsible  for  more 
than  175,000  deaths  annually  in  the  United 
States. 


Lane 

It  kills  more  men  and  women  than 
tuberculosis,  pneumonia,  or  cancer. 

7.  No  doubt  every  one  doing  x-ray 
diagnosis  of  the  gastro-intestinal  tract  has 
noted  the  frequency  in  which  patients 
returning  for  the  twenty-four  hour  examina- 
tion, have  remarked  that  “they  feel  better 
since  yesterday  than  for  some  time,”  or  some 
similar  statement. 

8.  Small  lesions  such  as  duodenal  ulcers 
and  early  malignant  growths  are  oftentimes 
unrecognized,  due  to  a lack  of  training  in 
pathology. 

9.  The  physician  is  often  too  willing  to  rest 
after  he  has  satisfied  himself  that  a failing 
heart  is  the  cause  of  the  patient’s  symptoms, 
and  makes  little,  if  any,  attempt  to  identify  the 
type  of  lesion. 

10.  For  a brief  time,  colonic  removal  was 
heralded  as  a discovery  until  it  was  observed 
that  most  epileptics  have  a cessation  of  their 
seizures  after  almost  any  major  operation. 
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President's  Page 


Frank  Cole  is  no  man  with  whom  one  trifles 
— I had  not  met  the  deadline  for  submission  of 
this  month’s  President’s  Page.  My  feeling  of 
guilt  passed,  and  I was  enjoying  the  AMA 
Session  in  Chicago  last  week,  successfully 
ignoring  the  fact  that  there  will  be  a September 
issue. 

Frank  called  and  stirred  up  the  guilt  by 
pointing  out  a blank  page  in  the  Journal 
offends  him  and  the  printer  and  looks  tacky. 
I’m  glad  he  did;  this  Session  likely  will  provide 
material  for  this  page  several  times  this  year, 
including: 

This  morning  Dona  and  I had  breakfast  with 
delightful  Eduardo  and  Inday  Oritz.  He’s  a 
delegate  from  Guam  and  a cardiovascular 
surgeon  in  Tamuning.  She’s  totally  effective  in 
beating  the  system  when  one  is  trying  to  get 
seated  in  a crowded  restaurant. 

Anyway,  we  got  started  on  Continuing 
Medical  Education,  one  of  the  most  popular  (?) 
issues  at  this  AMA  Session.  We  found  we 
agreed  on  the  nature  of  the  problems,  the 
solutions  to  some  of  them,  and  that  some  are 
most  difficult  of  solution. 

By  the  way,  Nebraska  fared  very  well  with  its 
resolutions. 

I won’t  go  into  all  of  the  above,  but  here’s  a 
word  about  one  of  the  stickiest  — expense! 
(exploitation,  if  you  will).  We  think  we  have  a 
problem;  well,  maybe  we  do,  but  for  us  it’s 
relatively  small,  even  in  our  rural  areas, 
compared  to  those  costs  for  CME  for  the 
physicians  in  the  Pacific  Trust  Territories.  Our 
colleagues,  there,  can  accumulate  hours  in  the 
other  categories  fairly  easily,  but  when  it 
comes  to  Category  I,  it’s  another  story. 

Largely,  they  must  (1),  rely  on  peripatetic 
physicians  who  are  on  their  way  to  and  from 
the  Far  East  to  give  a few  hours  of  their  time, 
or  (2),  travel  to  Hawaii  ($400.00  round  trip) 
where  the  situation  is  only  somewhat  better,  or 
to  the  Mainland  ($1000.00  round  trip, 
minimum).  Add  to  those  figures  $ 100.00-up 
for  fees  for  courses  of  sufficient  length  to  make 
the  trip  slightly  less  inefficient,  and  you  begin 
getting  the  picture:  the  opportunities  are  few, 
and  the  dollars  are  many.  Our  own  average  of 
$15.00  to  20.00  per  Category  I hour  is  chicken 


feed.  Besides,  we  have  to  drive  only  one  to,  say, 
one  hundred  fifty  miles. 


Some  kind  of  CME  is  with  us,  permanently; 
like  Bob  Devaney,  who  believes  there  is  a place 
for  education  in  the  University  of  Nebraska,  I 
believe  there  is  a place  for  CME  in  the  practice 
of  medicine. 

I don’t  know  the  solution  to  the  problem  of 
expense,  but  surely  we  ought  to  be  able  to  do 
something  to  help  our  friends  in  Guam  and 
other  similarly  situated  places. 

How  about  our  state-side  friends  in  private 
practice  and  on  medical  school  faculties, 
especially  the  latter,  since  they  do  most  of  the 
teaching?  At  this  stage,  of  course,  all  we  can  do 
is  urge  more  of  our  travelling  colleagues  to 
help;  besides,  such  a stop  makes  part  of  the 
trip  deductible. 

To  wind  up  this  month’s  column,  I hereby 
solicit  comments  from  our  readers,  whoever 
and  whatever  you  are  (not  all  of  you  are 
physicians)  about  this  — the  cost  of  CME  and 
the  burden  of  travel  for  our  friends  in  the  more 
remote  areas  of  the  world. 

How  can  we  help? 

Charles  W.  Landgraf,  Jr.,  M.D. 
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The 

Auxiliary 

The  Nebraska  Medical  Association  Aux- 
iliary was  invited  to  participate  in  a Regional 
Child  Restraint  Workshop  sponsored  by  the 
U.S.  Department  of  Transportation,  National 
Highway  Traffic  Safety  Administration,  in 
Kansas  City,  Missouri,  May  17-18,  1979. 

The  meeting  was  one  of  a series  of  ten 
NHTSA  Regional  Workshops  to  be  conducted 
during  1979  by  a team  of  workers  from  the 
University  of  North  Carolina  Highway  Safety 
Research  Center,  Chapel  Hill,  North  Carolina. 
The  objective  as  stated  by  the  Center:  “The 
United  Nations  General  Assembly  has  desig- 
nated 1979  as  the  International  Year  of  the 
Child.  It  is  especially  fitting  that  during  this 
year,  when  attention  is  being  focused  on  the 
welfare  of  children  that  we  devote  our  energies 
to  reducing  one  of  the  major  threats  to  the 
children  in  our  society  — injury  and  death 
from  car  crashes.”  Highway  Safety  Highlights 

The  primary  purpose  of  the  meeting  was  to 
consider  ways  to  make  parents  and  concerned 
citizens  aware  of  the  urgent  need  for  increased 
usage  of  crash-tested  protective  restraints 
available  for  babies  and  children  as  automobile 
passengers.  An  automobile  crash  is  respon- 
sible as  the  leading  cause  of  death  or 
serious  injury  for  all  children  over  one 
month  of  age.  According  to  national  accident 
statistics  for  1976,  940  children  under  the  age 
of  five  died  in  motor  vehicle  accidents  and 
57,000  small  children  were  injured  as  pas- 
sengers in  cars.  It  is  estimated  that  with  proper 
restraining  devices  for  infants  and  children  in 
cars,  a major  portion  of  deaths  and  injuries 
could  be  prevented. 

Nebraska  was  represented  by  the  Nebraska 
State  Patrol  Safety  Education  Division,  the 
Nebraska  Highway  Safety  Program,  the 
Nebraska  Women  for  Highway  Safety,  the 
Accident  Prevention  Committee  of  the 
American  Academy  of  Pediatrics  and  the 
Nebraska  Chapter  of  the  Academy,  and  the 
NMA  Auxiliary.  Other  states  included  in  the 
NHTSA  Region  VII  Workshop  were  Iowa, 
Kansas  and  Missouri. 


The  program  consisted  of  lectures,  film  and 
slide  presentations,  instructive  and  informa- 
tive demonstrations  and  group  discussions. 
Different  types  of  available  restraints  were 
shown  stressing  the  importance  of  the 
approved  car  safety  device  being  properly 
installed  and  used.  Many  parents  need  help  in 
selecting  the  right  child  restraint.  There  are 
some  who  feel  they  cannot  afford  to  purchase  a 
restraint.  The  workshop  participants  were 
urged  to  consider  establishing  a Child 
Restraint  Loan  Program  which  would  provide 
the  restraint  on  a loan  basis  with  the  necessary 
information  and  instruction  given  to  the 
parents.  Questions  concerning  the  delivery  and 
return  of  restraints,  financing,  the  inspecting 
and  reissuing  of  restraints  were  discussed. 
Packets  of  excellent  child  car  restraint  educa- 
tional material  — Facts  and  Figures,  Program, 
Resources,  Reports  — had  been  prepared  for 
each  participant.  Organizations  and  agencies 
which  should  be  interested  and  helpful  in  the 
promotion  of  the  program  were  listed. 

Every  effort  was  made  to  inform  and 
instruct  the  participants  on  all  facets  of  the 
project. 

At  the  present  time,  only  one  state,  Ten- 
nessee, has  mandatory  legislation,  a law  which 
requires  children  under  the  age  of  four  riding 
in  automobiles  be  carried  in  safe  child  restraint 
devices.  Other  states  have  proposed  legislation 
but  to  date,  have  been  unsuccessful.  In 
Nebraska,  in  1978  a child  restraint  bill  was 
submitted  to  a legislative  committee  but  was 
held. 

The  three  Nebraska  Safety  groups,  the 
pediatricians  and  other  organizations  have 
been  active  in  the  Child  Restraints  program  for 
several  years.  A few  of  the  many  activities  have 
been  public  information/educational  pro- 
grams, workshops,  conferences,  distribution  of 
C.R.  materials,  posters,  pamphlets,  to  in- 
dividuals, hospitals,  civic  organizations,  health 
agencies,  insurance  groups. 

Nebraska  Medical  Association  Auxiliary 
International  Year  of  the  Child 
Kate  Robertson,  chairman 
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Mail  contribution  to; 

University  of  Nebraska  Foundation 
P.O.  Box  30186 
Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Recognition  is  given  to  individual  and  medical  organizations 
as  follows; 

BENEFACTORS  (name  on  specific  exhibit)  $5,000-$25,000 
PATRONS  (name  on  a patron  plaque)  1,000-  4,999 

tSPONSORS  (certificate  of  appreciation)  200-  999 

Other  Supporters  lO-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


BENEFACTORS 
Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Dr.  and  Mrs.  Y.  ScoU  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  0.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Societv 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 
Blue  Cross  - Blue  Shield 
E.  Burkette  Reed  Estate 
Banker's  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic  •. 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxihary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 


♦SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  ahd  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 


Continued 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
• • State  Museum 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 

Dr.  Ralph  Luikart 

Dr.  Arnold  W.  Lempka 

Dr.  and  Mrs.  Harold  A.  McConahay 

Dr.  and  Mrs.  R.  E.  Collins 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  WilUam  Heidrick 
Dr.  and  Mrs.  WilUam  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  WilUs  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  Russell  J.  Mclntire 
Dr.  and  Mrs.  Hiram  D.  Hilton 

Dr.  M.  E.  Samuelson 
Dr.  Bruce  F.  Clauseen 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J,  L.  Greenwood 

Dr.  Raymond  O.  Naumann 

Dr.  and  Mrs.  L.  Dwight  Moell 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Louise  F.  Eaton 

Dr.  John  R.  Feagler 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  WalUng 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr,  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr,  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr,  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr,  and  Mrs.  Nathan  1.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  1),  Bell 

Dr.  Eli  S.  Chesen 

Dr.  M.  L.  Scheffel 

Dr.  and  Mrs.  Dwight  Snyder 


(Continued) 
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OTHER  SUPPORTERS:  (continued) 

Dr.  Rose  Failhe 

Dr.  and  Mrs.  Frederich  Hathaway 
Dr.  and  .Mrs.  John  L.  Gordon 
Dr.  and  Mrs.  James  V.  Reiss 
Dr.  and  .Mrs.  Milton  Simons 
Dr.  Miles  Humphrey 
Dr.  and  Mrs.  W.  L.  Shaw 
Dr.  and  Mrs.  Charles  A.  Dobry 
Dr.  and  Mrs.  Joel  T.  Johnson 
Dr.  Roger  Dilley 
Sixth  District  Auxiliary 
Dr.  Hubert  C.  Stewart 
Dr.  Roy  S.  Cram 
Dr.  Joseph  David.  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 
Dr.  Robert  F.  F’ark 
Dr.  David  C.  Babbitt 
Dr.  Khanh  Quoc  Nguyen 
Dr.  and  Mrs.  Rudolph  Sievers 
Dr.  John  R.  Schenken 
Dr.  and  Mrs.  Maynard  Wood 
Dr.  and  Mrs.  John  Haggstrom 
Dr.  Eugene  M.  Zweiback 
Dr.  and  Mrs.  Stephan  K.  Woodman 
Dr.  and  Mrs.  N.  Richard  Miller 
Dr.  and  Mrs.  Stephan  K.  Woodman 
Dr.  Richard  C.  Sposato 
Dr.  William  F.  Nye 
Dr.  and  Mrs.  Alan  H.  Domina 
Dr.  Paul  L.  Peterson 
Dr.  R.  E.  Donaldson 
Dr.  and  Mrs.  Henry  J.  Quiring 
Dr.  and  Mrs.  Samuel  F.  Moessner 
Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 
Dr.  and  Mrs.  Kenneth  Peters 
Dr.  and  Mrs.  Leon  McGoogan 
Dr.  Wesley  G.  Wilhelm 
Dr.  Ernest  W.  Beehler 
Dr.  and  Mrs.  Thomas  H.  Wallace 
Dr.  George  Larson 

Dr.  L.  Dw'ight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Burt- Washington  County  Medical 
Auxiliary 

Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74°o  of  the  medical  community  goal  of  SI  50.000.00  to  the  Health  Galleries  has  been 
raised!  ! Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebroska  Medical  Journal.) 

University  of  Nebraska  State  Museum  Health  Galleries 

In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 

Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name:  — 

Address; 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

it  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  V\’.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  .Mrs.  C.  F.  Ferciot 

Dr.  J.  Fi.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  .Mrs.  Rex  Latta 
Dr.  H.  .\.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  .Mrs.  R.  H Meissner 

Dr.  R.  I..  Grissom 

Dr.  and  .Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B Gen.  and  .Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  I).  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  .Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  .Mrs.  F.  .Miles  Skultety 

Dr.  Julian  Jacobs 

Dr.  and  .Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  .Mrs.  Richard  Savage 

Dr.  and  .Mrs.  Charles  L.  Sweet 

Dr.  and  .Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  Donald  L.  Arkfeld 

Otoe  County  Medical  Society 

Quad  County  .Auxiliary 

Dr.  Stanley  M.  Truhlsen 

Dr.  Louise  F.  Eaton 

Dr.  M.  L.  Scheffel 


Dr.  and  .Mrs.  David  C.  .Mc.Master 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  .Mrs.  .M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  .Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  .Mitchell 

Dr.  and  .Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  -Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace.  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Wesley  G.  Wilhelm 

Dr.  and  Mrs.  Charles  Henkel 

Dr.  Max  Fleishman 

Dodge  County  Medical  Auxiliary 

.Northwest  Medical  Auxiliary 
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Between  Cases 


Love  And  The  Liver. 

I remember  a young  wife  who  had  to  part 
with  her  husband  for  a time.  She  did  not 
write  a mournful  poem;  indeed,  she  was  a 
silent  person,  and  perhaps  hardly  said  a 
word  about  it;  but  she  quietly  turned  of  a 
deep  orange  color  with  jaundice. 

Oliver  Wendell  Holmes:  The  autocrat  of 
the  breakfast  table. 

Section  On  Anatomy 

There  is  an  old  healed  fracture  of  the  left 
fibula  about  eight  cm  above  the  level  of  the 
knee  joint. 

Maybe  he  was  standing  on  his  head. 

On  Suicides. 

Suicidal  people  lose  their  self-discipline. 
They  don’t  shave  anymore  and  have  meals  at 
odd  times.  They  have  accidents,  they  drop 
things.  They  don’t  make  their  beds. 

Janwillem  van  de  Watering:  Outsider  in 
Amsterdam.  . 

Another  journal. 

Enumerable  hours. 

They  all  are. 

Department  Of  Therapeutics. 

Dx:  Fracture  right  humerus. 

Rx:  Left  arm  splinted. 

Section  On  Dermatology. 

Your  skin  weighs  six  pounds. 

Quote  Unquote. 

Dying  is  bound  to  be  a busy  time. 

Neil  Boyd:  Bless  me.  Father. 


Words  I Can  Do  Without. 

Consortium,  gross,  eclectic,  downplay, 
upcoming,  honorable,  prosaic,  methinks. 

Heard  On  TV. 

Prietorization. 

Section  On  Human  Beings. 

People  have  one  thing  in  common:  They  are 
all  different. 

Robert  Zend. 

Department  Of  Genetics. 

With  a good  heredity,  nature  deals  you  a fine 
hand  at  cards;  and  with  a good  environment, 
you  learn  to  play  the  hand  well. 

Walter  Alvarez,  M.D.,  I think. 

Division  Of  Woes  And  Ills. 

Humanity  has  but  three  great  enemies; 
fever,  famine,  and  war;  of  these  by  far  the 
greatest,  by  far  the  most  terrible,  is  fever. 
Osier. 

Thoughts  On  Education. 

My  foolish  parents  taught  me  to  read  and 
write. 

Martial. 

Just  Ask  Your  Friendly  Doctor. 

The  first  wealth  is  health. 

Emerson. 

Quote  Unquote. 

If  you  want  to  know  if  your  brain  is  flabby 
feel  of  your  legs. 

Anon. 

- F.C. 
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Mail  contribution  to; 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit)  $5,000-$25,000 
I’ATRONS  ( name  on  a patron  plaque)  1,000-  4,999 

tSPONSORS  (certificate  of  appreciation)  200-  999 

Other  Supporters  lO-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed; 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  0.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 
Blue  Cross  - Blue  Shield 
E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic  : 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


ToUl  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* 
♦House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  ahd  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 


Continued 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
• m State  Museum 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wocxi 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 

Dr.  Ralph  Luikart 

Dr.  Arnold  W.  Lempka 

Dr.  and  Mrs.  Harold  A.  McConahay 

Dr.  and  Mrs.  R.  E.  Collins 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  WilUam  Heidrick 
Dr.  and  Mrs.  Wilham  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  WilUs  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.; 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  Russell  J.  Mclntire 
Dr.  and  Mrs.  Hiram  D.  Hilton 

Dr.  M.  E.  Samuelson 
Dr.  Bruce  F.  Clauseen 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  Raymond  O.  Naumann 

Dr.  and  Mrs.  L.  Dwight  Moell 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Louise  F.  Eaton 

Dr.  John  R.  Feagler 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  1.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  M.  L.  Scheffel 

Dr.  and  Mrs.  Dwight  Snyder 


(Continued) 
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OTHER  SUPPORTERS:  (continued) 

Dr.  Rose  Faithe 

Dr.  and  Mrs.  F'rederich  Hathaway 
Dr  and  Mrs.  John  L.  (Jordon 
Dr.  and  Mrs.  James  V.  Reiss 
Dr.  and  Mrs.  Milton  Simons 
L)r.  Miles  Humphrey 
Dr.  and  Mrs.  W.  L.  Shaw 
Dr.  and  Mrs.  Charles  A.  Dobry 
Dr.  and  Mrs.  Joel  T.  Johnson 
Dr.  Roger  Dilley 
Sixth  District  Auxiliary 
Dr.  Hubert  C.  Stewart 
Dr.  Roy  S.  Cram 
Dr.  Joseph  David.  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 
Dr.  Robert  F.  Park 
Dr.  David  C.  Babbitt 
Dr.  Khanh  Quoc  Nguyen 
Dr.  and  Mrs.  Rudolph  Sievers 
Dr.  John  R.  Schenken 
Dr.  and  Mrs.  Maynard  Wood 
Dr.  and  Mrs.  John  Haggstrom 
Dr.  Eugene  M.  Zweiback 
Dr.  and  Mrs.  Stephan  K.  Wocxlman 
Dr.  and  Mrs.  N.  Richard  Miller 
Dr.  and  Mrs.  Stephan  K.  Woodman 
Dr.  Richard  C.  Sposato 
Dr.  William  F.  Nye 
Dr.  and  Mrs.  Alan  H.  Domina 
Dr.  Paul  L.  Peterson 
Dr.  R.  E.  Donaldson 
Dr.  and  Mrs.  Henry  J.  Quiring 
Dr.  and  Mrs.  Samuel  F.  Moessner 
Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 
Dr.  and  Mrs.  Kenneth  Peters 
Dr.  and  Mrs.  Leon  McGoogan 
Dr.  Wesley  G.  Wilhelm 
Dr.  Ernest  W.  BeehJer 
Dr.  and  Mrs.  Thomas  H.  Wallace 
Dr.  George  Larson 

Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Burt- Washington  County  Medical 
Auxiliary 

Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!!  Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 

University  of  Nebraska  State  Museum  Health  Galleries 

In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 

Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation.  P.O.  Box  30186,  Lincoln,  NE  68588 

Name:  

Address:  

County  Medical  Society 

For  my  pledge  please  send  reminders Annually Semi-annually  Quarterly 

★ October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  .Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  .Mrs.  Rex  Latta 
Dr.  H.  N.  V'ondrak 
Dr.  G.  F".  Geiger 
Dr.  Joseph  C.  Scott.  Jr. 

Dr.  and  .Mrs.  R.  H Meissner 

Dr.  R.  L Grissom 

Dr.  and  .Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  .Mrs.  Anthony  J.  Yonkers 

Dr.  and  .Mrs.  .Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  .Mrs.  Denitsu  Hirai 

.Mrs.  Pat  Walker 

Adams  County  .Medical  Society 

Gage  County  .Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  .Mrs.  F.  Miles  Skultety 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr  H.  C.  Q.  Nelson 

Dr.  and  .Mrs.  Richard  Savage 

Dr.  and  .Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  Donald  L.  Arkfeld 

Otoe  County  .Medical  Society 

Quad  County  Auxiliary 

Dr.  Stanley  M.  Truhlsen 

Dr.  Louise  F.  Eaton 

Dr.  .M.  L.  Scheffel 


Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  .Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
•Mr.  and  .Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  .Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  W'inston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Wesley  G.  Wilhelm 

Dr.  and  Mrs.  Charles  Henkel 

Dr.  Max  Fleishman 

Dodge  County  Medical  Auxiliary 

Northwest  Medical  Auxiliary 
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Between  Cases 


Love  And  The  Liver. 

I remember  a young  wife  who  had  to  part 
with  her  husband  for  a time.  She  did  not 
write  a mournful  poem;  indeed,  she  was  a 
silent  person,  and  perhaps  hardly  said  a 
word  about  it;  but  she  quietly  turned  of  a 
deep  orange  color  with  jaundice. 

Oliver  Wendell  Holmes:  The  autocrat  of 
the  breakfast  table. 

Section  On  Anatomy 

There  is  an  old  healed  fracture  of  the  left 
fibula  about  eight  cm  above  the  level  of  the 
knee  joint. 

Maybe  he  was  standing  on  his  head. 

On  Suicides. 

Suicidal  people  lose  their  self-discipline. 
They  don’t  shave  anymore  and  have  meals  at 
odd  times.  They  have  accidents,  they  drop 
things.  They  don’t  make  their  beds. 

Janwillem  van  de  Watering:  Outsider  in 
Amsterdam.  . 

Another  journal. 

Enumerable  hours. 

They  all  are. 

Department  Of  Therapeutics. 

Dx:  Fracture  right  humerus. 

Rx:  Left  arm  splinted. 

Section  On  Dermatology. 

Your  skin  weighs  six  pounds. 

Quote  Unquote. 

Dying  is  bound  to  be  a busy  time. 

Neil  Boyd:  Bless  me.  Father. 


Words  I Can  Do  Without. 

Consortium,  gross,  eclectic,  downplay, 
upcoming,  honorable,  prosaic,  methinks. 

Heard  On  TV. 

Prietorization. 

Section  On  Human  Beings. 

People  have  one  thing  in  common:  They  are 
all  different. 

Robert  Zend. 

Department  Of  Genetics. 

With  a good  heredity,  nature  deals  you  a fine 
hand  at  cards;  and  with  a good  environment, 
you  learn  to  play  the  hand  well. 

Walter  Alvarez,  M.D.,  I think. 

Division  Of  Woes  And  Ills. 

Humanity  has  but  three  great  enemies; 
fever,  famine,  and  war;  of  these  by  far  the 
greatest,  by  far  the  most  terrible,  is  fever. 
Osier. 

Thoughts  On  Education. 

My  foolish  parents  taught  me  to  read  and 
write. 

Martial. 

Just  Ask  Your  Friendly  Doctor. 

The  first  wealth  is  health. 

Emerson. 

Quote  Unquote. 

If  you  want  to  know  if  your  brain  is  flabby 
feel  of  your  legs. 

Anon. 

- F.C. 
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nie  Great  Laxathra  Escapt 


This  aslhmatlc 

ism  worried  ahoul  his  next  hrealh... 


he’s  active 
he’s  effectively 
mahitained  on 


contoins  theophylline  (onhydrous)  150  mg 
ond  glyceryl  guolocolote  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions:  For  the  sympromonc  relief  of  bronchosposric 
conditions  such  os  bronchiol  osthmo,  chronic  bronchitis, 
ond  pulmonary  emphysema 

Wornings:  Do  nor  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  ofrer  recol  dose  of  any  preporo- 
rion  contoining  theophylline  or  omlnophylllne  Do  nor 
give  other  compounds  containing  xonthine  derivatives 
concurrently 

Precautions:  Use  with  coution  in  potienrs  with  cordioc 
diseose  hepatic  or  renal  impairment.  Concurrent  odminis- 
trotion  with  cerroin  antibiotics,  i.e  clindomycin.  erythro- 
mycin, troleondomycin  moy  result  in  higher  serum  levels 
of  theophylline.  Plosmo  prothrombin  ond  foaor  V moy 
Increose,  but  ony  clinicol  effect  is  likely  to  be  smoll.  Metob- 
olltes  of  guoifenesin  moy  contribute  to  increosed  unnory 
5-hydroxyindoleocetic  odd  reodings  when  determined 
with  nitrosonophthol  reogent.  Sofe  use  in  pregnoncy  hos 
not  been  estoblished  Use  in  cose  of  pregnoncy  only  when 
clearly  needed 

Adverse  Reoaions:  Theophylline  moy  exert  some  stimu- 
loting  effea  on  the  centrol  nervous  system  Its  odministro- 
non  moy  couse  locol  irritation  of  the  gostric  mucosa  with 
possible  gostric  discomfort  nouseo  ond  vomiting  The 
frequency  of  odverse  reoctions  is  reloted  to  the  serum 
theophylline  level  ond  Is  not  usuolly  o problem  or  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Copsules  in  bonles  of  100  ond  1000  and 
unit-dose  pocks  of  100  Liquid  in  bottles  of  1 pint  ond  1 
gollon 

See  package  insert  for  complete  prescribing  information. 

Mfiodjll lliisnil  PHARMACEUTICAL  DIVISlOl, 

© 1979  Mead  Johnson  Cofnpeny  • Evansville,  Indiana  47721  USA  MJL  8 429^  i 


Welcome  New  Members 


William  L.  Buchanan,  M.D. 

Department  of  Surgery 

University  of  Nebraska  Medical  Center 

42nd  & Dewey 

Omaha,  Nebraska  68105 


Joseph  P.  Ornato,  M.D. 

Emergency  Room 

University  of  Nebraska  Medical  Center 

42nd  & Dewey 

Omaha,  Nebraska  68105 


Edwin  C.  Shafer,  M.D. 

530  Doctors  Building 
Omaha,  Nebraska  68131 


In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Runty,  Harvey  D.,  M.D.  — born  September  14, 
1903,  died  June  2,  1979  — University  of 
Nebraska  College  of  Medicine,  graduated 
1931  — practiced  in  Dewitt,  Nebraska  — 
NMA  and  AMA  member. 


Dorwart,  Clinton  B.,  M.D.  — born  January  2, 
1909,  died  June  9,  1979  — Creighton  Uni- 
versity School  of  Medicine,  graduated  1934 
— practiced  in  Sidney,  Nebraska  — NMA 
and  AMA  member. 


Books 


Review  of  medical  physiology;  by  William  F. 
Ganong,  M.D.;  618  pages;  limp  cover  $14.00;  published 
1979  by  Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia 94022. 

This  book  is  in  its  ninth  edition;  it  was  first  published  in 
1963  and  it  appears  in  a new  edition  every  two  years.  It 
has  been  translated  into  12  other  languages,  two  others 
are  on  the  way,  and  it  has  been  recorded  on  tape  for  use  by 
the  blind. 


The  book  is  all  by  Doctor  Ganong,  who  is  Chairman  of 
the  Department  of  Physiology  at  the  University  of 
California  School  of  Medicine.  The  print  is  good.  The  text 
is  divided  into  eight  sections  and  into  40  chapters;  there  is 
a good  index,  many  figures  and  tables,  and  unnumbered 
references. 

I found  learning  and  memory  in  the  book,  but  I did  not 
come  across  forgetting  in  the  index;  I wonder  why.  It’s 
a good  book,  and  of  course  up-to-date. 

- F.C. 
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Picture  Gallery 


NMA  1979  Annual  Session 


Doctor  Joel  T.  Johnson  presiding  at  Annual 


Recognition  and  Religion  Banquet 


Annual  Recognition  and  Religion  Banquet 


The  Reverend  Doctor  George  W.  Carlson 
addressing  Annual  Recognition  & Religion  Banquet 


Annual  Recognition  and  Religion  Banquet 


Annual  Recognition  and  Religion  Banquet 


Doctors  Carlyle  K.  Wilson,  Jr.,  Charles  W. 
I.andgraf,  Jr.  and  Roger  D.  Mason 


Doctor  Arnold  W.  Lempka  presenting  Reference 
('ommittee  report 


Doctor  Kenton  L.  Shaffer  presenting  Reference 
Committee  report 
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Picture  Gallery 


NMA  1979  Annual  Session 


Doctor  Warren  G.  Bosley  presenting  Reference 
Committee  report 


Doctor  William  L.  Rumbolz  presenting  Reference 
Committee  report 


Mrs.  O.  R.  Hayes  presenting  Health  Galleries 
report  to  House  of  Delegates 


Doctor  Tom  E.  Nesbitt  addressing  Auxiliary 
meeting 


Doctor  Herbert  E.  Reese  presenting  Reference 
Committee  report 


Doctor  Allan  C.  Landers  presenting  Reference 
Committee  report 


Doctor  Houtz  G.  Steenburg  addressing  Auxiliary 
meeting 


Mrs.  F.  William  Karrer  presenting  flaps  to  Doctor 
Tom  E.  Nesbitt 
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Our  Medical  Schools 


Rural  health. 

Nebraska  medical  personnel  and  the  general 
public  are  invited  to  attend  a Rural  Health 
Awareness  Day  Wednesday,  November  7,  at 
the  University  of  Nebraska  Medical  Center. 

Sponsored  by  the  campus’  Student  Rural 
Health  Task  Force,  the  event  will  feature  a 
day-long  series  of  sessions  with  local  and 
regional  rural  health  experts,  who  will  speak  on 
such  topics  as  holistic  health  care,  emergency 
medical  services,  lifestyles  and  culture  in  a 
rural  setting  and  allied  health. 

Keynote  speaker  for  the  evening  dinner 
session  will  be  Dr.  George  Blatti,  medical 
director  of  the  Mille  Lacs  Family  Health 
Center  in  Onamia,  Minnesota.  Dr.  Blatti  will 
discuss  his  unique  rural  health  care  delivery 
system  which  he  established  and  the  role  of 
community  interaction. 

Write  to:  Yvonne  N.  Barry,  P.O.  Box  205, 
Conkling  Hall,  University  of  Nebraska  Medical 
Center,  42  and  Dewey,  Omaha  (NE)  68105. 

Miss  Sucha  elected. 

Susan  K.  Sucha,  daughter  of  Dr.  and  Mrs. 
Merlin  Sucha,  Schuyler,  has  been  elected 
president  of  the  University  of  Nebraska 
Medical  Center  chapter  of  the  American 
Medical  Student  Association  (AMSA). 

Miss  Sucha,  a third-year  medical  student, 
will  serve  during  the  1979-1980  academic  year 
in  directing  the  activities  of  the  18th  largest 
AMSA  chapter  in  the  nation. 

AMSA  is  the  nation’s  largest  organization  of 
medical  students  and  provides  members  with 
programs  and  opportunities  to  expand  the 
scope  of  their  education. 


The  Old  Folks. 

“Aging  in  America  — Understanding  the 
Past,  Building  the  Future”  will  be  the  focus  of 
a four-week  exhibition  and  educational 
program  series  to  begin  at  the  University  of 
Nebraska  Medical  Center  October  6,  1979. 


The  exhibition,  which  is  free  and  open  to  the 
public,  displays  the  changing  image  of  older 
Americans  through  prints  and  photographs.  It 
was  produced  by  the  University  of  Michigan 
Institute  of  Gerontology  and  circulated  by  the 
Smithsonian  Institute  Traveling  Exhibition 
Service. 

Entitled  “Images  of  Old  Age  in  America,” 
the  exhibition  follows  Americans’  attitudes 
toward  the  elderly  throughout  the  history  of 
the  country.  It  is  divided  into  three  historical 
periods:  1790-1864,  between  the  founding  of 
the  Republic  and  Civil  War  when  the  elderly 
were  revered  and  regarded  as  useful  members 
of  society;  1865-1934,  when  Americans  in- 
creasingly devalued  old  people’s  worth  and 
dubbed  them  as  a “social  problem;”  and  1935- 
present,  following  the  enactment  of  Social 
Security  when  the  public  began  to  question  the 
presumed  worthlessness  of  the  elderly. 

In  conjunction  with  the  exhibit,  the  Medical 
Center  will  hold  related  programs  on  various 
gerontology  issues  and  honor  distinguished 
elderly  citizens  in  the  area. 

Sponsorship  is  by  the  University  Hospital 
and  Clinic  Auxiliary  and  the  University  of 
Nebraska  at  Omaha  Gerontology  Program. 

For  more  information,  call  Dr.  Pat  Leuschen, 
541-4162. 


Allergy  for  The  Primary  Care 
Physician 

October  5 & 6,  1979. 

Sponsor:  Creighton  University  Allergic 

Disease  Center. 

Course  is  designed  for  the  physician  in 
Family  and  General  Practice,  Internal 
Medicine,  Pediatrics,  Allergy  and  Ear,  Nose  & 
Throat.  Discussions  will  cover  the  more 
common  as  well  as  some  of  the  unusual 
situations  in  the  field  emphasizing  early 
diagnosis,  laboratory  techniques  and  tests 
currently  available  to  the  generalist. 
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Fee:  $70.00 

As  an  organization  accredited  for  continuing 
medical  education,  the  Creighton  University 
School  of  Medicine  designates  this  continuing 
medical  activity  as  meeting  the  criteria  for  13 
credit  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association.  Program  is  acceptable  for  13 
prescribed  hours  by  the  American  Academy  of 
Family  Physicians. 

Write  or  call:  Division  for  Continuing 
Medical  Education,  Creighton  University 
School  of  Medicine,  Omaha,  Nebraska  68178 
(402)  449-2550/2072 

Salute  to  Nebraska  Medical 

Nebraska  Medical  Journal  has  introduced  a 
new  monthly  feature  titled  “My  Specialty”  in 
which  a physician  comments  about  why  he  or 
she  chose  this  aspect  of  medicine  or  provides 
other  personal  observations.  In  the  first  article 
(April  1979),  Dr.  C.  J.  Cornelius,  Jr.  looked 
back  on  his  25  years  as  a general  practitioner. 
The  complete  article  will  be  reprinted  in  our 
next  newsletter. 

In  the  same  issue  of  this  award-winning 


publication.  Dr.  Roy  S.  Cram  discussed  his  50 
years  of  general  practice  in  a small  community, 
three  groups  of  scientists  reported  on  clinical 
and  other  research,  news  sections  featured 
reports  on  national,  state  and  local  organiza- 
tions, and  editor  Frank  Cole  wrote  several 
editorials  and  personal  columns. 

The  observations  of  Dr.  Cole,  an  anes- 
thesiologist in  Lincoln,  should  be  compiled. 
Such  a book  probably  would  be  a popular 
bestseller.  In  the  April  issue,  for  example,  he 
discussed  the  sins  of  statistics,  the  longevity  of 
medical  articles,  religion  and  medicine, 
medical  insignia,  a full  page  of  quips,  which 
rank  with  Malcolm  Forbes  and  other  skillful, 
whimsical  editorialists,  and  the  following  brief 
commentary. 

There  are  only  good  doctors  and  bad  doctors.  There  is 
compassion,  and  there  is  the  personal  touch. 

Give  me  a well-trained  doctor,  give  me  a doctor  who  reads. 
And  give  me  a doctor  who  feels  for  his  patient.  This  one 
will  talk  to  people,  and  in  plain  little  words.  And  he  will 
listen.  He  will  not  be  hurried.  He  will  identify  the  patient. 

He  has  the  touch,  the  personal  touch. 

He  will  explain,  gently  and  slowly,  and  over  and  over  if 
necessary.  He  will  share  his  patient’s  discomfort,  he  will 
know  his  fears,  and  he  will  feel  his  pain. 

Reprinted  from  the  May,  1979  issue  of 
Medical  Journalism,  with  the  kind  permission 
of  the  Editor. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
August  11  Scottsbluff,  West  Nebraska 
General  Hospital  North 
August  25  McCook,  Elks  Lodge 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

47TH  ANNUAL  POSTGRADUATE  AS- 
SEMBLY of  the  Omaha  Mid-West  Clinical 
Society,  October  29,  30  and  31,  1979, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 
Write  to:  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical 
Society,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 


26TH  ANNUAL  SCIENTIFIC  SESSION, 
Nebraska  Obstetrics  & Gynecological 
Society,  MGM  Grand  Hotel,  Las  Vegas, 
Nevada,  December  6,  7 & 8,  1979.  Write  to: 
Dennis  Beavers,  M.D.,  8552  Cass  Street, 
Omaha,  Nebraska  68105. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 
Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 
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WashingtoNotes 


National  health  insurance. 

President  Carter  has  given  Congress  a 
detailed  preview  of  a national  health  insurance 
(NHI)  proposal  that  would  require  all  busi- 
nesses to  provide  workers  comprehensive 
private  health  insurance  meeting  federal 
standards.  Catastrophic  coverage  would  be 
mandated  and  the  cost  would  be  partially 
borne  by  the  federal  government. 

The  first  phase  of  the  program  would  cost 
about  $15  billion.  By  contrast  the  Labor- 
Kennedy  Bill  has  a price  tag  of  from  $30  billion 
to  $40  billion;  and  the  third  major  NHI  plan, 
the  catastrophic  only  approach,  has  an  esti- 
mated cost  of  $5  to  $10  billion. 

The  Administration  rushed  its  measure  out 
after  months  of  tinkering  and  plotting  in  order 
to  meet  previously  scheduled  hearings  of  the 
Senate  Finance  Committee  on  NHI  and 
hospital  cost  containment.  Chairman  Russell 
Long  (D-LA)  has  threatened  speedy  action  on 
his  favorite  catastrophic  plan. 

The  Administration  measure  is  structured  in 
such  a way  that  Congress  would  have  to 
approve  each  succeeding  stage  of  imple- 
mentation of  the  program,  whereas  the 
Kennedy-Labor  NHI  Bill  would  have  the 
stages  automatically  phased-in  by  law.  This  is 
the  major  difference  between  the  two  ap- 
proaches and  the  principal  reason  for  the  rift 
between  the  President  and  Kennedy  on  NHI. 

The  President’s  plan  provides  catastrophic 
coverage  for  workers  for  out-of-pocket  ex- 
penses above  $2,500,  increased  federal  control 
of  Medicaid  and  Medicare,  and  complete 
coverage  of  all  prenatal  and  birth  costs. 

Rep.  Charles  Rangel  (D-N.Y.)  Chairman  of 
the  House  Ways  and  Means  Health  Sub- 
committee, said  he  told  President  Carter  he 
would  sponsor  the  measure  when  it  reaches  bill 
form. 

A mandatory  fee  schedule  will  be  proposed 
by  setting  a standard  fee  at  the  Medicare 
average  in  states  or  substate  areas  and  then 
raising  substandard  Medicaid  fees  in  those 
areas  to  that  level  over  time.  Physicians  could 


not  charge,  or  be  reimbursed,  above  the  fees 
established  in  the  schedule.  A process  of 
negotiation  would  be  established  for  sub- 
sequent fee  schedule  changes. 

On  che  private  side,  the  names  of  physicians 
who  are  willing  to  adhere  to  the  schedule  will 
be  published  in  order  to  increase  consumer 
choice. 

Medicaid  would  be  expanded  and  made 
more  uniform,  and  a more  liberal  income 
requirement  for  Medicaid  eligibility  would  be 
established,  bringing  many  more  people  into 
the  program,  all  at  major  new  federal  cost. 

The  most  controversial  features  of  the 
Administration  proposal  from  the  standpoint 
of  health  providers  will  be  the  many  control 
features  that  bristle  throughout  the  proposal. 

Kennedy  & the  British  system. 

The  House  Republican  Research  Commit- 
tee has  said  that  Sen.  Edward  Kennedy’s  new 
national  health  plan  bears  a number  of 
fundamental  similarities  to  the  British 
National  Health  Service  “which  foreshadow 
the  direction  this  nation’s  health  care  delivery 
system  could  be  expected  to  go  if  Kennedy’s 
bill  became  law.” 

Abuse  of  M&M. 

Forty  providers,  including  18  physicians, 
have  been  barred  from  the  Medicare-Medicaid 
programs  as  a result  of  their  criminal  con- 
victions for  abusing  the  programs,  the  Health 
Education  and  Welfare  Department  has  an- 
nounced. 

The  AMA  said  it  favors  “full  disclosure  of 
the  names  of  health  care  providers  properly 
convicted  of  such  fraud. 

“The  AMA  is  on  record  as  favoring  the 
vigorous  prosecution  and  punishment  of  phy- 
sicians who  have  been  found  guilty  of 
defrauding  the  government  or  their  patients,” 
the  AMA  statement  said. 

A court  injunction  remains  in  effect  for  the 
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HEW  release  of  the  names  of  providers  who 
make  $100,000  a year  or  more  in  incomes  from 
Medicare  or  Medicaid,  a policy  that  HEW 
inaugurated  several  years  ago  but  which  drew 
strong  protest  from  the  AMA.  HEW  will  now 
on  request  open  its  books  to  reveal  Medicare 
and  Medicaid  income  by  individual  physicians. 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com 
plex  and  lime  consuming  operation  Too  often  the 
physician  sacrifices  leisure  lime  and  family  respon 
sibililies  to  his  professional  duties 

If  you're  earning  more  but  en)oving  it  less,  if 
you  ue  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern  well 
equipped  hospitals  and  clinics  with  competent  and 
well  trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  time  lor  patient  care  by  each  physician 

To  attract  quality  physicians  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali 
zation  at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contoct  (coll  collect):  Copt.  Robert  Brown 
1 16  South  42nd  Street.  Omoho.  Ne 
(402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 


A great  way  of  life. 


’hysicians'  Classified — 

AdvertisemeDts  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building.  Lincoln,  Nebraska  68508. 


EMERGENCY  ROOM  PHYSICIAN:  Excellent 
opportunity  for  second-career  physician  with  skills 
in  general  practice  seeking  regular  hours  and 
opportunities  in  acute  care  medicine.  Three-man 
ED  group  looking  for  fourth  in  a 500  bed 
community  hospital.  20,000  plus  annual  visits 
with  full  specialty  backup.  Teaching  and  EMS 
development  as  desired.  American  medical  grad- 
uates with  emergency  experience  preferred. 
Corporate  benefits  package  in  excess  of  75,000. 
Write  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kans.  66611.  Ph.  (913)  354- 
6100. 


The  40  providers  convicted  over  the  past 
year  and  a half  include  18  physicians,  3 doctors 
of  osteopathy,  6 chiropractors,  10  dentists,  and 
2 podiatrists.  Another  16  providers,  including 
three  physicians,  have  been  excluded  from 
participating  in  Medicare  either  because  of 
court  convictions  or  findings  by  HEW  that 
they  have  been  engaged  in  fraudulent  or 
abusive  practices. 

The  names  of  the  health  care  practitioners 
have  been  referred  to  their  respective  state 
medical  licensing  authorities  for  appropriate 
action. 


T 


I 


Opportunities  For 
Primary  Care  Physicians 


Progressive  Midwestern  rural  communities  ore  looking  for 
primary  care  physicians  and  general  surgeons  Ideal  for 
physicians  concerned  atxiuf  high  malpractice  insurance 
and  urtxtn  living  complications  All  communities  have 
modern  hospital  and  clinic  facilities  Local  physician(s) 
ovoiiaPle  tor  coverage  and  medical  support 
Liberal  incentive  otters  are  available  for  relocation  and 
establishing  proctice'  Vacation  and  conference  time 
included  in  benefits  package  of  several  locations 
It  interested  in  more  detailed  information,  write  Physician. 
PO  Box  3909.  Omaha.  Nebraska  68103 


FAMILY  PRACTICE  — Replace  deceased 
physician  in  well  established  practice.  Partnership 
or  individual  practice  opportunity  in  newly  re- 
modeled professional  building.  Attached  to  a 350- 
bed  JC  AH  hospital  with  all  specialties  on  active  staff 
and  relief  coverage  available.  Located  in  a northeast 
Iowa  city  of  100,000  with  a stable  economy  and  a 
drawing  area  over  275,000.  This  area  offers  a clean 
and  safe  environment,  excellent  school  systems, 
nearby  university,  sports  and  cultural  activities,  easy 
access  to  major  cities  and  excellent  industrial  health 
insurance  programs.  The  hospital  provides  a 
minimum  guarantee.  For  further  information,  please 
contact:  James  T.  Walter,  President,  ALLEN 
MEMORIAL  HOSPITAL,  1825  Logan  Avenue, 
Waterloo,  Iowa  50703.  Telephone  No.  1-319-235- 
3987. 
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PHYSICIAN 

LIBERATION 

Have  you  found  full-time  practice  all 
consuming  with  little  time  for  yourself  and 
family?  Liberate  yourself.  Enjoy  Rural  America 
and  the  practice  of  medicine  by  joining  our 
locum  tenens  staff.  Individually  tailored,  these 
positions  give  you  the  time  to  enjoy  life.  The 
demand  for  this  service  is  so  great  that  we  are 
expanding  our  staff  of  qualified  family  practi- 
tioners. Provide  care  where  it  is  needed  and 
appreciated  and  we'll  make  sure  you  don’t 
have  to  retire  or  drop  out  to  enjoy  life  to  its 
fullest. 


For  further  information  call  or  write  to; 


Charles  M.  Gluck,  M.D. 

Office  of  the  Medical  Director 
2414  West  7800  South,  Suite  209 
West  Jordan,  Utah  84084 
1-(800)  453-6403 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


iJONLEY  MEDICAL 

SIPPLV  COMPAIVY 

2425  '"O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZiD  CONfRACf  AGENT 
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Ubrium 

zhbrdiazepoxide  HQ/Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  anti  hypertensive  agents 


before  prescribing,  please  consult  complete  product  infor- 
nation,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
jr  accompanying  various  disease  states.  Efficacy  beyond 
our  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
:o  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ties  required  for  tasks  such  as  driving  or  operating  ma- 
:hinery  may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren. and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
rhological  dependence  have  rarely  been  reported  on  recom- 
Tiended  doses,  use  caution  in  administering  to  addiction- 
Drone  individuals  or  those  who  might  increase  dosage:  with- 
drawal symptoms  (including  convulsions),  following  discon- 
:inuation  of  the  drug  and  similar  to  those  seen  with  barbi- 
xirates.  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.q. . excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:. Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instarices  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction: changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis).  Jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion. 5 or  1 0 mg  t. i.d.  or  q.  i.d.;  severe  states.  20  or  25  mg 
t.i.d.  or  q. i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ®(chlordiazepoxide  HCl)  Capsules.  5 
mg.  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  available  in  trays  of  4 reverse-number- 
ed boxes  of  25.  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50.  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets.  5 mg. 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 


^nonymous 
with  relief  of  anxiety 


ROCHE 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


Please  see  following  page. 


Ubrium'ts 

chbrdiazepaxide  HO /Roche 

5 mg,  10  mg,  25  mg  capsules 


^ synonymcHJ^ 
with  relief  of  anxiety 


Please  see  preceding  page  for  a summary  of  product  information 
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/ ;>  ^ V Valium  (diazepam/Roche) 

'■  is  a benzodiazepine  with  a 

character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  shoulcibe  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


ValiuirfiK 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications: Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  tfjeir  predisposition  to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
.drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  preoautions  indioated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults  Ten- 
sion. anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q i.d  , 
alcoholism,  10  mg  t i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  1 1 d.  or 
q i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i  d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  IVz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2'/2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing! 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 

/ X Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\.  / Nutley,  New  Jersey  07110 
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Opportunities  For 
Primary  Care  Physicians 


‘tL 


Seven  Midwestern  rural  communities  are  looking  lor 
primary  care  physicians  and  general  surgeons.  All  areas  otter 
modern  hospital  and  clinic  lacilities.  with  local  physician(s)  to 
otter  support  and  coverage 

Liberal  incentive  otters  are  available  tor  relocation  and 
practice  set-up.  Vacation  and  conference  time  are  also 
included  in  the  benefits  of  several  sites. 

If  interested  in  more  detailed  information,  please  write 
“hysician.  PO  Box  3909,  Omaha,  Nebraska  68103, 


Oh  that  my  words  were  now  written!  oh  that 
they  were  printed  in  a book! 

Job.  XIX.  23. 

My  desire  is  . . . that  mine  adversary  had 
written  a book. 

Job.  XXXI.  35. 

A man  will  turn  over  half  a library  to  make 
one  book. 

Samuel  Johnson. 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SLPPLV  CDMPAIVY 

242S  "O"  Si.,  Lincoln,  Nebraska  68510 

AUTHOaiZIO  CONTRACT  ACCNT 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy,,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  "M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd,,  NE.  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel.  Wichita,  Kansas  67206 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

205  East  42nd  St..  New  York,  N.Y.  10017 
National  Rehabilitation  As.sociation 
1522  “K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St.. 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  11.  Rickman.  M.D.,  Councilor 
626  Sharp  Bldg.,  Lincoln.  Nebraska  68508 
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August  Progress  Report 


Clarkson  Hospital  Doctors  Building 


Over  two  months  have  passed  since  construction  of  Clarkson’s  new  Doctors 
Building  and  parking  garage  began.  We’ve  since  completed  excavation  work  for  both 
structures,  and  in  fact,  we  have  almost  finished  installing  the  foundation  pilings. 

We’re  expecting  to  complete  the  entire  Doctors  Building  project  next  June.  That’s 
less  than  a year  away!  Interested  physician  groups  are  working  with  us  now  to  plan  the 
layouts  of  their  new  office  space. 

We  would  be  happy  to  provide  you  with  more  detailed  information  on  Clarkson 
Hospital’s  new  Doctors  Building,  or  help  you  in  planning  for  your  future  office  needs. 
Just  contact: 

R.  Daniel  Brown 

Property  Management  Director 

Doctors  Building 

4239  Farnam 

Room  28 

Omaha,  Nebraska  68131 

(phone:  402-348-3116) 
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Long  Term  Effects  on  Early  Mother/ 
Infant  Contact  — P.  K.  Senechal  (Dept  of 
Family  Practice,  Mather  Air  Force  Base,  CA 
95655)  J Fam  Pract  8:511-516  (Mar)  1979. 

To  determine  whether  early  maternal-infant 
contact  has  an  effect  on  later  behavior,  health, 
and  development  of  babies,  a control  group  of 
mothers  was  allowed  initial  contact  with  their 
babies  at  an  average  of  10V2  hours  after 
delivery  and  the  study  group  was  allowed  to 
have  their  babies  for  prolonged  early  contact 
within  the  first  two  hours  of  life.  Thereafter 
both  groups  were  given  routine  care  with 
mandatory  12 -hour  rooming-in  each  day.  The 
two  groups  were  similar  for  mothers’  back- 
grounds and  infants’  vital  statistics.  All  babies 
were  to  be  seen  with  their  mothers  at  six 
months  of  age.  Early  contact  mothers  and 
infants  had  no  difference  in  behavior,  health, 
or  development;  early  contact  was  preferred 
by  mothers  over  standard  care. 


Epidemiology  of  Crohn’s  Disease  and 
Ulcerative  Colitis  — T.  Gilat  and  P.  Rozen 
(Ichilov  Municipal-Government  Hosp,  Tel 
Aviv,  Israel)  Isr  J Med  Sci  15:305-308  (Apr) 
1979. 

Good  epidemiologic  studies  of  Crohn’s 
disease  and  ulcerative  colitis  are  available 
from  only  a limited  number  of  geographic 
locations  and  populations.  A review  of  the  data 
showed  considerable  geographic  variation  in 
the  incidence  of  both  diseases,  which  is  more 
marked  for  Crohn’s  disease.  When  various 
populations  living  in  one  geographic  location 
were  compared,  great  differences  became 
apparent  with  respect  to  both  diseases. 
Studies  performed  in  nine  different  popula- 
tions during  the  last  three  decades  showed  a 
substantial  rise,  up  to  400%,  in  the  incidence 
of  Crohn’s  disease  in  each  population.  No  such 
rise  was  documented  for  ulcerative  colitis. 
Studies  on  Ashkenazic  Jews  in  different  parts 
of  the  world  showed  substantial  variations  in 
the  incidence  of  both  diseases,  better  docu- 
mented for  Crohn’s  disease.  Both  diseases  are 
rare  in  several  nonindustrialized  populations 
and  their  incidence  rises  with  migration  to  an 
urban  environment.  These  data  point  to  the 
preponderance  of  environmental  factors  in  the 
causation  of  Crohn’s  disease  and  ulcerative 
colitis. 
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Tenuate'CS 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan^ 

(diethylpropion  hydrochloride  NF)  controlled  release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  o1  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  ol  agents  ol  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  then  use  such  as  those 
described  below 

CONTRAINDICATIONS;  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  ol  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  It  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  efiect.  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  ol  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependertce  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  tomany 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEC  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  Indistinguishable  Irom  schizophrenia  Use  m 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  ate 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  m children  under  12  years  ol  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severehypertension  Insulin  requirements  indiabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  In  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  Increase  convul- 
sions in  some  epileptics  Tnerefoie,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  ol  dose  or  discontinuance  ol 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  ol  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness.  |it- 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a tew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastroiniesiinal 
Dryness  ol  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine 
impotence,  cnanges  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  ol  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  Include  comolaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION;  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled  release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age, 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  slates  Fatigue  and  depressionusually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhytn- 
mias.  hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  m fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  ol  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine')  has  been  suggested  on  pharmacologic 
rounds  (or  possible  acute,  severe  hypertension,  if  this  complicates 
enuate  overdosage 
Product  Inlormation  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Ingumes  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215  USA 
Licensor  of  Mettell' 

References  1 Citations  available  on  request  from  Medical  Research 
Department  MERRELL  NATIONAL  LABORATORIES,  Cincinnati. 
Ohio  45215  2 Hoekenga,  M T 0 Dillon  | Dillon | R H and  Leyland, 
H M A comprehensive  review  of  diethylpropion  hydrochloride  In. 
Central  Mechanisms  of  Anorectic  Drugs.  S GaraltiniandR  Samanin 
Ed  New  York  Raven  Press.  1978.  pp  391-404 
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Dverweight  may  not  always  be  simple... 
complications  can  develop*. 

Pomplicated  or  not... 


[fenuate  Dospan  ^ 

[diethylpropion  hydi^moride  NF) 


m useful  short-term  adjunct  ^ 

I n an  indicated  weight  loss  program. 

r 

( Overweight  patients  in  certain  diagnostic  categories  often  require 
l|,trict  appetite  control  and  a successful  program  of  weight 
eduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
omplications  in  some  patients.  Diethyl propion  hydrochloride 
las  been  reported  useful  in  such  patients  and  while  it  is  not 
;uggested  that  Tenuate  itself  in  any  way  reduces  the 
:omplications  of  overweight,  it  may  have  a useful  place  as  a 
ihort-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
ihould  not  be  administered  to  patients  with  severe  hyF>ertension; 
lee  additional  Warnings  and  Precautions  on  the  opposite  page. 


In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
Dbesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


’Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adultonset  diabetes,  and  other  diseases. 

Merrell 


l^nuate-it  makes  sense. 

(Vnd  it’s  responsible  medicine. 


Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “...anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


For  prescribing  information  see  opposite  page. 


Before  prescribing,  please  consult  corrii 
uct  information,  a summary  of  which  foi 
Indications:  In  adults,  urinary  tract  infe 
complicated  by  pain  (primarily  pyelone^ 
pyelitis  and  cystitis)  due  to  susceptible 
(usually  £.  coli,  Klebsiella-Aerobacter,  ; 
coccus  aureus,  Proteus  mirabilis,  and, 
quently,  Proteus  vulgaris)  in  the  absenc 
obstructive  uropathy  or  foreign  bodies,  i 
fully  coordinate  rn  vitro  sulfonamide  ser 
tests  with  bacteriologic  and  clinical  rev 
aminobenzoic  acid  to  follow-up  culture 
increasing  frequertcy  of  resistant  organi: 
the  usefulness  of  antibacterials  includir 
fonamides.  Measure  sulfonamide  blood 
variations  may  occur;  20  mg/100  ml  shi 
maximum  total  level. 

Contraindications:  Children  below  age  i 
fonamide  hypersensitivity;  pregnancy  at 
during  nursing  period;  because  Azo  Gar 
tains  phenazopyridine  hydrochloride  it  i 
dicat^  in  glomerulonephritis,  severe  hi 
uremia,  and  pyelonephritis  of  pregnane 
disturbances. 

Warnings:  Safety  during  pregnancy  not 
Deaths  from  hypersensitivity  reactions, 
tosis,  aplastic  anemia  and  other  blood  c 
have  been  reported  and  early  clinical  sii 
throat,  fever,  pallor,  purpura  or  jaundice 
dicate  serious  blood  disorders.  Frequen 
urinalysis  with  microscopic  examinatior 
ommended  during  sulfonamide  therapy 
Precautions:  Use  cautiously  in  patients 
paired  renal  or  hepatic  function,  severe 
bronchial  asthma;  in  glucose-6-phosph 
dehydrogenase-deficient  individuals  in 
dose-related  hemolysis  may  occur.  Man 
adequate  fluid  intake  to  prevent  crystal 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (ai 
ulocytosis,  aplastic  anemia,  thrombocy 
leukopenia,  hemolytic  anemia,  purpura 
thrombinemia  and  methemoglobinemia 
reactions  (erythema  multiforme,  skin  ei 
Stevens- Johnson  syndrome,  epidermal 
urticaria,  serum  sickness,  pruritus,  exf< 
dermatitis,  anaphylactoid  reactions,  pe 
edema,  conjunctival  and  scleral  injectic 
sensitization,  arthralgia  and  allergic  my 
G.l.  reactions  (nausea,  emesis,  abdomi 
hepatitis,  diarrhea,  anorexia,  pancreatit 
stomatitis);  CNS  reactions  (headache,  | 
neuritis,  mental  depression,  convulsion 
hallucinations,  tinnitus,  vertigo  and  ins 
miscellaneous  reactions  (drug  fever,  ch 
nephrosis  with  oliguria  and  anuria,  peri 
nodosa  and  L.  E.  phenomenon).  Due  fc 
chemical  similarities  with  some  goitrogi 
uretics  (acetazolamide,  thiazides)  and  i 
glycemic  agents,  sulfonamides  have  ca 
instances  of  goiter  production,  diuresis 
glycemia.  Cross-sensitivity  with  these  a 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  tf 
painful  phase  of  urinary  tract  infections 
adult  dosage:  2 Gm  (4  tabs)  initially,  tt 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain 
causes  other  than  infection  should  be  s 
After  relief  of  pain  has  been  obtained,  i 
treatment  with  Gantanol  (sulfamethoxai 
be  considered. 

NOTE:  Patients  should  be  told  that  the 
dye  (phenazopyridine  HCI)  will  color  thi 
Supplied:  Tablets,  red,  film-coated,  eac 
ing  0.5  Gm  sulfamethoxazole  and  100 
phenazopyridine  HCI — bottles  of  100  ai 


litipoptant  data  on  the  pain  of  acute  cgstltls 


In  87%  of  patients 
studed  [383  of  349], 
Hzo  Gantanof  reduced 
pain  anc^  burning 
within  Z4  hours' 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in  r . pT's. 
patients  with  at  least  100,000  ! ;.>?: --- 
colonies  per  ml  of  a sulfonamide- 

severe,”  Azo  Gantanol  therapy  re- 
suited  in  improvement  within 24 


Roche  Laboratories 
Division  of  Hoffmann-Laj 
N Utley,  New  Jersey  071 1 


Gantanof 


Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI 


for  for 

the  pain  the  pathogens 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


Minor  Tranquilizers  and  Road  Accidents 

— D.  C.  G.  Skegg  et  al  (Univ  of  Oxford, 
Oxford,  England)  Br  Med  J 1:917-919 
(Apr  7)  1979. 

In  a prospective  study  of  43,117  people, 
prescriptions  issued  by  general  practitioners 
for  a two-year  period  were  linked  with  records 
of  hospital  admissions  and  deaths.  For  57 
people  injured  or  killed  while  driving  cars, 
motorcycles,  or  bicycles  the  drugs  that  had 
been  dispensed  in  the  previous  three  months 
were  compared  with  those  dispensed  for  1,425 
matched  controls.  There  was  a significant 
association  between  use  of  minor  tranquilizers 
and  the  risk  of  a serious  road  accident  (relative 
risk  estimate  4.9).  The  increased  risk  of 
accidents  to  drivers  given  tranquilizers  could 
be  due  to  the  known  psychomotor  effects  of 
these  drugs  or  to  effects  of  the  conditions 
being  treated. 


Of  making  many  books  there  is  no  end;  and 
much  study  is  a weariness  of  the  flesh. 
Ecclesiastes.  XII.  12. 


“You’ll  be  glad  to  know,  that  I have  more  confidence 
in  you  than  in  any  of  the  other  doctors  I go  to  ” 


TABLETS 

ALD0RIL®-25 

containing  250  mg  ALDOMET®  (Methyidopa,  MSD) 
and  25  mg  HydroDIURIL®  (Hydrochlorothiazide.  MSD) 
TABLETS 

ALDORIL*-15 

containing  250  mg  ALDOMET®  (Methyidopa,  MSD) 
and  15  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 

TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyidopa,  MSD) 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALDOMET®  (Methyidopa,  MSD) 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide  MSD) 

MSD 

Merck  Sharp  & Dohme,  Division  ot 
Merck  & Co,,  Inc..  West  Point,  PA  19486 

Copyright  © 1979  dy  Merck  & Co . Inc  J9AR13 


Oral  Contraceptive  Use  in  Relation  to 
Myocardial  Infarction  — S.  Shapiro  et  al 
(Drug  Epidemiology  Unit,  10  Moulton  St, 
Cambridge,  MA  02138)  Lancet  1:743-746 
(Apr  7)  1979. 

The  effect  of  oral  contraceptive  use  on  the 
risk  of  myocardial  infarction  and,  in  par- 
ticular, the  possible  accentuation  of  that  effect 
by  cigarette  smoking  was  studied  in  234 
premenopausal  women  with  a first  infarction 
and  1,742  hospital  controls.  The  overall  rate 
ratio  estimate  of  acute  myocardial  infarction 
for  women  who  had  used  oral  contraceptives  in 
the  preceding  month  was  4.0%  (95%  con- 
fidence interval,  2.5  to  6.3).  Women  who 
smoked  heavily  and  used  oral  contraceptives 
had  a point  estimate  of  39  (lower  two-sided 
95%  confidence  limit,  22)  compared  with  those 
who  did  neither.  This  value  was  appreciably 
larger  than  could  be  accounted  for  by  the 
separate  effects  of  cigarettes  and  oral  contra- 
ceptives, which  suggests  a considerable 
accentuation  by  cigarette  smoking  of  the  effect 
of  oral  contraceptive  use  on  myocardial 
infarction. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8’/^  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwi.se  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Uetters-to-the-Editor  should  be  double-spaced,  and  accompanied  by 
the  notations:  (a)  for  publication,  and  (b)  no  galley  proof  needed. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everythinfi. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
(’o.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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PERCOCET-S  € 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET»-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET“'-5,  and  it  should  be  prescribed  and 
administ-'rad  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications.  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines.  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 

When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 

Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness.  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus, 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 

adjusted  according  to  the  severity  of  the  pain  and  the 

response  of  the  patient.  It  may  occasionally  be 

necessary  to  exceed  the  usual  dosage  recommended 

below  in  cases  of  more  severe  pain  or  in  those  patients 

who  have  become  tolerant  to  the  analgesic  effect  of 

narcotics,  PERCOCET'-S  is  given  orally.  The  usual 

adult  dose  is  one  tablet  every  6 hours  as  needed  for  ' 

pain  I 

DRUG  INTERACTIDNS  The  CNS  depressant  effects  of 

PERC0CET*-5  may  be  additive  with  that  of  other  CNS  I 

depressants.  See  WARNINGS  6085  BS 

Of  A Order  form  Required 

PERCOCET'  IS  a U S.  registered  trademark  of  Endo  Inc 

£ndo  Inc. 

Manati.  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories.  Inc 
Subsidiary  of  the  OjPont  Company 
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SOME  PEOPLE 

ANYTHING 


PERCOCEK 

Each  tablet  contains  5 mg  oxycodone  HCI  (WARNING:  May  be  habit  forming) 
and  325  mg  acetaminophen  (APAP) 

=OR  THOSE  WHO  CAN’T  TOLERATE  ASPIRIN 

ndicated  for  moderate  to  moderately  □ scored  tablet  permits  finer  titration 


evere  pain 
:ontains  well-tolerated  acetaminophen 
)rovides  the  effective  analgesia  of 
)xycodone 


□ convenient,  economical  q6h  dosage 


Please  see  opposite  page  for  brief  summary  of 
prescribing  information. 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


Germany  or  Little  Rock  — Alaska  or  Tucson. 
Arizona  — whatever  your  geographical  prefer- 
ence, we’ll  work  to  place  you  there.  And  you’ll 
know  the  assignment  before  you  are  committed. 

This  is  just  one  of  the  many  advantages  for 
physicians  in  Air  Force  medicine.  We  also  pro- 
vide excellent  salaries.  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a specialty  area.  Most  im- 
portantly, we  provide  an  environment  in  which 
you  can  practice  medicine  And  the  support  to 
eliminate  your  involvement  in  paperwork 

We  would  like  to  tell  you  more  about  Air 
Force  medicine. 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE. 


Copt.  Robert  Brown 

1 16  South  42nd  Street,  Omaha,  NE,  (402)  221-4319 


A great  way  of  life. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope. 
Cedar,  Cuming,  Dakota,  Dixon,  Knox. 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge.  Merrick.  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor;  Richard  M. 
Pitsch.  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer.  Friend.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline. 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace.  Gordon.  Counties:  Boyd. 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son. Kearney.  Counties:  Blaine,  Buf- 
falo. Custer,  Dawson,  Garfield,  Grant, 
Greeley,  Hall,  Hooker,  Howard,  Loup, 
Sherman,  Thomas.  Valley,  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties;  Adams.  Chase, 
Dundy,  Franklin,  Frontier,  Furnas, 
Gosper.  Harlan.  Hayes,  Hitchcock. 
Kearney.  Phelps,  Red  Willow,  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Arthur, 
Deuel.  Garoen,  Keith.  Lincoln.  Logan. 
McPherson,  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbiuff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

•Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

♦Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington- Burt 
York 

♦{Northeast 


Lawrence  A.  McKinnis.  Hastings 
R.  E.  Kopp,  Plainview 
Gary  Smith,  Newman  Grove 
John  H.  Floyd,  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph,  David  City 
R.  J.  Dietz.  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen.  Broken  Bow 

James  E.  Bridges,  Fremont 
Henry  J.  Billerbeck,  Randolph 

Patrick  C.  Gillespie.  Beatrice 
Gordon  D.  Bainbridge,  Gr.  Island 
Gary  D.  Penner,  Aurora 


Douglas  M.  Laflan,  Creighton 
D.  VV.  Ebers,  Lincoln 
Leland  F.  Lamberty.  North  Platte 
Harold  Dahlheim.  Norfolk 
Edward  M.  Malashock,  Omaha 
Dormond  E.  Metcalf.  Gordon 
Dean  R.  Thomson,  Syracuse 
Bryce  G.  Shopp,  Imperial 
Warren  R.  Miller,  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
J.  Paul  Glabasnia.  Papillion 
John  E.  Hansen.  Jr..  Wahoo 
Donald  M.  Gentry.  Gering 
R.  Paul  Hoff.  Seward 
Richard  E.  Penry,  Hebron 
H.  C.  Stewart.  Pawnee  City 
P,  L Wiebe.  McCook 
Kenneth  C.  liagby,  Blair 
James  I).  Bell,  York 


George  J.  Lytton,  Hastings 

D.  F.  Johnson,  Jr.,  Osmond 
Charles  Sweet,  Albion 
Bruce  D Forney.  Alliance 
William  W.  Lyons,  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 

E.  L.  Sucha,  West  Point 

N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson,  Gothenburg 
William  B.  Eaton.  Fremont 
Robert  B.  Benthack,  Wayne 

Klemens  E.  Gustafson.  Beatrice 
Sheridan  T.  Anderson.  Gr.  Island 
Richard  O.  Forsman,  Aurora 


Delwyn  J.  Nagengast,  Bloomfield 
W.  E Lundak,  Lincoln 
Mark  B.  Sorensen.  North  Platte 
G.  Tom  Surber.  Norfolk 
John  F.  Fitzgibbons.  Omaha 
Bernard  A.  Owen,  Gordon 
Paul  R.  Madison.  Nebraska  City 
Paul  F.  Bottom,  Grant 
Ronald  W Klutman.  Columbus 
Angelito  C Dela  Cruz.  Friend 
Michael  J.  Moran.  Papillion 
Robert  E Morris.  Ralston 
Robert  C.  Calkins.  Scottsbiuff 
Roger  A.  Jacobs,  Seward 
Charles  V.  Ashby,  (leneva 
R L Burghart,  Falls  City 
Elizabeth  D Edwards.  McCook 
Clifford  M.  Hadley,  Lyons 
Ik?n  N.  Greenberg,  York 
Gordon  Adams,  Norfolk) 


12-A  Nebraska  Medical  Journal  September  1979 


k 


Keflex' 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


September  1979 


Nebraska  Medical  Journal  13' 


Improved  Survival  of  Patients  With  Cystic 
Fibrosis  — P.  D.  Phelan  et  al  (Royal 
Children’s  Hosp,  Melbourne,  Australia) 
Med  J Aust  1:261-263  (Apr  7)  1979. 

Cystic  fibrosis  is  the  most  common 
autosomal  recessively  inherited  condition  in 
Australia.  Before  1960,  most  children  with  this 
condition  died  from  chronic  suppurative  lung 
disease  in  early  to  middle  childhood.  However, 
in  recent  years  there  has  been  a marked 
improvement  in  the  survival  rates  reported 
from  major  clinics  in  North  America  and  the 
United  Kingdom.  The  survival  of  320  patients, 
who  were  born  in  and  after  1958  with  cystic 
fibrosis  and  managed  in  the  Royal  Children’s 
Hospital,  Melbourne,  is  reviewed.  Of  these 
patients  80%  survived  to  11  years  of  age  and 
64%  to  18  years.  Of  patients  managed  between 
1973  and  1977,  91%  survived  to  12  years  of 
age  and  80%  to  17  years  of  age.  In  the  same 
period,  79%  of  patients  survived  for  16  years 
after  diagnosis.  Of  the  240  patients  currently 
being  managed  44%  have  no  significant 
permanent  lung  disease  and  only  9%  have 
advanced  disease. 

Continuous  Narcotic  Infusions  for  Relief 
of  Postoperative  Pain  — J.  J.  Church 
(Southampton  General  Hosp,  Southampton, 
England)  Br  Med  J 1:977-979  (Apr  14) 
1979. 

Relief  of  acute  pain  after  surgery  or  trauma 
is  still  inadequate  in  many  centers,  most 
patients  being  treated  with  intermittent 
intramuscular  injections  of  narcotic  analgesics. 
Over  the  past  three  years  continuous 
intravenous  narcotic  infusions  were  used  to 
treat  postoperative  pain  and  recently  a system 
was  devised  whereby  an  hourly  dose  is  given 
and  the  dispenser  recharged  every  hour.  This 
method  is  inexpensive  and  reliable,  and  signs 
of  overdosage  may  be  easily  checked  by 
nursing  staff.  Side  effects  rarely  occur.  Fifty 
patients  who  had  received  intravenous  in- 
fusions after  undergoing  major  abdominal 
surgery  were  sent  a questionnaire  to  assess 
postoperative  pain,  and  the  results  were 
compared  with  those  from  50  matched 
controls  who  had  received  intramuscular 
injections.  Of  the  7 1 who  replied,  only  four  of 
37  patients  who  had  received  the  infusion  had 
found  the  pain  distressing  compared  with  13  of 
34  controls. 
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Quinamm 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine 

PRECALITIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September.  1977 
U S Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  USA 

Licensor  of  Merrell" 


Quinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 

specific  therapy  for  pairtfui 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


! 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• Vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
Sciences  National  Research  Council  and/or  other  information,  the  fDt 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insuffii' 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  furthr 
vestigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI.  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI.  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg . three  or  lour  times  dail 
Intramuscular:  5 to  10  mg. ( 1 or  2 ml.)  two  or  three  times  daily.  Intramus i* 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications 
use  when  administered  in  recommended  doses  Should  not  be  given  immi! 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypoten 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likel 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  h. 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycarma 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash 
pears  the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  rea 
with  isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  refut 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hyf  r 
Sion  and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  do 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  n 
mended  Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitat 
tervals  may  be  employed. 

Supplied:  Tablets.  10  mg.,  bottles  of  100.  1000.  5000  and  Unit  Dose.  Tab 
20  mg.,  bottles  of  100.  500.  1000.  5000  and  Unit  Dose.  Injection.  10  mg 
2 ml.  ampul,  box  of  six  2 ml.  ampuls 

U S Pat  No  3.056.8 

VASODILAN 

(EOXSUPRirf  HCI 

20-mg  tablets 


PHARMACEUTICAL  DIVISION 

O tB7*  MEAD  JOHNSON  A COMPANY  . CVANSVILUK,  INDIANA  477*1  U • A MJ 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 


YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Omaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service 
2022  Avenue  A 
Kearney,  Nebraska  68847 
(308)  237-7297 

Beltone  Hearing  Aid  Service 
2716  Cheyenne  Street 
Columbus,  Nebraska  68601 
(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
1004  West  5th  Street 
North  Platte,  Nebraska  69101 
(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  13th  Street 
Lincoln,  Nebraska  68508 
(402)  432-6265 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


® 


IN  NEBRASKA 


Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 


Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  President 

Russell  L.  Gorthey,  M.D.,  Lincoln President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  John  D.  Coe,  M.D.,  Omaha 
AMA  Alternate  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  Central  Medical  Conference  — Dwaine  J.  Peetz,  M.D.,  Neligh 


BOARD  OF  DIRECTORS 


Charles  W.  Landgraf,  Jr.,  M.D.,  Chm Hastings 

Russell  L.  Gorthey,  M.D.,  Vice-Chm Lincoln 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Houtz  G.  Steenburg,  M.D Hastings 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Carlyle  E.  Wilson,  Jr.,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 
Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

R.  L.  Cassel,  M.D Omaha 

Louis  J.  Gogela,  M.D Lincoln 

Clyde  L.  Kleager,  M.D Hastings 

J.  P.  Schlichtemier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Allen  J.  Alderman,  M.D Chadron 

Patrick  E.  Clare,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

John  G.  Yost,  M.D Hastings 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 
Patrick  E.  Clare,  M.D.,  Chm Lincoln 

S.  I.  Fuenning,  M.D Lincoln 

Charles  W.  Newman,  M.D Lincoln 

John  G.  Yost,  M.D Hastings 

George  F.  Sullivan,  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY 
MEDICAL  SERVK  ES 

Richard  B.  Svehla,  M.D.,  Chm Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

Kenneth  F.  Kimball,  M.D Kearney 

Dean  A.  McGee,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & 

CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

John  W.  Goidkrand,  M.D Omaha 

Glenn  L.  Haswell,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

William  L.  Rumbolz,  M.D Omaha 


SCIENTIFIC  SESSIONS  COMMITTEE 


Geneva 
Hastings 
Lincoln 
Scottsbluff 
Omaha 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Carl  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

John  D.  Coe,  M.D Omaha 

William  Doering,  M.D Franklin 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

R.  F.  Sievers,  M.D Blair 


COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

John  H.  Bancroft,  M.D Kearney 

James  H.  Dunlap,  M.D Norfolk 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Arthur  L.  Smith,  Jr.,  M.D Lincoln 

R.  L.  Tollefson,  M.D Wausa 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUC.ATION 

John  W.  Smith,  M.D.,  Chm Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller,  *M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Robert  J.  Stein,  M.D Lincoln 

Paul  R.  Young,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  V'autravers,  M.D Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Leonard  J.  Chadek,  M.D West  Point 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Warren  Richard,  .M.D Hastings 

C.  N.  Sorensen.  M.D Scottsbluff 


COUNCIL  ON  PROFESSIONAL  ETHICS 

Charles  F.  Ashby,  M.D 

Russell  J.  Mclntire,  M.D,  , . 

Arthur  L.  Smith,  Jr.,  M.D.  , 

Clarence  N.  Sorensen,  M.D. 

Stanley  M.  Truhlsen,  M.D.  . 


Robert  M.  .Strvker,  M.D.,  Chm Omaha 

James  R.  Brown,  M.D Omaha 

Richard  A.  Cottingham,  M.D McCook 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


STUDY  COMMITTEE  ON  COST  AWARENESS 


Arnold  W.  Lempka,  M.D.,  Chm Omaha 

John  Bancroft,  M.D Kearney 

Rex  Haberman Omaha 

Roger  P.  Massie,  M.D Plainview 

John  T.  McGreer,  III,  M.D Lincoln 

Robert  S.  Wigton,  Jr.,  M.I) Omaha 
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A reminder 

ZYIOPRIM* 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drup  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga 
tion,  its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim'  (allopurinol)  is  intended  for 
1 treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy: 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy. with  or  without  accompanying  symptoms  of  gout. 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation. 

4 prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion. renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receivino  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels 
CONTRAINDICATIONS:  Use  in  Children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy  The  drug  should  not  be  employed  in  nursing 
mothers 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens- Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim.  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
Idiopathic  hemochromatosis. 

in  patients  receiving  Purinethof*  (mercapto- 
purine)  or  imuran^  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyfoprim  per  day 
wifi  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usuai  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnoi  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  o1  Childbearing  Age 
Zyloprim'  (allopurinol)  should  be  used  In  pregnant 
women  or  women  of  childbearino  age  only  if  the  potential 
benefits  to  the  patient  are  weigned  against  the  possible 
risk  to  the  fetus 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy, 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported 
In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  “Toxic” 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent:  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yii  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000: 300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  mr  local  B W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML 
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For  hemorrhoids 
and  other 

anorectal  conditions 


External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis  Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rx  only 


Prescribe 

Anusol-HC 

Suppositories/Cream 

for  symptomatic  relief 

• Effectively  reduces  inflammation  and  edema 

• Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidol  Suppositories 

ANUSOL-HC’  CREAM 

Rectal  Creom  with  Hydrocortisone  Acetate 

CAUTION:  Federal  low  prohibits  dispensing  without 

prescription. 

Description:  Eoch  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10  0 mg,  bismuth  subgallote, 

2 25%.  bismuth  resorcin  compound,  I 75%,  benzyl 
benzoate,  I 2%,  Peruvian  bolsom,  I 8%,  zinc  oxide, 

1 1 0%,  olso  contains  the  following  inoctive  ingredients 
bismuth  subiodide,  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  bose 
Each  gram  of  Anusol-HC  Creom  contains 
hydrocortisone  ocetote,  5 0 mg,  bismuth  subgallote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg,  benzyl 
benzoote,  12  0 mg,  Peruvian  bolsom,  18  0 mg,  zinc 
oxide,  1 1 0 0 mg,  olso  contains  the  following  inocfive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylporaben,  methylparoben,  polysorbote  60  and 
sorbildh  monosfearote  in  a wofer-miscible  bose  of 
mineral  oil,  glyceryl  sleoroleond  woler 
Indications:  Anusol-HC  Suppositories  ond  Anusol-HC 
Creom  are  adjunctive  therapy  for  the  symptomatic  relief  of 
pom  and  discomfort  in  extemol  ond  internol 
hemorrhoids,  proctitis,  papillitis,  cryptitis,  onol  fissures, 
incomplete  fistulos  ond  relief  of  local  pom  ond  discomfort 
following  anorectal  surgery 


Anusol-HC  Cream  is  also  indicated  lor  pruritus  am 
Anusol-HC  IS  especially  indicated  when  inflammation 
IS  present  After  ocute  symptoms  subside,  most  patients 
can  be  maintained  on  regular  Anusol’  Suppositories  or 
Ointment 

Conttalndlcatlons:  Anusol-HC*  Suppositories  ond 
Anusol-HC’  Cream  ore  conlraindicoled  in  those  patients 
with  0 history  of  hypersensitivity  to  ony  of  the  components 
of  the  preparation 

Wornings:  The  safe  use  of  fopical  steroids  dunng 
pregnoncy  has  hot  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  oreas,  in  lorge  amounts,  or  lor  prolonged 
periods  of  time 

Precautions:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treolmeni  If  imfation  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  ond  appropriate  therapy  instituted 
In  the  presence  of  on  infection  the  use  of  an  oppropriote 
antifungal  or  onlibocleriol  agent  should  be  instituted  If  a 
lovoroble  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  odequotely  controlled 
Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  ocetote  in  children  and  Infants 
Anusol-HC  IS  not  lor  ophthalmic  use 
Dosage  ond  Administiotlon:  Anusol-HC 
Supposilories-Adults  Remove  foil  wrapper  and  insert 
suppository  into  the  anus  One  suppository  in  the  morning 


ond  one  at  bedtime,  for  3 to  6 doys  or  until  inflommalion 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Creom— Adults  After  gentle  bothing  and 
drying  of  the  anal  area,  remove  tube  cop  ond  opply  to  the 
exterior  surface  and  gently  rub  In  For  internal  use,  altoch 
the  plastic  applicator  and  insert  into  the  onus  by  opplying 
gentle  continuous  pressure  Then  squeeze  the  lube  to 
deliver  medication  Cream  should  be  opplied  3 or  4 limes 
a doy  for  3 to  6 days  until  inltammolion  subsides  Then 
mointain  potieni  comfort  with  regular  Anusol  Ointment 
NOTE  If  staining  from  either  of  the  obove  products 
occurs,  the  sloin  may  be  removed  from  tobric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0047-00891 2)  and  24  (N  0047-0089-24),  In  silver 
foil  strips  with  Anusol-HC  W 'C  printed  in  block 
Anusol-HC  Creom-one-ounce  tube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Stare  between  15°-30”  C (59"  86'  F ) 

Full  informokon  is  available  on  request 

warner/Chilcott 

Division  Wamer-Lamberl  Company 
Moms  Plains,  N J 07950 
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brand  of 


dih^tidine 


How  Supplied:  **i| 

Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutioriial  Jise  only). 
Injection,  300  mg./ 2 ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 

both  in  packages  of  10.  . ^ ' 


Sl^  LAB  CO. 


a SmithKIine  company 


.in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


•This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl' 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Iniection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Bnel  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classihcation  of  the  less-than-eftective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  ol  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with.  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  ol 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur, 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia;  palpitations; 
mydriasis,  cycloplegia,  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia, nausea;  vomiting;  impotence,  suppression  ot  lactation;  con- 
stipation. bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DDSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  '/; 
teaspoonlul  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily,  Bentyl  Injection:  Adults  2 ml,  (20  mg.)  every  four  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  ol  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October.  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC  , Swiltwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  ol  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215.  US  A 


What  Shall  We  Teach  Undergraduates?  — 

V.  Wright  et  al  (Univ  Dept  of  Medicine, 
General  Infirmary,  Leeds,  England)  Br  Med 
J 1:805-807  (Mar  24)  1979. 

The  opinions  of  600  randomly  selected 
doctors  on  what  should  be  taught  to  under- 
graduates in  clinical  years  were  analyzed.  The 
respondents  gave  a high  priority  to  general 
medicine,  pediatrics,  general  surgery,  casualty, 
and  gynecology,  but  a low  priority  to  forensic 
medicine,  plastic  surgery,  radiotherapy,  an- 
esthetics, radiology,  and  rehabilitation  medi- 
cine. Doctors  thought  that  these  should  be 
taught  to  postgraduates.  The  two  major 
groupings  of  doctors  — general  practitioners 
and  consultants  — gave  essentially  the  same 
priorities.  Undergraduate  curricula  cannot 
include  all  major  specialties,  so  this  analysis 
may  provide  a useful  basis  for  selecting  the 
most  suitable  subjects.  Criteria  for  including 
other  specialties  might  be  the  ability  and 
enthusiasm  of  the  teachers  and  well-thought- 
out  and  academically  sound  teaching  pro- 
grams. 


Comparative  Risk  of  Operation  and  Ex- 
pectant Management  for  Carotid  Artery 
Disease  — H.  West  et  al  ( W.  S.  Moore, 
Univ  of  Arizona  Health  Sciences  Center, 
Tucson,  AZ  85724)  Stroke  10:117-121 
(Mar- Apr)  1979. 

The  surgical  literature  for  carotid  endar- 
terectomy (1968-1977)  shows  that  the  average 
incidence  of  perioperative  stroke  and  death  is 
9.1%.  The  surgical  results  show  a range  in 
permanent  neurologic  morbidity  from  0.8%  to 
27%,  and  a range  in  surgical  mortality  from  0% 
to  11.2%.  The  vascular  surgery  registry  at  the 
San  Francisco  VA  Hospital  (1967-1975)  lists 
147  consecutive  patients  who  had  186  carotid 
endarterectomies  in  92  patients  with  no  deaths 
(0%),  one  stroke  (0.9%),  and  one  transient 
ischemic  attack  (0.9%).  Depending  on  which 
surgical  series  is  selected  as  a basis  for 
comparison,  results  can  be  used  to  justify 
either  surgical  or  nonsurgical  therapy.  Data 
from  other  centers  that  perform  large  volumes 
of  vascular  surgery  indicate  that  in  the 
appropriate  setting  carotid  endarterectomy 
can  substantially  reduce  the  risk  of  permanent 
neurologic  deficit  or  mortality  as  compared 
with  medical  management. 


Merrell 
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WHY  DOES  MEDICINE  COST 
SO  MUCH? 

I just  paid  62  cents,  plus  tax,  for  a bar  of 
soap. 

A sweet  roll  at  one  of  our  meetings  cost  me 
67  cents. 

Gasoline  is  a dollar  a gallon,  and  climbing. 

Hamburgers  are  all  the  way  up  to  $1.90  now. 

Coffee  is  40  cents  a cup. 

I paid  42  cents  for  a small  coke. 

A short-sleeve  shirt  costs  20  dollars. 

Water  is  five  cents  a glass. 

The  telephone  company  may  charge  for 
looking  up  a number. 

Lawyers  get  contingency-fees. 

\\  hen  the  cost  of  a restaurant  dinner  went 
up,  so  did  the  ten  percent  tip  to  the  waitress. 
Raising  the  tip  to  15  or  20  percent  was 
suggested  by  someone  w'ho  didn’t  understand 
arithmetic. 

Candy  bars  are  25  cents  and  30  cents,  and 
getting  smaller. 

Ground  beef  costs  more  than  steak  did  a 
little  while  ago. 

The  dollar  is  more  like  half  a dollar;  silver 
dollars  look  like  quarters,  don’t  they? 

One  scoop  of  ice  cream  costs  40  cents. 

A four-cylinder  car  costs  over  $7,000. 

When  a critic  says  medicine,  he  often  means 
the  hospital.  Hospital  charges  are  not  the 
doctor’s,  and  you  know  where  hospital  costs 
are  and  how  they  got  there. 

A doctor  just  paid  a dollar  for  a Sunday 
newspaper  that  included  a complaint  about  the 
high  cost  of  medical  care. 

-F.C. 

I’LL  DIE  ON  THE  TABLE 

Patients  sometimes  tell  you  they  won’t  live 
through  the  operation,  and  wiseacres  say  they 
are  always  right.  If  they  say  they  will  die  on  the 
table,  they  die  on  the  table;  don’t  operate  on 
these  people. 


How  do  we  know?  Has  anybody  ever 
counted  cases? 

In  anesthesiology,  we  say  pain  kills  like 
hemorrhage.  But  how  deadly  is  fear?  The  only 
way  to  tell  is  to  see  what  happens  to  these 
people  if  you  operate  on  them,  and  if  you  don’t. 
Otherwise,  you  are  not  justified  in  not 
operating  when  you  should.  And,  if  the 
patient  consents  to  surgery,  where  is  the  issue? 

And  what  of  the  fearful  anesthesiologist;  can 
his  fear  kill  the  patient? 

I have  heard  of  patients  who  said  they  would 
die  on  the  table. 

I never  saw  it  happen. 

-F.C. 

THE  HARDEST  REPORTS  TO  READ 

They’re  the  ophthalmologist’s. 

Why  don’t  the  eye  doctors  write  RE  for  right 
eye  and  LE  for  left  eye,  instead  of  OD  and  OS? 

Why  do  they  use  the  horrible  initials  OU, 
which  can  mean  oculus  uterque  or  each  eye, 
and  oculi  unitas  which  means  both  eyes.  That’s 
both  eyes  together,  I suppose;  and  I think  one 
at  a time  would  be  better. 

Then  they’re  full  of  squiggles  that  nobody 
else  can  understand. 

Only  ophthalmologists  (I  wish  they’d  change 
that  name)  can  read  ophthalmologists’  reports. 

-F.C. 


MICROEDITORIAL 

A millisomething  is  a thousandth  of  a thing, 
a micromatter  is  only  one  millionth  of  whatever 
we  are  talking  about,  and  a miniarticle  is  just  a 
little  object  and  once  applied  only  to  skirts.  I 
just  found  a milliarticle  that  dealt  with  gut 
reaction,  a word-couple  that  has  always 
irritated  me. 

But  the  author  was  only  writing  about  IgA 
production  in  the  gut  wall  by  dietary  antigens. 

I remember  some  ladies  who  were  annoyed 
when  their  guest  speaker,  known  as  a bridge 
expert,  talked  about  bridges. 

-F.C. 
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RECERTIFICATION  AND 
RELICENSURE  AND  ASSURANCE 
OF  QUALITY  MEDICAL  CARE 

Keeping  up  with  new  things  is  something  we 
all  do.  It  is  a part  of  learning,  and  learning 
includes  listening  and  reading  and  certifying. 
Once,  long  ago,  there  was  no  testing;  now  there 
is.  And  here  is  a further  suggestion  that  we  be 
recertified,  that  we  prove  that  we  keep  up  with 
what  is  new. 

There  are  5 kinds  of  recertifying.  In  one,  you 
go  to  meetings.  In  two,  you  take  examinations 
all  over  again,  as  though  you  had  just  got  out  of 
medical  school.  In  three,  you  may  be 
recertified  in  your  specialty,  and  in  four,  you 
may  lose  your  license  to  practice  medicine. 
And  in  five,  several  states  have  a requirement 
for  continuing  medical  education  as  a 
condition  of  membership  in  the  state  medical 
association. 

If  you  go  to  an  approved  school,  and 
graduate,  and  pass  licensing  examinations,  and 
specialty  tests,  too,  it  was  always  assumed  that 
you  will  be  a good  doctor,  and  that  includes 
keeping  up. 

In  this  issue  of  the  Journal,  you  will  find  a 
document  called  Assurance  of  Quality  Medical 
Care  by  the  Medical  Profession.  Read  it;  it’s 
Nebraska’s.  And  I have  added  bits  of 
information  from  England,  Canada,  specialty 
boards,  and  from  another  state;  read  them,  too. 
They  were  found  by  me,  and  they  are  reprinted 
with  permission  from  authors  and  journals. 

If  these  things  are  thrust  upon  us,  I wonder 
about  grandfather  clauses  and  regarding  our 
contractural  arrangements  with  the  state  and 
with  specialty  boards;  can  they  take  away 
what,  it  was  implied,  they  could  never  take 
away? 


Until  it  is  proven  that  requiring  continuing 
education  makes  for  better  doctors,  I am 
informed  that  only  then  will  the  Nebraska 
Board  of  Examiners  in  Medicine  and  Surgery 
make  it  mandatory  for  relicensure,  as  some 
other  states  have  done. 

-F.C. 

OPINIONS 

Shavian  doctor-critics  are  fond  of  saying 
that  the  doctor  says  you  need  an  operation, 
and  then  the  doctor  does  the  operation.  They 
tell  you  that  gallbladders  and  wombs  come  out 
oftener  here  than  where  they  have  national 
health  service,  where  one  doctor  diagnoses  and 
another  operates.  But  if  fault-finders  feel  then 
that  we  take  out  too  many  uteruses,  we  may  as 
easily  conclude  that  the  British  take  out  too 
few. 

Now  the  government  wants  us  to  advertise. 
But  just  look  at  the  advertisers.  You  need  a 
new  automobile,  they  tell  us;  the  joy  of  living 
will  be  yours,  you  will  enjoy  the  ambience 
(that’s  what  they  said),  you  will  somehow  be 
happier  if  you  buy  this  new  car,  and  guess  who 
will  sell  it  to  you.  Of  course,  you  can  get 
another  opinion  if  you  go  to  another  dealer,  but 
they  will  all  tell  you  you  need  a new  car.  Or  a 
television  set,  or  a house,  or  anything. 

You  need  a motor  tune-up,  my  garage 
mechanic  said;  and  guess  who  will  tune  up  my 
motor?  You  can’t  afford  to  miss  reading  our 
magazine,  says  the  magazine  ad,  and  you  don’t 
need  a second  opinion. 

Conclusion:  1.  Nobody  else  has  second 
opinions. 

2.  We  always  had  second 
opinions.  You  could  always  ask  another  doctor 
what  he  thought.  We  called  it  consultation. 

— F.C. 
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My  Specialty:  Hematology 


The  section  entitled  “Diseases  of 
the  Blood  and  Ductless 
Glands”  in  my  edition  of 
William  Osier’s  text,  The  Principles  and 
Practice  of  Medicine  (1909)  is  55  pages  long. 
By  contrast,  Williams’  textbook  of  Hematology 
(1977)  is  1663  pages  in  length.  The  growth  of 
knowledge  in  hematology  in  the  past  70  years 
thus  mirrors  that  of  medicine  itself, 
itself. 

Historically,  early  reference  to  the  man- 
agement of  blood  disorders  is  found  in  the 
Babylonian  Talmud.  In  the  5th  century  A.D.,  it 
was  recommended  that  if  two  male  children 
had  died  of  bleeding  after  circumcision,  the 
third  must  not  be  circumcised.  The  modern  era 
of  hematology  began  with  the  development  of 
the  microscope.  Although  Leeuwenhoek  had 
observed  erythrocytes,  his  instrument  only 
magnified  about  300  times.  More  effective 
microscopy  did  not  occur  until  1826  when 
Joseph  Lister,  a wine  merchant  and  the  father 
of  Lord  Lister,  devised  a combination  of  lenses 
in  which  the  aberration  of  one  lens  was 
neutralized  by  a second.  The  following  year 
Lister  and  Thomas  Hodgkin  published  a paper 
entitled  “Microscopical  Observation  of  the 
Blood  and  Animal  Tissues”  and  the  era  of 
descriptive  morphology  of  the  blood  began.  A 
second  era  in  hematology  occurred  in  the  late 
1920s  with  the  scientific  management  of 
anemias  (e.g.  pernicious  anemia).  Finally  the 
modern  era  of  molecular  biology,  biochemistry, 
and  electron  microscopy  produced  a host  of 
fundamental  observations  leading  to  advances 
in  the  understanding  and  management  of 
blood  disorders. 

My  interest  in  hematology  arose  over  twenty 
years  ago.  As  a resident  in  internal  medicine  I 
worked  with  Richard  Lellehei’s  group  in  the 
study  of  vasoactive  amines  in  gram  negative 
sepsis.  We  observed  severe  thrombocytopenia, 
platelet  aggregation,  and  serotonin  release 
associated  with  single  injections  of  E.  coli 


RICHARD  B.  DAVIS,  M.D. 

Professor  of  Medicine  and  Pathology 

Director,  Hematology  Division 

University  of  Nebraska  Medical  Center,  Omaha 

endotoxin,  an  unexpected  observation  which 
led  to  my  continuing  interest  in  blood  plate- 
lets, blood  coagulation,  and  hematology. 

To  be  eligible  for  certification  in  adult 
hematology  one  must  complete  three  years  of 
residency  in  internal  medicine,  two  years  in  an 
approved  fellowship  program,  and  pass  the 
certification  examination.  Eligibility  for  joint 
certification  in  pediatric  hematology-oncology 
is  possible  after  three  years  of  general 
pediatrics  and  two  years  in  a fellowship 
program. 

Recently  major  advances  have  been 
made  in  the  clinical  management  of  blood 
diseases,  especially  in  inherited  coagulation 
disorders,  lymphomas,  and  the  acute  leu- 
kemias, and  new  developments  continue  at  a 
rapid  pace.  Hematology  is  a pleuralistic 
specialty,  and  the  clinical  hematologist  has 
significant  interaction  with  several  disciplines, 
notably  pathology,  medical  oncology,  and 
cardiology  (thrombosis,  fibrinolysis).  Instru- 
mentation plays  only  a minor  role  in  clinical 
hematology,  for  marrow  aspiration  and  biopsy 
are  the  only  special  procedures  usually  done 
by  the  hematologist. 

Hematology  is  exciting  and  intellectually 
challenging  because  it  provides  a bridge 
between  basic  science  and  clinical  medicine. 
The  “tissue”  is  readily  accessible  for  study, 
thus  is  possible  to  observe  and  correlate 
biochemical,  morphologic  (including  ultra- 
structure), and  clinical  changes  in  health  and 
disease  on  a continuing  basis. 
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ORIGINAL  ARTICLES 


A Volunteer  Librarian's  Progress 


“To  study  the  phenomena  of  disease 
without  books  is  to  sail  an  unchartered  sea; 
while  to  study  books  without  patients  is  not 
to  go  to  sea  at  all.”  Osier 


I WAS  introduced  to  the  Li- 
brary of  Medicine  of  the  Col- 
lege of  Medicine  of  the  Uni- 
versity of  Nebraska  just  57  years  ago  in 
September  1921,  when  I enrolled  as  a 
freshman  in  the  College  of  Medicine.  The 
predecessor  of  the  University  of  Nebraska 
College  of  Medicine  was  the  Omaha  Medical 
College  which  was  chartered  in  1880.  After 
one  year  of  trial  teaching,  it  officially  began 
its  career  as  a School  of  Medicine  in  1881. 
The  College  utilized  a smedl  frame  building  at 
11th  and  Mason  Street  for  some  of  its 
teaching,  and  space  was  provided  for  a 
Library,  with  books  being  contributed  by 
members  of  the  faculty.  The  College  moved 
from  11th  and  Mason  Street  to  12th  and 
Pacific  in  1886,  and  a reading  room,  not  very 
comfortably  equipped,  was  provided  and 
probably  represented  the  Library  at  that 
time. 

The  Omaha  Medical  College  became  the 
Medical  Department  of  the  University  of 
Nebraska  in  1902  and  moved  to  42nd  and 
Dewey  Avenue  in  1913  when  the  north 
building,  now  known  as  Poynter  Hall,  was 
completed.  The  Library  was  then  located 
adjacent  to  the  Office  of  the  Professor  of 
Anatomy.  For  the  first  time,  a full  time 
Librarian  was  employed. 

The  first  unit  of  the  University  Hospital 
was  built  in  1917  (cost  $100,000)  and  in  1917 
the  Library  was  moved  from  the  north 
building  to  an  area  in  the  Hospital.  It  was  in 
this  particular  location  that  I received  my 
introduction  to  the  Library. 

As  a sophomore  at  the  University  of 
Nebraska  College  of  Medicine  in  1922-23,  I 
was  fortunate  in  being  able  to  obtain  a job  as 
the  night  librarian  at  the  Medical  College 
Library.  I worked  from  7 in  the  evening  until 
10,  about  3-4  nights  a week,  for  35c  per  hour. 
At  that  time,  the  Library  was  housed  in  the 
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first  unit  of  the  University  Hospital  and 
occupied  an  area  of  about  800  to  1,000  square 
feet.  The  reading  areas  were  small,  the 
stacks  were  not  many,  and  the  rare  book 
collection  was  housed  in  a single  locked 
bookcase. 

At  the  end  of  my  sophomore  year,  I 
transferred  from  the  University  of  Nebraska 
College  of  Medicine  to  the  School  of  Medicine 
at  the  University  of  Pennsylvania  in  Phila- 
delphia and  received  my  degree  of  Medicine 
from  Pennsylvania  in  1925.  After  five  years 
of  postgraduate  training,  I returned  to 
Omaha  in  December  of  1930  and  entered  the 
private  practice  of  Obstetrics  and  Gyne- 
cology. In  1931,  I received  an  appointment  to 
the  volunteer  teaching  staff  of  the  Medical 
College  with  the  designation  of  Clinical 
Assistant  in  Obstetrics  and  Gynecology.  I 
began  to  do  some  reading  and  studying  in 
the  then  new,  but  temporary  quarters  of  the 
Library,  for  the  Library  had  been  moved  in 
1927  from  its  temporary  quarters  in  the  first 
unit  of  the  University  Hospital  to  new 
temporary  quarters  in  the  second  unit.  These 
were  considerably  larger  than  the  old  ones 
as  there  was  one  floor  for  reference  and 
reading,  and  below  that,  there  were  two 
floors  of  stacks. 

By  1950,  the  Library,  still  in  temporary 
quarters,  had  completely  outgrown  its  physi- 
cal space  and  study  tables  were  used  for 
bookshelves.  It  became  necessary  to  store 
some  of  the  Library  materials  in  basement 
areas  scattered  throughout  the  campus.  In 
the  late  1950s,  I was  appointed  a member  of 
the  Library  Committee.  The  function  of  the 
Committee  at  that  time  was  to  act  upon 
requests  for  purchase  of  periodicals  and 
books  and  to  keep  the  expenditures  for  those 
two  items  within  the  allowed  budgets. 
However,  other  problems  were  informally 
discussed.  In  the  early  1960s,  the  principal 
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ones  were  the  inadequacies  of  the  physical 
plant,  the  plans  for  a new  building,  the 
procedures  needed  to  procure  funding  for  a 
new  building,  and  the  problems  of  obtaining 
an  increased  budget  for  the  operation  of  the 
Library. 

The  Board  of  Regents  had  given  permis- 
sion to  the  Medical  Center  to  undertake  the 
project  of  architectural  design  of  a perma- 
nent home  for  the  Library.  Bernice  Hetzner, 
who  was  the  Director  of  the  Library  at  that 
time,  acted  as  the  University  of  Nebraska 
College  of  Medicine  consultant  to  the  project, 
and  many  of  the  unique  features  of  the 
present  Library  are  the  result  of  her  studies, 
suggestions,  and  advice.  It  became  apparent 
that  the  monies  available  were  insufficient  to 
build  and  equip  a library  as  planned  and  that 
it  would  be  necessary  to  raise,  in  addition  to 
monies  provided  by  the  University  and  State 
Legislature,  an  additional  $300,000  from 
private  sources  to  ensure  matching  funds 
necessary  to  meet  the  requirements  of  the 
proposed  governmental  funds  to  be  provided 
by  the  Medical  Library  Assistance  Act.  A 
capital  fund  drive  was  proposed  to  be 
directed  towards  the  alumni  of  the  College  of 
Medicine  and  the  friends  of  the  University, 
and  the  fund  drive  was  to  be  undertaken  by 
the  University  of  Nebraska  Medical  College 
Alumni  Association,  the  goal  was  increased 
from  $300,000  to  $350,000,  and  I was  drafted 
as  the  Chairman  of  the  Fund  Raising 
Committee. 

The  present  Library  of  Medicine  was 
constructed  in  1968-1970  and  was  occupied  in 
the  summer  of  1970.  Its  construction  was 
financed  through  resources  from  the  Medical 
Library  Assistance  Act  of  the  United  States 
Government,  from  the  Capital  Construction 
Funds  of  the  University  provided  by  the 
State  Legislature,  and  from  private  sources. 
The  Library  occupies  three  floors  of  space, 
and  each  floor  has  approximately  25,000 
square  feet;  it  has  162,404  bound  volumes 
and  many  thousands  of  unbound  material  on 
its  stacks,  it  functions  14  hours  a day  and 
requires  57  employees,  and  emergency  ac- 
cess to  the  Library  is  available  with  a 
designated  staff  member  on  call.  The  Library 
subscribes  to  3,064  periodicals  and  reviews 
per  year,  it  serves  the  1,603  students,  the 
293  house  officers,  and  536  full  time  medical 


staff,  and  the  1,300  volunteer  staff  on  the 
Campus;  it  has  367  individual  study  areas 
which  frequently  are  occupied  not  only  by 
the  people  on  this  Campus  but  by  students 
and/or  faculty  from  Creighton  University, 
from  the  University  of  Nebraska  at  Omaha, 
and  the  other  schools  teaching  the  Allied 
Health  Sciences  in  the  Omaha  area. 

The  Medical  Center  Library  was  chosen  by 
the  National  Library  of  Medicine  in  Washing- 
ton, D.C.  to  be  its  outlet  for  a seven  state 
area  consisting  of:  Nebraska,  Missouri,  Kan- 
sas, Colorado,  Utah,  Wyoming,  and  South 
Dakota.  For  the  purpose  of  the  National 
Library  of  Medicine,  the  Library  is  known  as 
the  Midcontinent  Library. 

The  Library  budget  is  approximately 
$900,000  this  year.  The  Library  will  receive 
$700,000  this  year  from  the  University 
budget  granted  by  the  State  Legislature, 
$190,000  from  the  National  Library  of  Medi- 
cine to  fulfill  its  contract  with  the  National 
Library  of  Medicine,  and  $10,000  to  $12,000 
from  Library  EndowmentvFunds. 

During  its  long  history  of  some  97  years, 
the  Library  has  received  gifts  from  private 
sources  of  money,  books  (both  current  and 
rare),  artifacts,  and  other  library  and  non- 
library materials.  The  Alumni  Association  of 
the  College  of  Medicine  has  provided  in  the 
last  three  years  over  $10,000  to  the  Library 
for  purchases  of  equipment  needed  to  facili- 
tate Library  services.  The  Library  was  also 
fortunate  in  being  able  to  obtain  the  collec- 
tion of  the  late  Dr.  H.  W.  Orr  of  Lincoln  who 
had  assembled  a large  collection  of  books 
relating  to  surgery.  At  his  death,  he  had 
willed  his  collection  to  the  Library  of  the 
American  College  of  Surgeons.  Dr.  Charles 
McLaughlin  convinced  the  Board  of  Regents 
of  the  College  to  place  the  Orr  Collection  on 
permanent  loan  at  the  University  of  Nebras- 
ka Medical  Center  Library  and  to  assist  in 
the  maintenance  of  the  collection  with  an 
annual  stipend  from  an  endowment  given  to 
the  American  College  of  Surgeons  for  that 
particular  purpose. 

The  Library  is  an  operation  of  no  small 
size,  that  its  operation  and  management 
requires  directors  who  are  not  only  aca- 
demicians in  their  chosen  field  of  Library 
Sciences  related  to  medicine  but  who  are 
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also  well  trained  in  management  and  public 
relations.  We  have  been  fortunate  at  the 
Medical  Center  in  obtaining  excellent  di- 
rectors over  the  years.  Our  directors  since 
1927  have  been:  Madeline  Hillis,  R.  Moe, 
Bernice  Hetzner,  David  Bishop,  and  our 
present  Director  Robert  Braude. 

My  efforts  in  the  Library  have  been 
directed  towards  the  improvement  of  what 
we  have,  the  obtaining  of  what  we  have  not, 
the  installation  of  methods  of  transmitting 
the  medical  information  of  the  Library  to 
areas  beyond  the  setting  of  the  Library,  and 
to  attempt  to  develop  in  the  medical  student 
an  interest  in  the  Library  both  as  a source  of 
knowledge  and  hopefully  as  2ui  area  of 
support  for  his  future  contributions  to  medi- 
cal education.  The  public  institutions  of 
education  and  higher  learning  cannot  reach 
or  maintain  a high  level  of  education  without 
the  assistance  of  monies  from  private 
sources.  It  is  these  monies  from  private 
foundations  and  individuals  that  add  that 
little  touch  of  excellence  to  a teaching 
program  that  transforms  a good  University 
to  a great  University.  It  is  the  contributions 
of  the  alumni  of  the  University  of  Nebraska 
College  of  Medicine  and  the  other  Schools  on 
the  campus,  as  well  as  the  gifts  from 
foundations  and  friends  of  the  Library,  that 
will  enable  the  Library  at  the  University  of 
Nebraska  Medical  Center  to  acquire,  main- 
tain, and  deliver  to  the  members  of  the 
health  science  profession  in  Nebraska  and  its 
surrounding  area  services  which  are  over 
and  above  those  usually  rendered. 

In  order  to  express  my  appreciation  of  the 
honor  that  the  University  has  conferred  upon 
me  and  my  family  by  naming  the  Medical 
Center  Library  the  Leon  S.  McGoogan 
Library,  I would  like  to  present  to  the 
Medical  Center  Library  this  small  book 
entitled  CASTEL  OF  HEALTH.  It  is  a 
remarkable  and  unique  book  for  several 
reasons.  It  was  written  by  Sir  Thomas  Elyot, 
a layman,  and  a high  official  in  the  Court  of 


King  Henry  VIII,  a friend  of  Thomas 
Cromwell  and  of  Thomas  Moore.  Elyot  has  a 
very  extensive  classical  education  and  an 
excellent  background  in  classical  medicine. 
He  believed  that  the  English  language 
needed  to  be  given  greater  precedence  in 
scientific  writings,  so  he  wrote  this  book  in 
the  English  vernacular  of  the  day,  and  it  is 
an  example  of  the  very  early  scientific 
writing  in  English.  The  subject  matter  of  the 
book  introduces  a plan  for  the  ordinary 
person  to  maintain  their  health  and  lists 
many  home  remedies  of  the  day.  The 
purpose  of  the  book  is  stated  on  the  front 
piece  of  the  second  edition  and  I quote, 
“THE  CASTEL  OF  HEALTH,  gathered  and 
made  by  Sir  Thomas  Elyot,  Knight,  out  of  the 
Chief  Authors  of  Physike,  whereby  every 
man  may  know  the  state  of  his  body,  the 
preservation  of  healthe,  and  how  to  instruct 
even  his  physician  in  sickness  that  he  be  not 
deceived  ...” 

The  first  edition  appeared  in  1534  of  which 
there  is  no  known  copy  extant.  The  second 
edition  appeared  in  1539  with  the  third 
edition,  of  which  this  is  a copy,  published  in 
1541. 

I would  like  to  express  my  thanks  to  the 
Board  of  Regents  of  the  University  of 
Nebraska  for  their  action  of  changing  the 
name  of  the  Library  from  the  Medicad  Center 
Library  to  the  Leon  S.  McGoogan  Library  of 
Medicine,  a great  honor  for  me  and  my 
family.  I would  also  like  to  express  my  warm 
gratitude  and  thanks  to  the  members  of  a 
self-appointed  committee  who  made  all  the 
arrangements  for  this  marvelous  evening  and 
to  all  of  my  friends  that  are  here  who  have 
taken  an  evening  away  from  their  homes  to 
celebrate  this  evening  with  us.  I shall 
continue  to  serve  the  Library  as  I can  in 
order  that  it  may  continually  improve  and 
expand  its  teaching  services  to  the  members 
of  the  various  Health  Professions  throughout 
the  Omaha  and  State  of  Nebraska  areas  so 
that  the  health  and  well-being  of  all  the 
citizens  of  those  areas  will  be  improved. 
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Advanced  Trauma  Lite  Support  Course, 
An  Improvement  in  Rural  Trauma  Care 


Because  the  initial  care  and 
assessment  of  the  severely 
injured  patient  is  important  in 
reducing  the  morbidity  and  trauma  related 
mortality  in  the  United  States,  a new  look  at 
trauma  education  was  needed.  With  this  in 
mind,  a method  of  educating  rural  physicians 
and  second  career  emergency  physicians  in 
the  management  of  trauma  patients  was 
developed.  In  1977,  an  Advanced  Trauma 
Life  Support  (ATLS)  Course  was  developed 
by  the  Southeast  Nebraska  Emergency 
Medical  Services  under  the  author’s  direc- 
tion. This  ATLS  Course  was  designed  to 
teach  primary  care  and  emergency  phy- 
sicians those  acute  life  saving  techniques  and 
stabilization  procedures  necessary  in  the  first 
hour  of  trauma  management. 

Materials  and  method 

The  basic  format  of  the  Advanced  Trauma 
Life  Support  (ATLS)  Course  is  similar  to  the 
Advanced  Cardiac  Life  Support  (ACLS) 
Course.  The  ATLS  Course  is  a 16  hour 
course  presented  over  2 days  and  is  directed 
to  the  primary  care  physician  involved  in 
trauma  care.  The  course  is  most  effective 
with  a low  student  to  faculty  ratio,  and  12 
physician  students  to  6 course  instructors 
appears  optimal. 

The  ATLS  Course  consists  of  nine  lectures 
and  10  skill  stations.  The  lecture  topics 
include  initial  assessment  and  triage,  thoracic 
trauma,  shock,  abdominal  trauma,  head 
trauma,  spine  and  spinal  cord  trauma,  ex- 
tremity trauma,  burns,  and  stabilization  and 
transport.  Each  lecture  was  written  and 
presented  by  a recognized  specialist  in  his 
field.  Perhaps  the  most  unique  part  of  the 
ATLS  Course  is  the  10  skill  stations  where 
practical  laying  on  of  the  hands  techniques 
are  taught  by  the  faculty  and  developed  to  a 
competent  level  by  the  student.  These  skills 
teach  life  saving  techniques  such  as  tube 
thoracostomy,  pericardiocentesis,  cricothy- 
roidotomy,  peritoneal  lavage,  application  of 
anti-shock  garments,  application  of  splints 
and  spinal  boards,  trauma  problem  solving 
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by  x-ray  interpretation  and  patient  assess- 
ment, intravenous  life  line  techniques,  endo- 
tracheal intubation,  and  airway  maintenance. 

The  student  is  given  three  or  four  lectures 
and  subsequently  is  taught  the  life  saving 
techniques  as  they  apply  to  that  topic: 
thoracic  trauma-closed  tube  thoracostomy, 
pericardiocentesis,  cricothyroidotomy.  In 
order  to  complete  the  course  successfully, 
the  student  must  demonstrate  to  the  facul- 
ty’s satisfaction  that  he  or  she  will  be  able  to 
perform  these  life  saving  techniques  when 
clinically  indicated  in  the  prescribed  time  and 
manner. 

The  development  of  the  life  saving  skills 
for  the  student  is  difficult.  Satisfactory 
models  are  not  yet  available  to  instruct 
students  in  the  feel  of  a chest  tube  insertion, 
pericardiocentesis,  peritoneal  lavage  or  crico- 
thyroidotomy. Standardly  anesthesized,  ven- 
tilated, mongrel  dogs  in  a laboratory  setting 
are  used  in  order  to  allow  the  students  to 
master  these  skills. 

The  intravenous,  airway,  and  intubation 
stations  are  identical  to  the  ACLS  Course.' 
Perhaps  the  most  demanding  yet  most 
rewarding  skill  station  is  that  of  assessment 
and  triage  of  multiple  injured  patients.  A 
multiple  injured  patient  with  appropriate 
moulage  is  presented  to  the  student  for  his 
assessment.  The  student  receives  the  case 
history  and  appropriate  physical  findings  and 
the  patient  is  instructed  to  vigorously  par- 
ticipate in  acting  out  his  injuries.  Within  a 
specified  period  of  time  and  in  the  prescribed 
manner  the  student  must  order  and  interpret 
the  appropriate  lab  studies  and  x-rays  and 
perform  the  appropriate  and  proper  life 
saving  techniques  less  the  patient  will  suc- 
cumb to  his  injuries. 

The  final  segment  of  the  ATLS  Course 
deals  with  stabilization  and  transportation  of 
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the  multiple  injured  patient  from  the  pri- 
mary care  hospital  to  the  secondary  or 
tertiary  facility.  This  aspect  of  the  course  is 
equally  as  important  as  the  teaching  of  life 
saving  skills.  All  too  often,  a trauma  patient 
is  properly  managed  in  the  hospital  or 
Emergency  Room  but  is  all  but  forgotten 
during  his  transportation  to  the  definitive 
hospital. 

Discussion 

Since  the  original  inception  of  ATLS 
Course  in  1977,  it  has  been  modified  and 
revised  on  several  occasions.  Initially,  the 
ATLS  Course  was  presented  to  the  phy- 
sicians of  southeast  Nebraska.  Then  through 
the  combined  efforts  of  the  Southeast  Ne- 
braska EMS,  the  University  of  Nebraska 
College  of  Medicine,  the  American  College  of 
Surgeons  Nebraska  Committee  on  Trauma, 
and  the  Lincoln  Medical  Education  Founda- 


Unstable Angina 

STABLE  angina  and  acute  myo- 
cardial infarctions  represent 
the  two  ends  of  the  spectrum 
of  chest  pain  syndromes  due  to  myocardial 
ischemia.  There  is  a distinct  clinical  entity 
between  these  two  conditions  and  this  has 
been  obscured  by  differences  in  nomen- 
clature and  definition.  The  term  unstable 
angina  as  suggested  by  Conti  and  associates 
is  probably  the  best  descriptive  term.  The 
syndrome  of  unstable  angina  may  presage 
acute  myocardial  infarction  or  sudden  death. 
Various  studies  have  shown  that  50%  to 
60%  of  the  patients  with  acute  myocardial 
infarction  have  prodromal  chest  pain  for  1 
day  to  3 months  before  their  infarction. ' 

Deflnition 

Unstable  angina  is  defined  as  ischemic 
cardiac  pain  occurring  in  any  of  the  following 
circumstances.  2 1)  Angina  on  effort,  of 

recent  onset,  less  than  4 weeks  — Group  1. 
2)  Angina  on  effort,  with  changing  pattern, 
namely  increasing  severity,  frequency,  or 
decrease  in  exercise  tolerance  — Group  2. 
3)  Angina  at  rest  — Group  3.  Distinction 
between  nontransmural  myocardial  infarction 


tion,  a standardized  course  was  formulated  in 
1978  which  has  subsequently  been  presented 
on  several  occasions  on  a statewide  basis. 

The  response  by  the  participating  primary 
care  physicians  has  been  greatly  in  favor  of 
this  educational  format.  There  is  currently 
an  ongoing  effort  by  the  Committee  on 
Trauma  of  the  American  College  of  Surgeons 
to  develop  this  ATLS  Course  on  a national 
basis  similar  to  the  ACLS  Course.  The  effect 
of  the  development  of  the  ATLS  Course  has 
already  been  experienced  in  Nebraska. 
Severely  injured  patients  are  arriving  at  the 
definitive  care  hospital  in  a much  more 
stabilized  condition  reflecting  an  improved 
li  vel  of  primary  care. 

Reference 

1.  Carveth  CW  et  al:  Training  in  advanced  cardiac 
life  support:  JAMA  235:2311:1976. 
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and  unstable  angina  with  rest  pain  is  made 
primarily  on  the  basis  of  serum  enzymes.^  In 
patients  with  angina  at  rest  several  studies 
have  shown  that  several  minutes  before  the 
onset  of  chest  pain,  an  increase  in  heart  rate, 
blood  pressure  or  left  ventricular  diastolic 
pressure  occurred.''  One  also  cannot  definite- 
ly exclude  the  possibility  of  coronary  artery 
spasm  superimposed  on  fixed  obstruction 
causing  disparity  between  myocardial  oxygen 
supply  and  demand. 

Clinical  and  angiographic  features 

Age,  sex,  presence  of  coronary  risk  fac- 
tors, etc.  reveal  no  significant  difference  in 
patients  with  unstable  angina  from  patients 
with  stable  angina.  8%  to  10%  of  the 
patients  undergoing  cardiac  catheterization 
and  coronary  arteriography  show  no  signifi- 
cant coronary  disease.  60%  to  80%  of  the 
patients  have  two  or  three  vessel  disease. 
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More  importantly,  left  main  coronary  artery 
disease  is  found  in  10%  to  18%  of  the 
patients.  In  general,  these  angiographic 
features,  except  for  the  incidence  of  left  main 
stenosis  are  more  or  less  identical  between 
patients  with  stable  angina  and  unstable 
angina.  The  risk  of  myocardial  infarction 
during  cardiac  catheterization  varies  from 
1.3%  to  8%  and  mortality  from  0%  to  4%  in 
patients  with  unstable  angina.  This  risk, 
even  though  it  varies  from  institution  to 
institution,  still  is  higher  than  the  risk  in 
patients  with  chronic  stable  angina.  How- 
ever, in  two  recent  studies  of  patients 
undergoing  cardiac  catheterization  for  un- 
stable angina  who  were  treated  with  intra 
aortic  balloon  pump  prior  to  the  angiographic 
study,  there  was  no  morbidity  or  mortality.®^ 

Treatment:  general  principles 

1)  Group  2 and  3 patients  should  be 
admitted  to  the  hospital,  preferably  in  an 
intensive  care  unit.  2)  Precipitating  factors 
like  hypertension,  congestive  heart  failure, 
arrhythmias,  hyperthyroidism,  etc.,  should 
be  looked  for  and  corrected.  3)  Acute 
myocardial  necrosis  should  be  ruled  out  by 
serial  enzymes,  especially  in  Group  3 pa- 
tients. 4)  Oxygen  might  be  useful  during 
episodes  of  chest  pain.  5)  Anticoagulation  is 
optional  with  no  definite  proof  one  way  or 
the  other. 

Treatment  of  group  1 patients 

Group  1 patients  need  not  be  admitted  to 
the  hospital  routinely.  These  patients  should 
have  a graded  exercise  test  and  further 
management  should  depend  on  the  duration 
of  exercise,  symptoms,  hemodynamic  re- 
sponse, especially  blood  pressure  response, 
and  magnitude  of  ST  segment  changes.  If 
significant  signs  and  symptoms  appear  at  low 
levels  of  exercise  then  cardiac  catheterization 
and  coronary  arteriography  should  be  done. 
However,  if  chest  pain  or  EKG  changes 
appear  only  at  very  high  levels  of  work-load 
then  a trial  of  medical  management  with  long 
acting  nitrates  and  Propranolol  is  indicated. 

Specific  treatment  for  group  2 and  3 patients 
1)  Bedrest,  2)  long  acting  nitrates,  namely, 
sublingual  or  oral  Isordil,  chewable  sorbi- 
trate,  or  topical  nitroglycerine.  The  dosage 
should  be  adjusted  according  to  the  clinical 
response.  3)  Propranolol  could  be  started  at 


the  dose  of  20  mg  every  6 hours,  and  dosage 
gradually  increased  every  12  to  24  by  20  to 
40  mg.  4)  Digitalization  if  cardiomegaly  is 
present.  5)  If  there  is  significant  left  ventri- 
cular failure  then  hemodynamic  monitoring 
with  Swan  Ganz  catheter  followed  by  phar- 
macological unloading  with  intravenous  nitro- 
prusside  might  be  tried.  6)  If  clinical  response 
is  satisfactory  then  cardiac  catheterization 
and  coronary  arteriography  is  done.  7)  If 
clinical  response  is  not  obtained  with  medical 
management  then  intra  aortic  balloon  pump 
should  should  be  inserted  and  the  response  is 
usually  excellent. 

Prognosis  of  unstable  angina 

Many  studies  have  been  published  in  the 
literature  showing  the  natural  history  of 
unstable  angina.  There  is  wide  variation  in 
the  incidence  of  myocardial  infarction  and 
mortality.  In  the  earlier  studies  myocardial 
infarction  rate  at  3 months  varied  from  8% 
to  80%  . '•  '0  The  mortality  at  3 months 

also  varied  from  8%  to  60% . The  clinical 
relevance  of  these  studies  to  the  present 
state  of  the  art  is  questionable.  There  are 
several  serious  drawbacks  to  these  studies. 
These  include:  1)  lack  of  uniform  diagnostic 
criteria,  2)  wide  variation  in  treatment, 
3)  Beta  blockers  were  not  used  in  the 
majority  of  cases,  4)  most  of  the  patients  did 
not  have  angiographic  documentation.  Only  a 
few  randomized,  prospective  studies  have 
been  reported  in  the  literature.  The  National 
Heart  Lung  and  Blood  Institute,  in  a pro- 
spective randomized  study  involving  288 
patients,  found  no  significant  difference  in 
short  or  long  term  mortality  between  medi- 
cal and  surgical  groups. “ However,  45%  of 
the  patients  receiving  medical  treatment 
continued  to  have  angina  with  functional 
class  III-IV,  while  only  15%  of  the  surgical 
group  had  significant  angina  postoperatively. 
Bertolasi  and  associates  found  that  Group  3 
patients  did  better  with  surgical  treatment 
while  there  was  no  significant  difference 
between  medical  and  surgical  cohorts  among 
Group  2.^  The  major  drawback  of  this  study 
was  that  the  dosage  of  propranolol  used  in 
the  medical  management  was  very  low  with 
the  average  dose  being  less  than  100  mg  per 
day.  Willerson  and  associates'^  studied  27 
patients  with  unstable  angina  in  a prospec- 
tive randomized  fashion.  They  found  no 
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significant  difference  in  mortality  or  myo- 
cardial infarction  rate  between  the  two 
groups.  Selden,  in  a prospective  randomized 
study,  found  no  significant  difference  in 
acute  morbidity  or  mortality  between  pa- 
tients undergoing  surgical  and  medical  treat- 
ment.^^ Interestingly  enough,  in  this  par- 
ticular group  the  medical  group  had  5 
patients  with  left  main  coronary  artery 
disease.  In  spite  of  the  study,  the  over- 
whelming evidence  is  in  favor  of  surgical 
treatment  for  left  main  coronary  artery 
disease  in  prolonging  life.  Hultgren,  in  a 
nonrandomized  study,  found  that  the  surgical 
group  faired  better  when  long  term  mor- 
tality figures  were  considered.'^  On  the 
other  hand,  the  surgical  group  had  a higher 
early  myocardial  infarction  rate;  6%  vs  16%  . 
Levine,  et  al,  reported  the  results  of  their 
experience  in  60  patients  with  unstable 
angina.  Group  3.’  All  these  patients  were 
medical  failures  and  received  intraaortic 
balloon  pump  before  angiography  and  sur- 
gery. The  operative  mortality  was  3.3%  with 
a perioperative  infarction  rate  of  2%  . 93%  of 
the  patients  had  no  significant  angina  post- 
operatively.  Conti  and  Plotnick  reported  the 
results  of  their  followup  data  on  33  patients 
with  unstable  angina.  Group  3.'®  21  of  their 
patients  were  technically  operable  but  did 
not  receive  surgery  due  to  physician  prefer- 
ence. The  other  11  patients  were  not  ideal 
candidates  for  surgery.  Conti  found  that 
early  mortality  was  10%  in  both  groups. 
However,  the  late  mortality  was  30%  in  the 
inoperable  group  while  none  of  the  patients 
in  the  operable  group  died  after  discharge 
from  the  hospital.  Late  infarction  rate  was 
equal  in  both  groups.  As  pointed  out  in  the 
study,  comparison  between  medical  and 
surgical  treatment  should  be  made  only  if 
both  groups  are  operable  from  a technical 
standpoint.  It  is  obvious  from  his  paper  that 
operable  patients  treated  medically  have  a 
much  better  prognosis  compared  to  inoper- 
able patients. 

Conclusions 

1)  Incidence  of  myocardial  infarction  and 
death  in  unstable  angina  is  higher  than  in 


chronic  stable  angina.  However,  this  is  not  as 
high  as  was  once  thought,  especially  in  the 
earlier  studies.  2)  The  first  step  in  the 
management  is  intensive  medical  treatment 
and  stabilization  of  the  patient.  If  medical 
treatment  is  not  successful,  intra  aortic 
balloon  pump  will  be  effective  in  almost  all 
cases  in  relieving  acute  ischemic  episodes. 
3)  After  stabilization,  cardiac  catheterization 
and  coronary  arteriography  is  indicated  in  all 
patients.  It  should  be  noted  that  10%  to  18% 
of  the  patients  may  have  left  main  stenosis 
and  8%  to  10%  may  have  no  significant 
coronary  artery  disease.  4)  Emergency  car- 
diac catheterization  or  surgery  should  be 
avoided  if  possible  in  the  unstable  patient 
because  of  the  increased  risk  of  myocardial 
infarction  and  death.  5)  Surgical  therapy  is 
superior  to  medical  treatment  in  the  relief  of 
symptoms  in  the  majority  of  patients. 
6)  There  is  no  conclusive  evidence  to  support 
the  claim  that  coronary  bypass  surgery  is 
superior  to  medical  treatment  in  most  pa- 
tients with  unstable  angina  in  preventing 
myocardial  infarction  or  death  at  the  present 
time. 

Role  of  surgery  in  unstable  angina 

Surgical  treatment  has  a definite  place  in 
the  management  of  unstable  angina  in  pa- 
tients with  left  main  coronary  artery  disease 
and  for  relief  of  symptoms  especially  on  long 
term  follow-up.  Surgical  treatment  may  be 
superior  to  medical  treatment  in  certain 
subgroups  of  patients  other  than  those 
mentioned  before.  These  include  patients 
with  triple  vessel  disease  and  some  impair- 
ment of  left  ventricular  function,  and  also 
patients  with  unstable  angina,  especially 
Group  3.  Suggestive  evidence  is  available  in 
the  reports  of  the  VA  Cooperative  Study  and 
the  Argentinean  Study  respectively."  '®  With 
proper  stabilization  of  the  patient  with  in- 
tensive medical  treatment,  and  if  necessary, 
intraaortic  balloon  pump  it  is  possible  to 
reduce  the  perioperative  infarction  rate  and 
operative  mortality  significantly  and  surgery 
might  emerge  as  a better  treatment  for 
unstable  angina  in  the  future. 
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Special  Communication: 

Assurance  of  Quality  Medical  Care 
by  the  Medical  Profession 


The  goal  of  organized  medicine  and  every 
practicing  physician  is  to  deliver  quality 
medical  care  to  the  greatest  number  of 
patients  feasible.  While  this  is  a laudable  goal, 
it  is  a concept  that  medicine  has  trouble 
assessing  and  the  physician  has  trouble 
fulfilling. 

The  problems  arise  in  defining  and  ob- 
jectively assessing  quality  medical  care.  This 
problem  stems  from  many  sources.  The 
standards  for  medical  care  are  in  constant  flux. 
Medications  and  procedures  which  were  ac- 
ceptable only  a few  years  ago  may  be 
outmoded  today.  Standards  which  may  be 
routine  in  a large  city  or  university  setting  may 
be  impractical  or  impossible  in  a small 
community  hospital.  And  the  interpretation  of 
the  delivery  of  health  care  by  the  patient  and 
family  varies  markedly,  depending  upon  their 
education,  financial  status  and  religious  and 
social  backgrounds.  Some  families  care  only 
for  a reasonable,  compassionate  and  dignified 
mode  of  health  delivery  while  others  expect  a 
medical  outcome  that  is  totally  unreasonable, 
in  view  of  the  clinical  status  of  the  patient. 

The  individual  physician  faces  a different 
set  of  problems  in  his  attempt  to  deliver 
quality  medical  care.  Physicians  in  large 
practice  settings  with  a full  complement  of 
laboratory,  x-ray  and  paramedical  profes- 
sionals can  certainly  offer  more  qualified  care 
than  the  physician  without  these  services. 
Similarly,  a physician  who  can  spend  adequate 
time  examining  and  treating  patients  can 
deliver  more  effective  care  than  the  doctor  who 
has  an  overburdened  practice.  This  economic 
setting  of  the  practice  also  dictates  the 
effectiveness  and  quality  of  care.  The  patient 
who  can  afford,  understand  and  carry  out  the 
program  with  support  from  the  family  and  the 
community  will  do  measurably  better  than  the 
poor,  uneducated,  socially  deprived  patient. 

The  problem  in  objectively  assessing  quality 
medical  care  in  a variable  practice  setting 
exemplifies  the  difficulty  in  setting  standards 


for  determination  of  physicians  competency. 
Nevertheless  the  medical  profession  has  taken 
measures  to  insure  that  the  physician  is 
qualified  and  that  he  maintains  and  updates 
his  medical  knowledge.  This  has  come  about 
through  the  efforts  of  national  specialty 
societies,  local  medical  organizations  and  the 
hospital  staff. 

Measures  and  Efforts  To 
Assure  Competency 

There  are  22  national  specialty  boards 
which  examine  applicants  in  their  respective 
specialties  for  certification  of  achievement. 
These  exams  are  generally  taken  by  the 
applicant  shortly  after  completion  of  the 
specialty  training.  If  the  applicant  qualifies  by 
training  and  favorably  completes  the  exam,  he 
is  Certified  or  Boarded  as  a specialist  within 
that  field.  Until  1974  there  was  no  effort  made 
by  the  Specialty  Boards  to  re-examine  their 
members.  Spurred  by  the  accomplishment  of 
the  American  Board  of  Internal  Medicine  and 
the  American  Board  of  Family  Practice,  now 
all  22  Boards  have  established  a policy  to 
provide  for  recertification;  17  of  these  have 
established  dates  on  which  required  recerti- 
fication will  begin.  Six  Boards  have  already 
given  exams  to  applicants  recertifying  success- 
ful candidates.  While  this  has  mainly  been  on  a 
voluntary  basis,  many  Societies  are  making 
recertification  or  continuing  medical  educa- 
tion credits  a requirement  for  membership. 

State  and  County  Medical  Societies  have 
taken  active  roles  in  promoting  continuing 
medical  education.  The  Education  Committee 
of  the  Nebraska  Medical  Association  has  been 
approved  by  the  Liaison  Committee  for 
Continuing  Medical  Education  of  the  Ameri- 
can Medical  Association  to  evaluate  and 
improve  continuing  medical  education  courses 
given  in  the  state,  to  assure  quality  educational 
programs.  These  programs  are  prepared  by 
organizations  at  all  levels  within  the  state  to 
include  specialty  societies,  state  and  county 
medical  societies  and  university  and  com- 
munity hospitals.  These  educational  programs 
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consist  of  all  manners  of  learning  endeavor 
from  one-hour  informal  presentations  to  two- 
week  specialty  training  review  programs  ap- 
pealing to  physicians  throughout  the  United 
States.  The  Nebraska  Medical  Association 
also  endorses  the  Physician  Recognition 
Award,  sponsored  by  the  AMA,  recognizing 
physicians  who  have  received  150  hours  of 
continuing  medical  education  in  the  preceding 
three  years. 

While  the  aforementioned  activities  are 
directed  towards  maintenance  in  updating  a 
physician’s  medical  knowledge,  the  Nebraska 
Medical  Association  is  also  active  in  monitor- 
ing the  errant  physician’s  practice.  It  has 
recently  adopted  the  “Sick  Physician  Act’’ 
which  allows  the  Board  of  Councilors  to  work 
with  the  district  counselor  and  local  medical 
society  presidents  to  investigate  any  com- 
plaints the  Medical  Society  might  receive.  If 
these  complaints  can  not  be  corrected  or 
solved  on  an  informal  basis,  the  problem  may 
be  referred  to  the  Board  of  Councilors  of  the 
Nebraska  Medical  Association.  The  matter  is 
eventually  referred  to  the  Bureau  of  Examin- 
ing Boards  in  Medicine  and  Surgery  for  action 
against  the  physician’s  license,  if  appropriate. 
The  value  of  a system  as  described  allows  that 
minor  problems  can  be  corrected  at  the  local 
level,  rather  than  allowing  them  to  magnify, 
thus  calling  for  formal  action  at  the  state  level. 

The  action  of  the  Specialty  Societies  affords 
formal  guidelines  for  continuing  medical  edu- 
cation, while  the  Medical  Association  and  the 
Bureau  of  Examining  Boards  afford  legal 
mechanisms  for  correcting  the  errant  phy- 
sician. However,  the  local  hospital  staff  affords 
the  initial  and  probably  most  meaningful 
means  of  educating  and  monitoring  a phy- 
sician’s practice.  Auditing  a staff  physician’s 
practice  affords  a unique  opportunity  to 
determine  how  well  an  individual  physician  can 
deliver  health  care  on  a day  to  day  basis  in 
comparison  with  his  peers.  The  hospital 
atmosphere  allows  the  staff  to  review  an 
individual’s  practice  as  well  as  the  entire  or  the 
collective  staff  s medical  practice,  by  means  of 
medical  audits  and  review  of  medical  charts 
and  death  records.  An  individual’s  practice  can 
be  compared  to  the  staff  norm  thus  recog- 
nizing the  attributes  or  deficiencies  in  his 
practice.  In  a like  manner,  the  staffs  practice 
habits  can  be  compared  to  a national  norm  to 


determine  whether  the  hospital  practice  meets 
or  excels  the  national  standards.  In  such  a 
manner  objective  criteria  can  be  utilized  to 
determine  whether  an  individual,  or  the  staff 
as  a whole,  are  treating  medical  problems, 
performing  surgical  procedures  or  enlisting 
diagnostic  procedures  in  a manner  similar  to 
their  peers. 

The  hospital  education  committee  is  also  in 
a unique  position  to  educate  its  staff  regarding 
innovations  within  the  hospital.  If  a new 
laboratory  test,  x-ray  diagnostic  procedure  or 
therapeutic  technique  has  become  available  to 
the  hospital  staff,  the  physicians  can  be 
informed  of  these  advances  in  individual 
specialty  meetings,  or  staff  conferences.  The 
Education  Committee  may  also  utilize  in- 
formation gleaned  from  the  medical  audits  to 
bring  to  the  attention  of  the  staff  benefits  or 
deficiencies,  in  the  health  care  delivery  of  the 
individual  physician  or  of  the  staff. 

By  auditing  a physician’s  practice  and 
affording  him  an  opportunity  to  attend  educa- 
tional courses  within  the  hospital,  the  staff  has 
solid  criteria  to  determine  how  well  each 
individual  physician  can  practice  medicine. 
Using  this  information,  the  staff  will  grant 
privileges  to  those  physicians  who  they  feel  can 
maintain  the  standards  of  care  set  by  the 
hospital.  If  the  physician’s  practice  habits  do 
not  measure  up  to  the  hospital’s  standards,  the 
physician’s  practice  may  be  limited,  or  re- 
stricted, or  the  physician  may  not  be  granted 
hospital  privileges. 


Relicensure  of  Physicians 

It  might  be  argued  by  some  that  if  the  above- 
mentioned  criteria  are  so  effective,  why  may 
they  not  be  utilized  to  relicense  physicians? 
Theoretically  this  appears  to  be  tenable,  but 
when  explored  in  more  depth,  it  is  not  only  not 
practical,  but  could  impair  health  care  de- 
livery. The  problems  that  have  arisen  with 
bureaucratic  regulations  are  just  becoming 
apparent  to  the  general  population.  Regulatory 
agencies  may  afford  the  public  protection,  but 
in  so  doing  may  increase  the  cost  of  services, 
prevent  innovation  and  restrict  access  to  care. 
This  becomes  apparent  when  the  varying 
criteria  for  relicensure  are  critiqued. 
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Continuing  Medical  Education 

Continuing  Medical  Education  credits  are 
presently  utilized  by  several  states  as  criteria 
for  relicensing  physicians.  While  this  does 
serve  the  purpose  of  requiring  physicians  to 
attend  a prescribed  number  of  hours  of 
continuing  medical  education,  many  theo- 
retical and  practical  problems  have  arisen.  The 
major  objection  to  requiring  Continuing  Medi- 
cal Education  for  relicensure  lies  in  the  fact 
that  attendance  at  Continuing  Medical  Educa- 
tion courses  can  not  be  equated  with  im- 
proving the  competency  of  a physician  or  the 
delivery  of  health  care.  Until  it  can  be 
objectively  demonstrated  that  Continuing 
Medical  Education  courses  benefit  health  care 
delivery,  it  does  not  seem  reasonable  to  make 
it  a requirement  for  relicensure.  Nor  does  it 
seem  reasonable  to  use  the  educational 
process  for  policing  purposes. 

Practical  problems  that  have  become  ap- 
parent include  the  cost  of  the  Continuing 
Medical  Education  courses  and  the  time  taken 
from  the  physician’s  medical  practice.  While 
this  may  not  be  particularly  apparent  in  the 
large  group  metropolitan  practice,  it  can  be  a 
major  problem  to  the  solo  practitioner  in  a 
small  community. 

Administrative  problems  have  arisen  in 
documenting  qualified  courses  in  granting 
credits  to  applicants.  Deans  and  directors  of 
Continuing  Medical  Education  courses  have 
been  burdened  by  unusual  requests  pertaining 
to  Continuing  Medical  Education  credits, 
subverting  efforts  to  produce  more  innovative 
and  exciting  learning  opportunities.  Further- 
more, the  preoccupation  of  accrediting  in- 
stitutions in  certifying  physicians  for  the 
proper  number  of  hours  of  Continuing  Medical 
Education  diverts  attention  from  the  primary 
goal,  i.e.  education. 

Recertification 

Recertification  seems  like  a plausible  means 
of  relicensure  but  also  has  drawbacks.  The  fact 
that  all  physicians  are  not  specialized,  pre- 
venting recertification  or  relicensure,  could  be 
answered  by  preparing  special  exams  for  these 
physicians.  But  the  question  of  limited  li- 
censure is  not  so  easily  answered.  If  a 
specialist  is  recertified  in  a specified  field, 
would  the  relicensure  limit  his  practice  to  this 
field?  How  does  one  legally  define  this  limited 


field  of  practice?  If  an  older  physician  chose 
not  to  keep  up  with  the  innovations  within  his 
field,  could  he  no  longer  treat  the  minor 
illnesses  of  his  long-time  patients?  These 
questions  represent  only  a portion  of  the 
problems  that  relate  to  relicensure  via  re- 
certification. 

Basing  relicensure  upon  hospital  privileges 
seems  to  be  the  most  logical  means  of 
determining  a physician’s  competency,  yet 
paradoxically,  it  would  be  redundant  and 
unnecessary.  It  has  been  pointed  out  that  the 
hospital  staff  is  well  equipped  to  monitor  an 
individual’s  practice.  It  should  also  be  apparent 
that  the  hospital  and  its  staff  has  the  most  to 
lose  through  affiliation  with  incompetent  phy- 
sicians and  the  attendant  malpractice  cases. 
Therefore,  it  behooves  the  hospital  and  its 
staff  to  correct  the  errant  physician  or  remove 
his  practice  privileges.  While  this  action  in 
itself  does  not  remove  the  physician’s  license, 
it  markedly  curtails  his  practice.  The  phy- 
sician’s office  practice  can  then  be  monitored 
by  notification  of  the  Board  of  Councilors  of 
the  hospital’s  action.  Further  surveillance  can 
be  performed  by  monitoring  insurance  claims 
and  narcotic  records  if  the  physician  has  a 
practice  of  ordering  unwarranted  diagnostic 
procedures,  administering  unnecessary  shots 
or  prescribing  multiple  narcotics. 


Summary 

To  date,  the  medical  profession  has  an 
exemplary  record  for  delivering  quality  medi- 
cal care  and  disciplining  the  errant  physician. 
Within  the  last  several  years,  the  Medical 
Society  has  taken  major  steps  to  continue  the 
educational  process  of  the  practicing  physician 
and  to  monitor  the  delivery  of  health  care. 
Until  it  can  be  objectively  demonstrated  that 
relicensure  of  physicians  can  improve  health 
care  delivery,  rather  than  impose  meaningless 
regulations,  the  medical  profession  will  oppose 
all  efforts  for  periodic  relicensure. 


Prepared  by  the  Board  of  Examiners  in 
Medicine  and  Surgery  and  adopted  by  the 
NMA  House  of  Delegates,  1979  annual 
session. 
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On  Relicensure 

What  Is  Said  Elsewhere 

State  law  requires  all  licensed  physicians  to 
submit  proof  to  the  Board  of  30  hours  of 
Category  I continuing  medical  education 
credit.  Any  physician  failing  to  report  CME 
credits  by  December  1,  1979  will  not  receive  a 
license  renewal  notice  for  1980-81. 

Wisconsin  Medical  Journal,  April,  1979;  78:5. 

• 

The  ultimate  value  to  the  public  of  attempts 
to  measure  clinical  competence  remains  un- 
known. At  the  present  very  early  stage  of 
testing  clinical  competence,  there  is  no  evi- 
dence that  the  results  of  such  tests  can  or  will 
be  correlated  with  the  maintenance  of  health 
or  the  degree  of  recovery  of  patients  in  the 
practices  of  doctors  who  have  been  tested.  If 
tests  are  applied  widely  and  regularly,  say 
every  few  years,  the  expense  will  be  very  large. 
Ultimately  the  taxpayer  will  pay  more  for 
medical  care.  Furthermore,  doctors  will  have 
to  take  time  out  from  their  practices  to  study 
and  to  undertake  the  tests,  reducing  the  time 
available  for  looking  after  patients.  Obviously 
the  public  and  the  profession  should  be 
provided  with  as  convincing  evidence  as 
possible  that  the  efforts  and  costs  are  justified 
by  improved  care  of  patients.  At  present,  such 
evidence  is  lacking  and,  at  least  for  the  time 

Down  Memory 

1.  There  is  as  yet  no  applicable  program 
which  promises  to  be  effective  in  preventing 
undulant  fever  in  the  United  States. 

2.  The  incidence  and  mortality  of  diabetes 
mellitus  are  increasing. 

3.  I am  not  going  into  the  pathogenesis  of 
hay  fever,  because  I do  not  know  anything 
about  it,  and  neither  does  anyone  else. 

4.  More  progress  has  been  made  in  the 
surgery  of  the  chest  during  the  last  two 
decades  than  of  any  other  region  in  the  body. 

5.  The  activities  conducted  under  the 
Public  School  Lunch  and  Milk  Fund  are  vital. 

6.  A law  providing  for  sterilization  of 
defectives  in  Nebraska  is  now  in  effect. 


being,  a sceptical  attitude  is  justifiable.  Never- 
theless, if  experiments  demonstrate  convinc- 
ingly the  benefits  to  patients  of  testing  clinical 
competence,  the  medical  profession  through- 
out the  world  will  be  in  a new  age  of 
examinations. 

W.  B.  Spaulding,  Department  of  Medicine,  McMaster 
University,  Hamilton,  Ontario,  Canada:  Should  clinical 
competence  be  tested  regularly?  J Royal  Society  of 
Medicine  72:247  (April)  1979. 

• 

All  22  member  certifying  boards  have  now 
endorsed  the  principle  of  recertification. 

Glen  R.  Leymaster,  M.D.,  Executive  Director,  Ameri- 
can Board  of  Medical  Specialties:  Personal  communi- 
cation; May  8,  1979. 

• 

The  United  Kingdom  group  took  the  posi- 
tion that,  ‘Recognition  of  the  doctor’s  compe- 
tence to  practice  medicine  after  he  has 
completed  basic  medical  education  satis- 
factorily should  be  a once-for-all  matter,  lost 
only  through  deterioration  of  mind  or  body  by 
age  or  illness.’ 

W.  B.  Spaulding,  Department  of  Medicine,  McMaster 
University;  Hamilton,  Ontario,  Canada:  Should  clinical 
competence  be  tested  regularly?  J Royal  Society  of 
Medicine  72:246  (April)  1979. 

Lane 

7.  To  what  extent  the  increasing  con- 
sumption of  sugar  enters  in  the  etiology  of 
diabetes  is  a debatable  point. 

8.  A criticism  of  specialists  in  practice  is 
that  in  diagnosis  they  are  apt  to  only  find 
pathology  in  their  particular  lines. 

9.  A noted  French  physician  once  said  “the 
main  function  of  the  consultant  is  to  examine 
the  rectum.” 

10.  Two  men  working  together  can  suc- 
cessfully conduct,  if  they  will,  an  emergency 
hospital  suited  to  the  needs  of  the  community. 

Nebraska  State  Medical  Journal 
September,  1929 
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We  have  been  patient,  more  or  less  — rather 
more  than  less,  likely  a factor  in  the  govern- 
ment shoving  us,  and  everybody  else,  around. 
Witness  the  contradictory  promulgations,  with 
accompanying  threats,  by  various  government 
agencies.  Take  HEW  and  FTC,  for  example,  in 
regard  to  competition:  one  says  do  this,  or  we’ll 
do  that  to  you;  the  other  says  do  that,  or  we’ll 
do  this  to  you,  ad  nauseam,  or  mortis,  even. 
The  whole  free  enterprise  system  is  ever  more 
seriously  threatened. 

Public  health  agencies  compete  with  each 
other  with  physicians,  restauranteurs  and 
hospitals  the  footballs.  Education-accrediting 
agencies  compete  with  each  other  with  schools 
the  footballs.  These  activities  constitute  dis- 
tortion and,  yes,  travesty  of  our  system  of 
federal  republican  government.  These  agen- 
cies are  a separate  and  frighteningly  powerful 
government  operating  through  rules  and 
regulations  attached  to  statutes.  This  separate 
government  now  has  legislative,  administrative 
and  judicial  powers. 

One  suspects,  because  of  the  insanity  of 
much  of  this  rule-  and  regulation-making,  these 
lower-echelon  rule-  and  regulation-makers  are 
not  human  but  defectively  manufactured 
androids,  improperly  programmed,  and 
beginning  to  run  amuck! 

This  whole  business  has  been  disturbing  me 
for  a long  time.  What  stirred  me  up  more  a few 
days  ago  was  an  article  in  the  3 August  1979 
Kansas  City  Star.  Two  agents  of  the  U.S. 
Department  of  Commerce  went  to  a meeting  of 
the  International  Knife  Makers  Guild.  There, 
they  confiscated,  under  the  1973  Endangered 
Species  Act,  whales’  teeth,  some  of  which  are 
antiques  a century  old! 

When  one  contemplates  what  has  been  done 
by  these  creatures  (?)  it  is  mind-boggling  to  try 
to  conceive  of  any  more  outrageous  insanity. 
But  stay!  They  have  conceived  beyond  the 
ultimate.  The  FTC  recently  (11  August  1979 
World-Herald)  proposed  its  authority  “be 
extended”  to  “hundreds  of  private  organiza- 
tions that  set  standards  and  certify  products. 

Now,  everyone  knows  physicians  take  golf 
almost  as  seriously  as  they  do  the  practice  of 
medicine.  The  United  States  Golf  Association 


has  taken  alarm,  as  well  might  we.  It  is  easy  to 
imagine  what  might  happen  to  golf  (Balland 
Club  Standards)  and  to  any  other  organization 
setting  private,  voluntary  standards.  Why, 
FTC  could  say  that  requiring  proper 
certification  to  preach  in  church  on  Sunday 
(before  golf)  is  discriminatory. 

Quite  obviously,  there  is  no  limit  — unless 
(and  now  I’m  serious,  again)  with  utter  clarity, 
incontrovertible  logic  and  whatever  action  is 
appropriate,  we  re-establish  that  we,  citizens 
all,  are  the  masters,  not  they;  that  they  work  for 
us,  not  we  for  them;  and  that  if  they  forget  it 
twice  they  are  out  of  a job,  elective  or 
otherwise. 

Be  informed,  vote,  contribute  to  political 
action  committees.  Run  for  office,  persuade 
others  who  would  serve  us  well  to  run  for 
office.  Talk  to  your  representatives,  let  them 
know  what  you  think,  and  persuade  them  to 
take  government  back  from  the  rule-  and 
regulation-makers. 

Be  a good  citizen! 

Charles  Landgraf,  M.D. 
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The 

Auxiliary 

1979  Annual  Convention 

The  skyline  of  Chicago  formed  the  backdrop 
for  the  AMA  Auxiliary  Convention  July  22-25. 
Delegates  from  Nebraska  were  Dorothy 
Shaffer  (Mrs.  Harry  D.),  past  State  President 
and  Chairman  of  Delegates;  Beverly  Karrer 
(Mrs.  F.  William),  State  President;  Betty  Lou 
Hadley  (Mrs.  Clifford),  President-Elect;  and 
Wanda  Shopp  (Mrs.  Bryce),  Second  Vice 
President.  Omahan  Dorothy  Olson  (Mrs. 
Lelend)  was  a National  Delegate  and  newly 
elected  North  Central  Director. 

The  preconvention  schedule  included  a day 
of  workshops  on  Membership,  AMA-ERF, 
Legislation,  and  Health  Project.  The  Auxiliary 
has  80,642  members  and  raised  a record 
$1,662,190.86  for  AMA-ERF.  Ross  Rubin  and 
John  Krishbaum,  AMA  Legislative  attorneys 
gave  updates  on  National  Health  Insurance 
legislation,  and  alerted  us  to  the  need  for  state 
legislation  on  privacy  of  medical  records. 

Doctor  Phillip  L.  White,  AMA  Director  of 
the  Department  of  Foods  and  Nutrition,  spoke 
on  “Food  for  Fitness.”  A two-year  campaign, 
“Shape  Up  for  Life,”  pertaining  to  good 
nutrition  and  physical  fitness,  was  introduced. 
Use  of  the  orange  family  health  record  book 
was  urged  by  the  Health  Projects  Committee. 

Two  symposiums  were  held,  cosponsored 
with  the  AMA  Council  on  CME:  “Terrorism, 
Trauma,  and  Disasters,”  moderated  by  Doctor 


Martin  Silverstein  of  the  University  of  Arizona, 
and  “Psychological  Aspects  of  Plastic  Sur- 
gery,” conducted  by  the  husband-wife  team  of 
Doctor  John  Coin  and  Doctor  Marcia  Coin, 
both  of  the  School  of  Medicine,  U.S.C.  A 
continuing  education  course  for  nurses  on 
“Hospital  Project”  was  also  available. 

During  the  reports  from  the  State  Aux- 
iliaries, Dorothy  Shaffer  responded  for  Ne- 
braska, using  unique  but  appropriate  “props” 
to  illustrate  the  year’s  activities.  Our  mud 
“flaps  for  fitness”  were  displayed  and  well 
received. 

On  the  closing  day  of  convention,  delegates 
were  introduced  to  Doctor  Tom  Nesbitt, 
President  of  the  AMA,  and  Doctor  Hubert 
Ritter,  AMA-ERF  President.  Newly  organized 
Western  Quad-Counties  Medical  Auxiliary  was 
given  a recognition  award  by  the  Membership 
Chairman,  Mrs.  Hoyt  Gardner. 

Our  1979-1980  National  Auxiliary  Presi- 
dent, Mrs.  Ben  Johnson,  Jr.,  in  her  Inaugural 
Address  challenged  us  all  to  have  the  courage 
to  speak  out  and  to  change  with  the  times. 

The  delegation  hosted  a reception  for  our 
Dorothy  Olson,  and  attended  several  invita- 
tional gatherings.  Other  Nebraska  Auxilians 
attending  sessions  were  Shirley  Johnson  (Mrs. 
Palmer)  of  Lincoln,  Aileen  Bosley  (Mrs. 
Warren)  of  Grand  Island,  Rose  Cornelius  (Mrs. 
Carl)  of  Sidney,  and  Donna  Landgraf  (Mrs. 
Charles). 
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Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.,  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Hecof'nition  is  given  to  individual  and  medical  organizations 
as  follows: 


BKNKFACTOKS  (name  on  specific  exhibit) 
P.ATKONS  (name  on  a patron  plaque) 
tSPONSORS  (certificate  of  appreciation) 
Other  Supporters 


$5,000-$25,000 
1,000-  4,999 

200-  999 

10-  199 


BENEFACTORS 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  (Jeorge  Robertson 
Olney  Foundation 


Lincoln  Clinic.  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 
Blue  Cross  - Blue  Shield 
E.  Burkette  Reed  Estate 
Banker's  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co..  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic- 
Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

*House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stamper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iUary  Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
• • State  Museum 


IfiHri&rres 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr,  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L,  Watson 
Dr.  and  Mrs,  R,  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr,  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr,  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr,  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 

Dr.  Ralph  Luikart 

Dr.  Arnold  W.  Lempka 

Dr.  and  Mrs.  Harold  A.  McConahay 

Dr.  and  Mrs.  R.  E.  Collins 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs,  WilUam  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H,  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs,  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J,  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West.  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R,  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  Russell  J.  Mclntire 
Dr.  and  Mrs.  Hiram  D.  Hilton 

Dr.  M.  E.  Samuelson 
Dr.  Bruce  F.  Clauseen 


OTHER  SUPPORTERS: 

Dr.  IVank  Cole 

Dr,  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr,  Richard  Eliott 

Dr,  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederick  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr,  Raymond  0.  Naumann 

Dr.  and  Mrs.  L.  Dwight  Moell 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  h'oster  Matchett 

Dr.  Margaret  Youngbluth 

Dr,  Norman  Gosch 

Dr.  Louise  F.  Eaton 

Dr.  John  R.  Feagler 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  WalUng 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr,  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr,  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr,  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J,  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 
Dr.  and  Mrs.  Robert  M.  Stryker 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  I.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr,  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  M.  L.  Scheffel 

Dr.  and  Mrs.  Dwight  Snyder 
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OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  F'aithe 

Dr.  and  Mrs.  Frederich  FJathaway 

Dr.  and  .Mrs.  John  L.  (Jordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

[)r.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David.  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr  and  .Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  W(MKlman 

Dr.  Richard  C.  Sposato 

Dr.  WilUam  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 

Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  Wesley  G.  Wilhelm 

Dr.  Ernest  W.  Beehler 

Dr.  and  Mrs.  Thomas  H.  W'allace 

Dr.  George  Larson 

Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Burt-Washington  County  Medical 
Auxibary 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F".  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  Mrs.  R.  H Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B/Gen.  and  Mrs.  P A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

,Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 

Dr.  Juban  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  Donald  L.  Arkfeld 

Otoe  County  Medical  Society 

Quad  County  Auxibary 

Dr.  Stanley  M.  Truhlsen 

Dr.  Louise  F.  Eaton 

Dr.  M.  L.  Scheffel 

Mrs.  Gertrude  F.  Finney 


Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr,  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P,  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  Wilbam  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  Wilbam  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Lesbe  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  Wilbam  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Wesley  G.  Wilhelm 

Dr.  and  Mrs.  Charles  Henkel 

Dr.  Max  Fleishman 

Dodge  County  Medical  Auxibary 

Northwest  Medical  Auxiliary 

Dr,  and  Mrs.  James  F.  Kelley,  Jr. 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Golleries  has  been 
raised!  ! Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  ore  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 

University  of  Nebraska  State  Museum  Health  Galleries 

In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address: 

County  Medical  Society - 

For  my  pledge  please  send  reminders  Annually  Semi-annually  Quarterly 

it  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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Between  Cases 


Section  On  History. 

There  is  no  family  history  of  arthritis, 
although  his  mother  has  arthritis. 

Tumor  Department. 

. . . when  my  wife  says  perhaps  this  tumor 
on  your  shoulder  is  a cancer,  I say. 

What  if  it  is? 

Emerson. 

Cole’s  Rule. 

There’s  nobody  madder  than  someone  who’s 
wrong. 

The  Pool. 

Backache  on  prone-long  driving. 

Quote  Unquote. 

Pringle  attended  him  when  he  was  alive  and 
Pringle  shall  attend  him  when  he’s  dead. 
That’s  professional  etiquette. 

The  dear  departed,  by  Stanley  Houghton. 

Division  Of  Therapeutics. 

No  one  ever  baked  out  the  flu. 

B.J.  Friedman. 

It  Happened. 

My  foot  hurts. 

Quit  doing  what’s  making  it  hurt. 

My  Own  Observation. 

People  look  good  in  the  morgue. 

Cause  Of  Death. 

COD:  An  act  of  God  under  very  suspicious 
circumstances. 


Quote  Unquote. 

Somehow  in  my  mind  whiskers  are  ever 
associated  with  medical  skill. 

Irvin  S.  Cobb:  Speaking  of  operations. 

Section  On  Editors. 

Who  would  not  be  an  editor?  To  write 
The  magic  we  of  such  enormous  might; 

To  be  so  great  beyond  the  common  span 
It  takes  the  plural  to  express  the  man. 
Saxe. 

Mind  And  Matter. 

When  envy,  hate,  fear  are  habitual,  they  are 
capable  of  starting  genuine  diseases. 
Carrel. 

Q & A Department. 

Answer:  I do  not  have  a good  answer  to  that. 

On  Recovery  Rooms. 

It  is  not  uncommon,  in  small  country 
hospitals,  to  have  a recess  or  small  room 
leading  from  the  operating  theatre,  in  which 
the  patients  remain  until  they  recover. 
Florence  Nightingale,  1863. 

Words  I Can  Do  Without. 

Humungus,  entail,  in  & of  itself,  in  point  of 
fact,  exigent,  pristine,  vicissitudes. 

OB  & Anesthesia. 

“It  only  seems  so  amusing,”  Myra  explained, 
“to  raise  your  popularity  rating  by  the  kind 
of  anesthesia  you  use.” 

Sylvia  Plath:  Sweetie  Pie  and  the  gutter 
men. 

— F.C. 
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Welcome  New  Members 


Ramanujam  Mohan,  M.D. 
Hastings  Regional  Center 
Hastings,  Nebraska  68901 


Cleve  Hartman,  M.D. 

1913  William 

North  Platte,  Nebraska  69101 


Books 

Clinical  cardiolog\';  by  Maurice  Sokolow,  M.D.  and 
Malcolm  Mcllroy,  M.D.;  718  pages;  limp  cover  $17.50; 
published  July  1979  by  Lange  Medical  Publications,  Los 
Altos,  California. 

This  is  only  the  second  edition  of  the  book,  which  first 
appeared  in  1977,  and  it  joins  the  something  like  every- 
two-year  editions  of  the  Lange  medical  books.  It  is 
obviously  up-to-date;  its  authors  are  profes.sors  at  the 


University  of  California.  The  book  is  divided  into  23 
chapters,  and  electrocardiograms  are  scattered  through- 
out the  book,  together  with  unnumbered  references  and 
many  figures. 

There  are  sections  on  pregnancy  and  surgery,  in 
addition  to  the  usual  divisions  of  clinical  cardiology.  It  is 
recommended. 

-F.C. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
September  8 Ainsworth,  Elementary 
School 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

47TH  ANNUAL  POSTGRADUATE  AS- 
SEMBLY of  the  Omaha  Mid-West  Clinical 
Society,  October  29,  30  and  31,  1979, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 
Write  to:  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical 
Society,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 


26TH  ANNUAL  SCIENTIFIC  SESSION, 
Nebraska  Obstetrics  & Gynecological 
Society,  MGM  Grand  Hotel,  Las  Vegas, 
Nevada,  December  6,  7 & 8,  1979.  Write  to: 
Dennis  Beavers,  M.D.,  8552  Cass  Street, 
Omaha,  Nebraska  68105. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 

Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 
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Picture  Gallery 


NMA  1979  Annual  Session 


Mr.  Maxie  L.  Anderson  addressing  Athletic 
Medicine  Luncheon 


Mrs.  F.  William  Karrer  presiding  at  Symposium  on 
Adolescents 


Presentation  of  flaps  at  seminar 


NMA  Past  Presidents  Breakfast 


Mrs.  Harry  D. 
Delegates 


Shaffer  addressing  House  of 


Doctor  Joel  T.  Johnson  presiding  at  Fun  Night 


Mr.  John  Henry  Faulk  addressing  Fun  Night 
audience 


Dobytown  Dixieland  Band  entertaining  at  Fun 
Night 
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Doctor  Louis  J.  (Jogela  presenting  Nebraska 
Medical  Foundation  Scholarship  to  Mr.  Jud  Gurney 


^ -A," 


Sportsman’s  Day  warm-up 


NMA  1979  Annual  Session 


Doctor  Louis  J.  Gogela  presenting  Nebraska 
Medical  Foundation  Scholarship  to  Mr.  Jon  Bleicher 


Doctors  Tom  E.  Nesbitt  and  Charles  W.  Landgraf, 
Jr. 


Doctor  Houtz  G.  Steenburg 


We  are  ready. 


Doctor  John  R.  Schenken  addressing  Scientific 
Breakfast  Meeting 


Doctor  Kenneth  F.  Kimball  presiding  at  Athletic 
Medicine  Luncheon 
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fFas  hingtoNo  tes 


Califano  & Harris. 

The  President’s  sacking  of  Health,  Educa- 
tion and  Welfare  Department  Secretary 
Joseph  Califano  has  generated  speculation; 
after  a terse  ave  atque  vale  to  the  deposed 
Secretary,  more  Washington  observers  have 
quickly  turned  to  handicapping  his  successor, 
Patrica  Roberts  Harris. 

The  55-year-old  Harris,  a lawyer,  brings  to 
HEW  much  of  the  same  Lyndon  Johnson 
outlook  as  Califano.  She  is  regarded  as  more  of 
a team  player,  but  her  prickly  independence  is 
reminiscent  of  her  predecessor.  She  can  be 
expected  to  support  the  Administration’s  goals 
at  HEW,  including  the  establishment  of  a 
separate  Department  of  Education,  a re- 
organization that  Califano  not  so  privately 
opposed  to  the  discomfiture  of  the  White 
House. 

Harris  hasn’t  been  rated  as  one  of  the 
heavyweights  of  the  Cabinet,  perhaps  because 
her  department  ranks  last  in  importance.  Long 
active  in  the  Democratic  Party,  she  served  two 
years  as  Ambassador  to  Luxembourg  and  was 
later  an  alternate  delegate  to  the  United 
Nations.  She  was  an  attorney  with  the  Justice 
Department  in  the  early  1960s,  and  later 
became  a successful  private  lawyer  in  a 
Washington,  D.C.  law  firm.  She  has  been  a 
director  of  some  of  the  nation’s  largest 
corporations. 

Hospital  costs. 

An  amended  version  of  the  Administration’s 
Hospital  Cost  Containment  Bill  (H.R.  2626) 
has  cleared  the  House  Ways  and  Means 
Committee.  In  the  Senate,  the  Finance  Com- 
mittee earlier  rejected  a modified  version  of 
the  Administration  measure  offered  by  Sen. 
Gaylord  Nelson  (D-WI). 

First,  the  Senate  Finance  Committee  stem- 
med the  Administration  by  rejecting  the 
proposal  11-9.  Six  days  later  Ways  and  Means 
kept  the  plan  alive  with  a 22-14  approval  of  an 
amendment-laden  measure. 

There’s  no  chance  of  floor  action  in  either 
Chamber  before  September.  The  high  priority 
Presidential  plan  to  impose  federal  controls  on 


hospital  revenue  increases  if  they  top  a certain 
level  was  approved  by  the  Senate  last  year,  but 
the  fill  failed  to  reach  the  House  floor. 

Despite  the  Finance  Committee  vote,  an 
attempt  will  be  made  to  bring  the  bill  up  in  the 
Senate.  The  outlook  in  House  and  Senate  is  for 
very  close  votes. 

The  vote  in  Ways  and  Means,  22-14,  wasn’t 
a true  test  of  Committee  sentiment  on  the 
measure.  For  two  months  Committee  Chairman 
A1  Ullman  (D-OR),  was  unable  to  bring  the  bill 
before  the  Committee  for  action  because  a 
majority  of  the  panel  was  opposed  to  the  bill. 
Phone  calls  from  President  Carter  switched 
one  or  two  Democratic  votes.  The  plea  was  to 
allow  the  full  House  to  vote  on  the  issue. 

A 20  to  16  vote  approving  an  open  rule  for 
the  proposal  was  regarded  as  more  indicative 
of  Committee  feelings.  The  open  rule  allows 
unrestricted  amendments  that  could  weaken  a 
bill  and  is  not  sought  usually  by  backers  of 
legislation. 

The  Senate  Finance  Committee’s  turn-down 
of  the  plan  was  a shock  to  the  White  House 
which  thought  it  had  sewed  up  the  powerful 
Committee  with  the  commitment  from  Chair- 
man Russel  Long  (D-LA),  a previous  foe  of  the 
plan,  to  support  it.  Long  did  cast  his  vote  with 
the  Administration,  but  it  wasn’t  enough  to  win 
the  day.  And  it  was  apparent  he  had  twisted  no 
arms  to  see  it  his  way. 

The  successful  fight  against  the  Adminis- 
tration plan,  offered  by  Sen.  Nelson,  was  led  by 
Sen.  Robert  Dole  (R-KANS),  top  GOP  mem- 
ber of  the  Committee. 


Hospital  Specialist  & M&M. 

The  Senate  Finance  Committee  has  voted  to 
bar  recognition  of  Medicare-Medicaid  per- 
centage arrangements  for  hospital-based 
specialists.  The  provision,  part  of  an  overall 
Medicare-Medicaid  measure,  would  generally 
become  effective  on  October  1,  1979. 
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Percentage  arrangements  entered  into  by 
hospitals  and  physicians  before  January  1, 
1979  could  be  recognized  for  Medicare- 
Medicaid  reimbursement  purposes  until 
January  1,  1982,  or  the  earliest  date  they  could 
be  terminated  by  the  hospital,  whichever  is 
earlier. 


The  Committee  suggested  that  HEW  give 
serious  consideration  to  providing  that  full  fees 
be  paid  to  an  anesthesiologist  only  where  he 
personally  performs  all  the  professionally 
appropriate  pre-  and  post-anesthetic  services 
and  carries  out  the  most  demanding  pro- 
cedures in  connection  with  administration  of 
the  anesthesia  for  no  more  than  two  patients. 
Provision  is  made  for  lesser  payments  where 
the  anesthesiologist  directs  or  supervises 
nurse  anesthetists. 


The  Letter  Box 

Dear  Dr.  Cole: 

I’m  writing  this  letter  to  you  as  a Nebraska 
physician  and  a member  of  the  Nebraska 
Medical  Association  as  well  to  let  you  know 
about  the  International  College  of  Pediatrics 
and  its  activities. 

The  International  College  of  Pediatrics  was 
established  in  1973  with  a purpose  to 
assemble  individual  practitioners  and  pro- 
fessionals of  allied  disciplines  from  the  four 
corners  of  the  earth,  as  well  as  diverse 
international  societies,  into  one  truly  inter- 
national forum  and  spokesman  for  pediatrics. 
The  College  has  the  purpose  to  collect  and 
disseminate  the  elite  of  current  worldwide 
pediatric  opinion  in  the  form  of  lectures, 
seminars,  postgraduate  courses  and  exhibits. 
The  College  also  endeavors  that  participation 
in  its  activities  will  provide  an  alternate  route 
to  recertification  by  national,  state  and  local 
authorities.  The  most  important  aspect  of  the 
organization,  however,  is  that  it  should  prove 
to  be  a stimulus  to  pediatricians  to  further  the 
frontiers  of  their  professions  in  new  areas  of 
study  and  practice. 


Doctors  offices  & air  conditioning. 

The  Department  of  Energy  (DOE)  has 
exempted  physician  offices  from  temperature 
restriction  requirements  (78  degrees,  summer; 
65,  winter). 

The  regulations  place  temporary  restrictions 
on  temperature  settings  for  heating,  cooling, 
and  hot  water  in  commercial,  industrial  and 
other  non-residential  buildings.  Under  pre- 
viously proposed  rules,  DOE  had  neglected  to 
exempt  physician  offices,  a position  stren- 
uously objected  to  by  the  AMA. 

The  final  rules  provide  an  exemption  for 
buildings  (or  portions  thereof)  “where  main- 
tenance of  certain  temperature  levels  is 
required  ...  to  protect  the  health  of  persons  in 
offices  of  physicians,  dentists,  and  other 
members  of  (licensed)  health  care  profes- 
sions . . .” 


The  governing  body  of  the  International 
College  of  Pediatrics  consists  of  officers. 
President,  Ole  Wasz-Hoeckert,  Finland,  Vice- 
President,  C.  J.  Papadatos,  Greece,  Secretary, 
George  D.  Maragos,  United  States,  Treasurer, 
Bengt  Zachau-Christiansen,  Denmark,  and 
Senators  representing  their  individual  coun- 
tries. These  people  are  instrumental  in  the 
functioning  of  our  organization  and  the  work- 
ings of  our  journal.  Paediatrician.  The 
journal  Paediatrician  is  the  official  pub- 
lication of  the  International  College  of 
Pediatrics  appearing  in  bi-monthly  seminars 
currently  in  the  8th  volume. 

The  First  International  Symposium  of  the 
International  College  of  Pediatrics  was  held  in 
Helsinki,  Finland  in  June  1978  with  more  than 
40  countries  participating  there,  including  the 
USA.  Regarding  the  USA,  prominent  col- 
leagues of  ours  are  members  and  senators  of 
our  organization,  and  the  appointment  of 
important  committees  in  June  1978  safeguard 
a bright  future  for  the  ICP. 

The  International  College  of  Pediatrics 
sponsored  the  2nd  International  Clinical 
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Genetics  Seminar  on  “Management  of  Genetic 
Disorders”  held  June  4-7,  1979  in  Athens, 
Greece.  Upcoming  activities  of  the  Inter- 
national College  of  Pediatrics:  Ambulatory 
Pediatrics,  1980,  Israel.  The  2nd  International 
Symposium  of  the  International  College  of 
Pediatrics  will  be  held  on  the  Island  of  Rhodos, 
Greece,  1981. 

Information  regarding  activities  and  pub- 
lications of  the  College  should  be  forwarded  to 
George  D.  Maragos,  M.D.,  M.Sc.,  Secretary, 
International  College  of  Pediatrics,  Creighton 
University  School  of  Medicine,  Department  of 
Pediatrics,  Omaha,  Nebraska  68131,  or  to  the 
International  College  of  Pediatrics,  Admin- 
istrative Office,  P.O.  Box  107,  Amold-Bocklin- 
Strasse,  CH-4011,  Basel,  Switzerland. 

With  best  professional  regards. 

Sincerely  yours, 

George  D.  Maragos,  M.D.,  M.Sc. 

Professor  of  Pediatrics 
Creighton  University  School  of  Medicine 
Department  of  Pediatrics 
Omaha,Nebraska^  68131 

• 

Dear  Doctor  Cole: 

We  are  pleased  to  announce  the  convocation 
speaker  for  our  Student  Research  Forum  for 
this  year.  He  is  Charles  F.  Ehret,  Ph.D., 


Medicinews 

Orthopods  elect. 

At  the  1979  Annual  Meeting  of  Mid-Central 
States  Orthopaedic  Society,  Inc.,  at  the 
Broadmoor,  Colorado  Springs,  Colorado,  the 
following  new  officers  and  members  of  the 


Division  of  Biological  and  Medical  Research, 
Argonne  National  Laboratory,  Argonne, 
Illinois. 

Dr.  Ehret  will  speak  on  “The  Circadian 
Connection  to  Orthochronal  Medicine.”  He 
has  worked  extensively  in  the  field  of  circadian 
rhythm  research  looking  at  the  influence  of 
nutrition  and  drugs  on  circadian  rhythm 
regulation  in  mammals  and  is  spending  the 
summer  doing  a research  project  with  NATO 
on  jet  lag. 

Our  Forum  will  be  held  on  Friday, 
November  30,  1979  at  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska 
Medical  Center,  Omaha,  Nebraska.  Graduate, 
medical,  pharmacy,  nursing,  and  dental 
students  will  present  their  research  in  con- 
current sessions  from  8:30  a.m.  - 12:00  noon 
and  from  2:00  p.m.  - 5:00  p.m.  Dr.  Ehret  will 
give  his  convocation  lecture  in  the  Center’s 
Amphitheatre  from  12:00  noon  to  1:00  p.m. 

Physicians  of  Nebraska  are  cordially  invited 
to  sit  in  on  the  students  presentations  and  to 
join  us  for  Dr.  Ehret’s  noon  lecture. 

Thank  you. 

Sincerely, 

Stephen  Marsh 
Graduate  Student 
SRF  ’79  Committee  member 


Board  of  Directors  were  elected: 

President-Elect Paul  Goetowski,  M.D., 

Lincoln,  NE 

Vice  President-Elect. . . . Calvin  M.  Oba,  M.D., 

Scottsbluff,  NE 
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Physician  Marriages  — M.  Garvey  (St  Paul- 
Ramsey  Hosp,  St  Paul,  MN  55101)  and  V. 
B.  Tuason,  J Clin  Psychiatry  40:129-131 
(Mar)  1979. 

A questionnaire  on  various  aspects  of  their 
marriage  was  sent  to  100  randomly  selected 
physicians  in  Ramsey  County  (St  Paul,  Minn). 
Of  the  80%  who  responded,  all  had  been 
married  at  least  once.  There  were  fewer 
divorces  compared  with  the  general  popula- 
tion, and  the  physicians  rated  their  marriages 
above  average.  Spouses  who  were  considered 
extroverted  correlated  significantly  with  a 
good  marriage  rating.  The  educational  level  of 
the  spouse  did  not  correlate  with  the  marriage 
rating.  Working  long  hours  was  not  associated 
with  poor  marriage  ratings  or  divorce.  No 
significant  relationship  was  revealed  in  the 
study  variables  for  grouped  medical  special- 
ties. 


Physicians'  Classified — 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  SIO.OO  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln.  Nebraska  68.508. 

POSITIO.N  AVAILABLE  - READVERTISED: 
South  Dakota  State  I'niversity’s  search  for  a 
Student  Health  Staff  Physician  is  still  in  progress. 

FAMILY  PRACTICE:  Opportunity  for  family 
practice  physician.  N.VV.  Metropolitan,  Omaha, 
Nebraska.  Prefer  Boarded  Diplomate  A.A.F.P. 
Contact:  Family  Practice  Clinic.  2020  North  72nd 
Street,  Omaha,  Nebraska  68134,  (402)  393-4461. 

FOR  SALE:  1974  Burdick  Solid  State  ECO. 
Like  new  — has  been  used  for  about  200  tracings. 
Reason  for  selling  — forced  retirement.  Price  is 
$600.00.  Jack  T.  Harris,  M.D.,  Box  188,  Stratton, 
Nebraska  69043,  (308)  276-2565. 

FAMILY  PHYSICIAN  - 32,  Board  Certified,  five 
years  practice  rural  Nebraska,  considering  position 
with  regular  daytime  hours,  i.e.  student  health, 
industrial  medicine,  teaching,  administration,  etc. 
Prefer  Midwest,  elsewhere  considered.  Available 
1980.  Box  101,  c/o  Nebraska  Medical  Journal, 
1512  First  National  Bank  Building,  Lincoln, 
Nebraska  68508. 

HEALTH  SERVICE  PHYSICIAN-GP,  FP,  or 
INTERNIST  to  share  out-patient  care  and  treat- 
ment for  6,0004-  students  on  the  attractive  Mid- 


PULMONARY  SERVICE  CO., 
INC. 

6729  South  139th  Ave.  Circle 
Omaha,  Ne  68137 


Phone  402-895-2735 


PORTABLE  AND  STATIONARY  OXYGEN 
SYSTEMS  FOR  HOME  USE 

DENNIS  JANES,  CRTT  President 


He  pares  his  apple  that  will  cleanly  feed. 
Herbert. 

* * * 

Gluttony  kills  more  than  the  sword. 
Herbert. 


west  campus  of  South  Dakota  State  University. 
Exceptional  staff  and  facilities  for  student  care. 
Excellent  hours.  Free  weekends.  Flexible  con- 
tract: 9-12  months.  Must  be  interested  in  providing 
general  primary  medical  care  for  college  age  group. 
V'ery  competitive  salary  with  excellent  fringe 
benefits.  Some  experience  in  adolescent  or  college 
practice  is  beneficial  but  not  required.  Position 
open  immediately.  Send  resume  and  two  references 
or  call  collect  James  O.  Pedersen,  Dean  of  Student 
Services,  (605)  688-4121,  South  Dakota  State 
University,  Brookings,  S.D.  57007.  The  University 
is  an  Affirmative  Action/Equal  Opportunity 
Employer  (Female/Male). 

FAMILY  PRACTITIONERS:  Good  opportunity 
for  one  or  two  family  practice  physicians  to  join  a 
well  established  three-man  clinic  (includes  sur- 
geon). Present  staff  leases  modern,  up-to-date,  ten 
year  old  clinic  from  city.  Unlimited  potential  in  a 
setting  suited  for  aggressive,  progressive  physicians 
like  yourself.  J.C.A.H.  hospital  physically  attached 
to  175-bed  nursing  facility.  Receiving  consultant 
specialty  visitation  services  via  the  University  of 
Minnesota  in  areas  of  Otolaryngology,  Pulmonary 
Medicine,  Neurology,  Cardiology,  Urology,  and 
Internal  Medicine.  Located  in  heart  of  state’s  finest 
goose  hunting  area,  fishing  and  lake  cabin  life  a 
stone’s  throw  away.  Good  schools;  quiet  com- 
munity, with  slow  pace  of  living  that  includes  our 
own  cultural  affairs  building  for  staging  local  drama 
and  musical  activities.  Are  you  interested  enough  to 
find  out  more  about  us?  If  so,  contact  Mr.  Richard 
L.  Range,  Administrator,  Madison  Hospital  As- 
sociation, 820  Third  Avenue,  P.O.  Box  184, 
Madison,  Minnesota  56256,  or  call  collect  (612) 
598-7556  (office)  or  (612)  598-7974  (home). 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSsr 

ach  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

ust  one  tabiet  b.i.d.f  or  10  to  i4  days 

I Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
jliminate  reservoirs  of  infecting  organisms  antibacterial  control 


I Distinctive  antibacterial  action  plus  wide  spectrum 
ielps  eradicate  recurrent  UTI 

I Low  incidence  of  bacterial  resistance  in  community 
jractice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


lefore  prescribing,  please  consult  complete  product  Informa- 
Ion,  a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
nfections  due  to  susceptible  strains  of  the  following  or- 
lanisms:  Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
nirabilis,  Proteus  vulgaris,  Proteus  morgann  It  is  recommended 
hat  Initial  episodes  of  uncomplicated  urinary  tract  infections 
>e  treated  with  a single  effective  antibacterial  agent  rather 
han  the  combination.  Note:  The  increasing  frequency  of  resis- 
ant  organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
;ially  in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
winll  pneumonitis.  To  date,  this  drug  has  been  tested  only  In 
Mtients  9 months  to  16  years  of  age  who  were  immunosup- 
)ressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
nate  bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
ion  likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
he  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
onamides;  pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage -for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

'/2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IVa  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

✓ \ Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


f Her  next  attack  of  cystitis  mayrequire 

the  Bactrim 

3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Enterol 
bacteriaceae  in  the  bowel  without  the  emergence  of  resu 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introi' 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  trad 


Please  see  reverse  side  for  summary  of  product  information. 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits' tO' risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


i 


UBRUM  ^ 


ddordiazepoxide  HQ/Roche 

THEANXIETY-SPECinC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  co; 
fusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  | 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and ; 
decreased  libido — all  infrequent  and  generally  | 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap 
pear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice  ^ 
and  hepatic  dysfunction  have  been  reported  i 
occasionally,  making  periodic  blood  counts  an  j 
liver  function  tests  advisable  during  protracteci 
therapy.  t 

Supplied:  Librium®  Capsules  containing  5 mj I 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritair 
Tablets  containing  5 mg,  10  mg  or  25  mg  j 
chlordiazepoxide. 


/ anrucN  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 
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Clarkson  Hospital  Doctors  Building 
We’re  On  Schedule!! 


The  Doctors  Building  and  Parking  Garage  are  looking  more  like  a building  as 
workmen  finish  pouring  the  foundation  walls  for  both  structures.  Before  long,  we  will  see 
the  structural  steel  going  into  place  and  brickwork  will  follow  close  behind.  We  intend  to 
enclose  the  structures  including  our  unique  skyway  overpass  so  that  finishing  work  can 
continue  during  the  winter  months. 

By  the  way,  two  floors  are  currently  being  designed  for  future  doctors  offices  and 
indications  are  that  we  will  be  well  ahead  of  our  expectations  by  next  years  completion 
date. 

Don’t  forget,  we’re  still  on  schedule  and  anticipating  a grand  opening  in  July  of  next 
year. 


For  more  information  contact: 

R.  Daniel  Brown 

Director  of  Property  Management 
Suite  28,  4239  Farnam 
Omaha,  NE  68131 
402-348-3116 
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The  Role  of  Physical  Training  in  Patients 
With  Coronary  Artery  Disease  — M.  A. 
Greenberg  et  al  (Montefiore  Hosp  and 
Medical  Center,  Bronx,  NY  10467)  Am 
Heart  J 97:527-534  (Apr)  1979. 

Following  a period  of  physical  training  to 
improve  cardiovascular  function  of  selected 
patients  with  coronary  artery  disease,  the  heart 
rate  falls  and  oxygen  demands  decrease. 
Moreover,  the  patients  sense  of  well-being 
increases,  which  may  have  a favorable 
influence  on  certain  coronary  risk  factors. 
However,  there_  is  no  evidence  that  exercise 
training  alone  increases  collateral  coronary 
circulation  or  that  it  has  any  effect  on  life 
expectancy  or  the  incidence  of  subsequent 
coronary  episodes.  Exercise  training  programs 
should  be  subjected  to  the  same  cost-benefit 
analysis  as  other  alternative  forms  of  treat- 
ment. 


Emergency  Room  Intubations  — D.  A. 

Taryle  et  al  (Univ  of  Colorado  Medical 

Center,  Denver,  CO  80262)  Chest  75:541- 

543  (May)  1979. 

Forty-three  consecutive  patients  requiring 
endotracheal  intubation  in  an  emergency  room 
were  studied  prospectively  to  define  the 
complications  associated  with  intubation  and 
the  survival  of  these  patients  and  to  evaluate 
emergency  room  policies.  The  indications  for 
intubation  were  acute  respiratory  failure  in  22 
patients  and  cariopulmonary  arrest  in  21 
patients.  Thirty-eight  complications  occurred 
in  24  of  the  43  patients.  The  department  or 
level  of  training  of  the  intubator  did  not  affect 
the  rate  of  complications.  Furthermore, 
specific  complications  did  not  influence 
survival.  Seventeen  patients  survived,  all  in  the 
acute  respiratory  failure  group.  Age  < 40  years 
and  admission  Pa02  > 40  mm  Hg  also  were 
associated  with  increased  survival.  The 
complication  rate  of  emergency  room  in- 
tubations is  high  and  would  not  appear  to  be 
lowered  by  limiting  intubations  to  physicians 
from  specific  departments  or  with  certain 
levels  of  training.  The  underlying  diagnosis 
and  condition  on  admission  to  the  emergency 
room  seem  to  be  more  important  factors 
relating  to  survival  than  complications  during 
intubation. 
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Quinamni 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September.  1977 
U.S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A. 

Licensor  of  Merrell’ 
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I CNJinamm 

I specific  therapy  for  painful 
night  leg  cramps 


Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unv/elcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


emoccult 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital  examination 


25  cm.— Sigmoidoscopy 


The  world’s  leading  full-range  test  for 
fecal  occult  blood. 


Send  to: 


SJG 


^^■Xr^SmithKline  Diagnostics 

^91  West  Maude  Av0  I 


880  West  Maude  Ave  . P.O.  Box  1947 
Sunnyvale.  CA  94086 


I I Please  send  me  the  Hemoccult  II 
Complimentary  Starter  Package 


Name 


Title 


institution 


Address 


City 


State 


Phone 


Routine  digital  examinatiorr 
explores  only  8 cm.  of  the  colon. 

Sigmoidoscopy  reveals  an  additional 
1 7 cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it's  often 
asymptomatic. 

That’s  why  the  Hemoccult’  guaiac 
method  is  so  valuable  as  a preliminary 
diagnostic  screen  Hemoccult’  is  a 
reliable  detector  of  blood  throughout 
the  colon. 

In  addition,  it's  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  the  physician’s  office  in 
minutes,  or  given  to  the  patient  to  take 
home  and  return  by  mail. 

More  than  1 1 2,000  cases  of  colorectal  cancer 
will  occur  in  the  United  States  this  year. 

The  earlier  they  are  diagnosed,  the  greater 
the  chances  for  successful  treatment. 


‘Hemoccult’  is  available  through  local  distributors,  nationwide. 


ilortii  t^entrai  irieaieai  t^onierence 

l4>%vu,  Minnesota,  Nebraska,  Xorth  Dakota,  South  Dakota 


South  American 
Adventure. 


VAVAVAVAVA\7AVAVAVAVAVAVAVAVA^VAC7Ay 


Discover  incredible  Machu  Picchu,  Lost  City 
of  the  Incas.  Stroll  through  two-mile-high 
Cuzco.  Enjoy  cosmopolitan  Lima  and  colonial 
Quito.  Watch  exciting  bullfights.  Visit  colorful 
Indian  markets.  And  tip-toe  on  the  Equator. 


other  special  conveniences  of  deluxe  travel 
at  charter-cost  savings. 

Join  us  for  a South  American  summer  in 
Peru  and  Ecuador.  Send  your  deposit  today. 


Experience  eleven  sun-filled  days  in  South 
America  for  only  *1198.  This  includes 
round-trip  charter  flights,  deluxe  hotels,  full 
American  breakfasts,  gourmet  dinners  and 


Departing  Minneapolis-St.  Paul 
on  February  9 and  returning 
on  February  20,  1980. 


Send  to:  North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900 

101  East  5th  Street 

St.  Paul,  Minnesota  55101 

Enclosed  is  my  check  for  $ ($100  per  person) 

as  deposit. 

Names — 

Address — 

City State Zip 

Area  Code Phone 


A Non-Regimented  bn 


Deluxe  Adventure 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme  j 
(rather  than  t^ical)  price  differentials  are  cited . Thus , i 
consumers  are  led  to  believe  that  such  differentials  i 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned.  i 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generalh^ 
excellent  drug  supplv; 
Still,  it  has  now  here  near 
the  resources  to  guaran- 
tee the  qualih^  and 
bioavailabilitv'  of  all 
marketed  products  at 
an\'  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetrac\xline  HCl  capsules 
which  met  official  mono- 
graph requirements  v^  ere 


not  bioequivalent  to  a i 
reference  product.  As  \ ( i 
know,  there  is  substanti 
literature  on  this  subjec 
affecting  many  drugs,  ii  . 
eluding  such  antibiotic} 
as  tetracydine  and  eiy- 
thromycin.  The  record  ii 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differenct 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re 
search  and  may  practic 
minimum  qualiti’  assur 
ance. 


MYTH:  Industry  favors 
only  ^‘expensivd’  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  o 
the  drug  supply,  includ- 
ing, therefore,  most  of  t)  • 
generics.  Drug  nomen- 
clature is  not  the  impor 
tant  point;  it’s  the  comp 
tence  of  the  manufac- 
turer and  the  integriti’  o 
the  product  that  count. 
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'^Matters. 


MYTH:  Generic  options  al- 
most  always  exist. 

FACT:  About  55  percent 
, of  prescription  drut^  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
onh  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 

AfiTH;  Generic 
prescriptions  are  filled  with 
inexpensii >e generics , th us 
saving consurnei's  large 
sums  of  money. 

FACT:  Market  data  show 
that  \ ou  invariabh’ 
prescribe — and  pharma- 
cists dispense — both 
brand  and  genericalh 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
j a pro\  en  brand  product. 
Sa\1ngs  from  voluntai^' 
or  mandated  generic 
prescribing  are  grossh’ 
exaggerated. 


I ATYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
j health  care  costs. 

FACT:  Drugs  represent  a 
v erx'  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
■ 1967;  today  it  is  about 
8 cents.  And  \ ou  as  a 
plw  sician  are  most 
I conscious  of  how  drug 
therap\’  can  cut  hos- 
I pitalization,  av  ert 
surgerv’,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  mone}>. 

FACT:  Gov  ernment 
schemes  alw  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainlv,  anv^ 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreov  er,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  fi'eedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogii rives  and  your  relation- 
ships with  patients  will  be 
seiiously  impaired. 

The  maker  does 
matter 

After  the  mvihs  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
alw^a\'s,yoLir  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — fi’om  manufac- 
turers with  credentials  and 
performance  records  you 
ha\^e  come  to  respect. 


DMk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


Diabetes  After  Infectious  Hepatitis  — J. 

M.  Oli  and  C.  Nwokolo  (Univ  of  Nigeria 
Teaching  Hosp,  Enugu,  Nigeria)  Br  Med  J 
1:926-927  (Apr  7)  1979. 

Eleven  patients  (nine  men,  one  woman,  and 
one  girl)  aged  11  to  62  years  who  developed 
diabetes  mellitus  after  an  attack  of  infectious 
hepatitis  during  the  Eastern  Nigerian  epi- 
demic of  1970  to  1972  were  followed  up  for 
two  to  nine  years.  One  patient  aged  60  years 
remained  diabetic  after  the  original  illness.  In 
the  remaining  ten  patients  the  diabetes 
remitted  after  three  to  nine  months  (mean  6.7 
months)  but  in  four  it  recurred  after  a 
remission  lasting  one  and  a half  to  four  years 
(mean  2.6  years).  Results  of  this  study  seem  to 
confirm  that  the  pancreas  is  sometimes  per- 
manently damaged  during  infectious  hepatitis. 


Is  Maintenance  Digoxin  Necessary  in 
Patients  With  Sinus  Rhythm?  G.  D. 

Johnston  and  D.  G.  McDevitt  (Queen’s 
Univ  of  Belfast,  Belfast,  Ireland)  Lancet 
1:567-570  (Mar  17)  1979. 

Discontinuation  after  a long  time  use  of 
digoxin  in  56  patients  with  sinus  rhythm  did 
not  produce  clinical  deterioration  in  33  of  34 
patients  whose  pre-withdrawal  steady-state 
plasma  digoxin  concentration  was  less  than  0.8 
ng/mL;  fast  atrial  fibrillation  developed  in  the 
other  patient.  Twenty-two  patients  had  plasma 
digoxin  levels  between  0.8  and  2.0  ng/mL 
before  withdrawal  — of  these,  seven 
deteriorated  without  digoxin  (five  had  atrial 
fibrillation,  which  was  associated  with 
congestive  heart  failure  in  two;  two  had 
congestive  heart  failure  while  remaining  in 
sinus  rhythm).  In  the  latter  two  patients  with 
heart  failure,  measurement  of  the  pre-injection 
period/left-ventricular  ejection  time  ratio 
suggested  that  digoxin  did  exert  a sustained 
positive  inotropic  effect.  Thus,  successful 
discontinuation  of  digoxin  was  possible  in  86% 
of  the  total  group  and  was  more  likely  when  the 
plasma  digoxin  concentration  was  below  0.8 
ng/mL.  Unexpected  atrial  fibrillation  was  the 
most  common  development  in  the  eight 
patients  in  whom  digoxin  withdrawal  was 
unsuccessful. 

12-A  Nebraska  Medical  Journal  October  1979 


Tenuate'  (S 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan'^ 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short  term  adjunct  (a  lew 
weeks)  In  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  Idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  o(  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  partof  a weight 
reduction  prooram  Abuse  of  amphetamines  ano  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which.  In  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonoed  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  Indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  Is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen,  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  tomimmizethepossibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  EIJG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Ceniral Nervous 
Sysiem  Overstimulation,  nervousness,  restlessness,  dizziness.  |il- 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely  psy- 
chotic episodes  at  recommended  doses  In  a lew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastroiniestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema 
topoielic  Sysiem  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increaserf  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride]  controlled-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assaull- 
iveness,  hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhytn- 
mias,  hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitme")  has  been  suggested  on  pharmacologic 
grounds  (or  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direci  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Meiiell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell" 

References:  1 . Citations  available  on  request  from  Medical  Research 
Department.  MERRELL  NATIONAL  LABORATORIES.  Cincinnali, 
Ohio  45215  2 Hoekenga,  M T , O'Dillon  |Dillon|.  R H , and  Leyland, 
H M A comprehensive  review  of  diethylpropion  hydrochloride  In 
Ceniral  Mechanisms  of  Anorectic  Drugs.  S GaratliniandR  Samanin 
Ed  New  York,  Raven  Press.  1978,  pp  39T404 


Merrell 


9 4672 


(T9S7AI 


■;S 

Overweight  may  not  always  be  simple... 
complications  can  develop*. 

Complicated  or  not... 


'fenuate  Dospan  ^ 

(diethylpropioii  hydrocniwide  NF) 

ITS  mg.  controlled-release  tablets 


1^nuate-it  makes  sense. 

And  it’s  responsible  medicine. 


‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 


Merrell 


For  prescribing  information  see  opposite  page 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  p>atients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  . .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.''^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Before  prescribing,  please  consult  compi 
uct  information,  a summary  of  which  folic 
Indications:  In  adults,  urinary  tract  infer 
complicated  by  pain  (primarily  pyelonep^ 
pyelitis  and  cystitis)  due  to  susceptible  ; 
(usually  £.  coli,  Klebsiella-Aerobacter,  St 
coccus  aureus,  Proteus  mirabilis,  and,  !e 
quently,  Proteus  vulgaris)  in  the  absence 
obstructive  uropathy  or  foreign  bodies.  Nc 
fully  coordinate//)  vitro  sulfonamide  sens 
tests  with  bacteriologic  and  clinical  respo 
aminobenzoic  acid  to  follow-up  culture  m 
increasing  frequency  of  resistant  crgcnisn 
the  usefulness  of  antibacterials  irscluding 
fonamides.  Measure  sulfonamide  blood  ic 
variations  may  occur;  20  mg/100  ml  shoe 
maximum  total  level. 

Contraindications:  Children  below  age  12 
fonamide  hypersensitivity;  pregnancy  at  ti 
during  nursing  period;  because  Azo  Garv;, 
tains  phenazopyridine  hydrochloride  it  is  I 
dicat^  in  glomerulonephritis,  severe  her; 
uremia,  and  pyelonephritis  of  pregnancy  j 
disturbances.  ' 

Warnings:  Safety  during  pregnancy  not  esj 
Deaths  from  hypersensitivity  reactions, 
tosis,  aplastic  anemia  and  other  blood  c,' 
have  b^n  reported  and  early  clinical  sigr 
throat,  fever,  pallor,  purpura  or  jaundice) 
dicate  serious  blood  disorders.  Frequent 
urinalysis  with  microscopic  examination 
ommended  during  sulfonamide  therapy 
Precautions:  Use  cautiously  in  patients  w 
paired  renal  or  hepatic  function,  severe  a 
bronchial  asthma;  in  glucose-6-phosphat 
dehydrogenase-deficient  individuals  in  w 
dose-related  hemolysis  may  occur.  Maim 
adequate  fluid  intake  to  prevent  crystallu 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (ag' 
ulocytosis,  aplastic  anemia,  thromboc,tc 
leukopenia,  hemolytic  anemia,  purpura, 
thrombinemia  and  methemoglobinemia); 
reactions  (erythema  multiforme,  skin  eru 
Stevens- Johnson  syndrome,  epidermal  n< 
urticaria,  serum  sickness,  pruritus,  exfoli 
dermatitis,  anaphylactoid  reactions,  pern 
edema,  conjunctival  and  scleral  injectior 
sensitization,  arthralgia  and  allergic  myo 
G.l.  reactions  (nausea,  emesis,  abdomm, 
hepatitis,  diarrhea,  anorexia,  pancreatiti: 
stomatitis);  CNS  reactions  (headache,  p« 
neuritis,  mental  depression,  convulsions 
hallucinations,  tinnitus,  vertigo  and  inso 
miscellaneous  reactions  (drug  fever,  chill 
nephrosis  with  oliguria  and  anuria,  penai 
nodosa  and  L.  E.  phenomenon).  Due  to  c 
chemical  similarities  with  some  goitroger 
uretics  (acetazolamide,  thiazides)  and  or 
glycemic  agents,  sulfonamides  have  caui 
instances  of  goiter  production,  diuresis  a 
glycemia.  Cross-sensitivity  with  these  agi 
exist. 

Dosage;  Azo  Gantanol  is  intended  for  the 
painful  phase  of  urinary  tract  infections. 
adult  dosage:  2 Gm  (4  tabs)  initially,  the 
(2  tabs)  B I D.  for  up  to  3 days.  If  pain  p 
causes  other  than  infection  should  be  so 
After  relief  of  pain  has  been  obtained,  cc 
treatment  with  Gantanol  (sulfameihoxarc 
be  considered. 

NOTE:  Patients  should  be  told  that  the  o 
dye  (phenazopyridine  HCI)  will  color  the 
Supplied:  Tablets,  red,  film-coated,  eac^ 
ing  0.5  Gm  sulfamethoxazole  and  100  m 
phenazopyridine  HCI — bottles  of  1(X)  ant 


pain  of  acute  cqstltls 


In  87%  of  patients 
studed  [303  pf  349], 
Hzp  Gantannr  reduced 
pain  andPr  burning 


within  24  hpurs 


A controlled,  multicenter  study  assessed  the  efficacy  of 


Roche  Laboratories 
Division  of  Hoffmann-la  F 
Nutley,  New  Jersey  071 1C 


Hzq  Gantanol 


Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI 


the  pain  the  pathogens 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


The  Trendelenburg  Position  — W.  J. 

Sibbald  et  al  (Critical  Care/Trauma  Unit, 
391  South  St,  London,  Ontario,  Canada) 
Crit  Care  Med  7:218-224  (May)  1979. 

The  effect  of  the  Trendelenburg  position  on 
systemic  and  pulmonary  hemodynamics  in 
critically  ill  patients  was  examined  (15  to  20 
degree  head-down  tilt)  in  61  normotensive  and 
15  hypotensive  patients  with  acute  cardiac 
illness  or  sepsis.  In  normotensive  patients,  the 
head-dowm  tilt  increased  the  preload  of  both 
right  and  left  ventricles,  increased  cardiac 
output  slightly,  decreased  systemic  vascular 
resistance,  and  did  not  change  the  mean 
arterial  pressure.  This  effect  was  probably 
mediated  by  baroreceptor  stimulation.  In 
hypotensive  patients,  the  Trendelenburg 
position  did  not  increase  preload,  slightly 
increased  afterload,  and  decreased  cardiac 
output.  This  study  failed  to  document  any 
beneficial  hemodynamic  effect  of  the 
Trendelenburg  position  in  critically  ill 
normotensive  or  hypotensive  patients. 
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PROFESSIONAL  LIABILITY 
INSURANCE 


is  a liial  nicirL 


oj  Jistinclion 


rA«apt, 

Professional  Protection  Exclusively  since  1899 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dadge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor;  Carlyle  E. 
Wilson.  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

SamuelsoD,  Wymore.  Counties:  Gage. 
Johnson,  Nemaha.  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties:  Antelope. 
Cedar,  Cuming.  Dakota.  Dixon.  Knox. 
Madison,  Pierce,  Stanton.  Thurston. 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller.  Columbus.  Counties:  Boone, 
Burt.  Colfax.  Dodge.  Merrick,  Nance. 
Platte,  Washington. 

Sixth  District:  Councilor;  Richard  M. 
Pitsch,  Seward.  Counties:  Butler. 

Hamilton,  Polk.  Saunders.  Seward, 
York. 

Seventh  District;  Councilor:  Clarence 
Zimmer,  Friend.  Counties:  Clay,  Fill- 
more, Jefferson.  Nuckolls.  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace.  Gordon.  Counties:  Boyd, 

Brown.  Cherry,  Holt.  Keyapaha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son. Kearney.  Counties:  Blaine,  Buf- 
falo. Custer.  Dawson,  Garfield,  Grant, 
Greeley,  Hall.  Hooker,  Howard,  Loup. 
Sherman,  Thomas,  Valley.  Wheeler. 
Tenth  District;  Councilor;  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase, 
Dundy,  Franklin.  Frontier,  Furnas, 
Gosper,  Harlan.  Hayes.  Hitchcock, 
Kearney,  Phelps,  Rea  Willow,  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer.  Ogallala.  Counties:  Arthur, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes.  Kimball, 
Morrill.  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

•Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington- Burt 
York 

•(Northeast  . 


PRESIDENT 

Lawrence  A McKinnis,  Hastings 
R.  E.  Kopp,  Plainview 
Gary  Smith,  Newman  Grove 
John  H.  Floyd,  Allieuice 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph,  David  City 
R.  J.  Dietz,  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen.  Broken  Bow 

James  E.  Bridges,  Fremont 
Henry  J.  Billerbeck,  Randolph 

Patrick  C.  Gillespie,  Beatrice 
Gordon  D.  Bainbridge,  Gr.  Island 
Gary  D.  Penner.  Aurora 


Douglas  M.  Laflan,  Creighton 
D.  W.  Ebers.  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Harold  Dahlheim,  Norfolk 
Edward  M.  Malashock,  Omaha 
Dormond  E.  Metcalf,  Gordon 
Dean  R.  Thomson.  Syracuse 
Bryce  G.  Shopp.  Imperial 
Warren  R.  Miller,  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
J.  Paul  Glabasnia.  Papillion 
John  E.  Hansen,  Jr..  Wahoo 
Donald  M.  Gentry,  Gering 
R.  Paul  Hoff,  Seward 
Richard  E.  Penry,  Hebron 
H.  C.  Stewart.  Pawnee  City 
P.  L.  Wiebe.  McCook 
Kenneth  C.  Bagby.  Blair 
James  D.  Bell,  York 


SECRETARY-TREASURER 
George  J.  Lytton,  Hastings 

D.  F.  Johnson,  Jr.,  Osmond 
Charles  Sweet,  Albion 
Bruce  D Forney.  AUiemce 
William  W.  Lyons,  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp.  Elmwood 

E.  L.  Sucha,  West  Point 

N.  Leon  Books,  Broken  Bow 
Larry  F.  Wilson,  Gothenburg 
William  B.  Eaton,  Fremont 
Robert  B.  Benthack,  Wayne 

Klemens  E.  Gustafson,  Beatrice 
Sheridan  T.  Anderson.  Gr.  Island 
Richard  O.  Forsman,  Aurora 


Delwyn  J.  Nagengast.  Bloomfield 
W.  E.  Lundak,  Lincoln 
Mark  B.  Sorensen,  North  Platte 
G.  Tom  Surber,  Norfolk 
John  F.  Fitzgibbons,  Omaha 
Bernard  A.  Owen,  Gordon 
Paul  R.  Madison.  Nebraska  Ctty 
Paul  F.  Bottom,  Grant 
Ronald  W.  Klutman.  Columbus 
Angelito  C.  Dela  Cruz,  Friend 
Michael  J.  Moran.  Papillion 
Robert  E.  Morris,  Ralston 
Robert  C.  Calkins,  Scottsbluff 
Roger  A.  Jacobs,  Seweu'd 
Charles  F.  Ashby,  Geneva 
R.  L.  Burghart.  Falls  City 
Elizabeth  D.  Edwards.  McCook 
Clifford  M.  Hadley,  Lyons 
Ben  N.  Greenberg,  York 
Gordon  Adams,  Norfolk) 
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Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500733 


r 


brand  of 


dmetidine 


How  Supplied: 

Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 


When  painful  spasm 
is  the  presenting 
symptom 


.in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Slarkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


‘This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAIWBLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIDNAL  DISDRDERS  ARE  DFTEN  RE- 
LIEVED BY  VARYING  CDMBINATIDNS  DF  SEDATIVE. 
REASSURANCE.  PHYSICIAN  INTEREST.  AMELIDRA- 
TIDN  DF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatIc  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus.  Intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis:  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIDNS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complicafion  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anficholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur, 
ADVERSE  REACTIDNS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste: 
headache;  nervousness;  drowsiness;  weakness:  dizziness;  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lighfheadedness  and  occasionally  local  irritation,  DDSAGE  AND 
ADMINISTRATIDN:  Dosage  must  be  adjusted  to  individual  patient’s 
needs. 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults:  1 or  2 
capsules  or  teaspoonfuls  syrup  fhree  or  four  fimes  daily.  Children: 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  'h 
leaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults:  1 tablet  three  or  four 
fimes  daily  Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE,  MAN- 
AGEMENT OF  OVERDOSE.  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  In  swallowing.  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  Dctober,  1978, 


Injectable  dosage  forms  manufactured  by  CDNNAUGHT  LABDRA- 
TDRIES,  INC  , Swiftwater,  Pennsylvania  18370  or  TAYLDR  PHAR- 
MACAL  CDMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIDNAL 
LABORATDRIES.  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Dhio  45215,  U.S.A, 


Relationship  Between  Time  and  Clinical 
Management  in  Family  Practice  — D.  J. 

G.  Bain  (Aberdeen  Univ  Medical  Center, 
Foresterhill,  Aberdeen,  Scotland)  J Fam 
Pract  8:551-559  (Mar)  1979. 

Of  709  office  visits  to  22  family  physicians, 
42%  of  patients  were  being  followed  for  long- 
term problems  and  61%  had  acute  problems  of 
recent  onset.  The  average  face-to-face  time 
with  patients  was  8.8  minutes.  Diseases  of  ear, 
nose,  and  throat  were  the  most  common  acute 
complaints,  and  there  was  a distinct  tendency 
for  shorter  visit  time  for  these  conditions. 
Older  patients  and  patients  with  ongoing 
chronic  conditions  received  more  time  from 
physicians.  Irrespective  of  diagnosis,  the  time 
taken  with  patients  of  upper  socioeconomic 
status  was  greater  than  the  time  spent  with 
those  of  lower  socioeconomic  status. 


Airway  Response  to  Hair  Spray  in  Normal 
Subjects  and  Subjects  With  Hyper- 
reactive Airways  — D.  P.  Schleuter  et  al 
(8700  W Wisconsin,  Milwaukee,  WI  53226) 
Chest  75:544-548  (May)  1979. 

Short-term  20-second  exposure  to  hair 
sprays  A and  B failed  to  show  significant 
decreases  in  maximum  expiratory  flow  rates  at 
low  pulmonary  volumes  in  normal  subjects; 
however,  significant  decreases  were  observed 
with  hair  spray  B in  eight  subjects  with 
hyperreactive  airways  (abnormal  response  to 
inhalation  of  methacholine).  On  the  partial 
flow-volume  curves,  flows  at  40%  and  25%  of 
forced  vital  capacity  decreased  8.9%  to  10.3% 
and  14%  to  18.7%,  respectively.  The  hair 
sprays  differed  in  their  content  of  perfume  and 
plasticizer,  and  since  the  latter  is  generally 
considered  nontoxic  at  room  temperature,  the 
perfume  may  be  the  responsible  agent.  It 
would  appear  that  normal  healthy  individuals 
are  at  little  risk,  at  least  from  brief  exposure  to 
hair  spray;  however,  in  the  presence  of 
hyperreactive  airways,  as  seen  in  asthmatic 
subjects  and  in  some  people  with  allergic 
rhinitis  and  viral  respiratory  infections,  an 
immediate  response  of  the  airways  may  result 
from  exposure  to  some  hair  sprays. 
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MERflELL  NATIONAL  LABORATORIES 
Division  of  Richardson  MerrolMnc 
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A simple  solution  for  beating 
the  high  cost  of  feeding  babies. 


wdered  Soyalac  mixed  with  water  (according  to 
dons  on  the  label)  is  an  inexpensive,  soy-based 
t formula  your  patients  can  buy. 

3 to  50%  less  expensive  than  ready-to-serve 
ulas. 

D to  25%  less  expensive  than  liquid  concentrates, 
ding  our  own! 

•yalac  is  the  only  leading  milk-free  infant  for- 
available  as  an  inexpensive  powder.  It  provides 
:ly  the  same  nutritional  balance  as  Soyalac’s  con- 


centrated and  ready-to-serve  infant  soy  formulas  - at 
a fraction  of  the  cost. 

Your  patients  who  use  formula  will  appreciate 
knowing  about  it. 

For  detailed  information  and  samples,  please  call 
or  write  the  Soyalac  sales  representative  in  your  area. 


Loma  Linda  Foods  11503  Pierce  Street 
Riverside,  CA  92515  (714)  785-2475  i 
Loma  Linda  Foods  13246  Wooster  Road 
Mount  Vernon,  OH  43050  (614)  397-7077  I 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 


IN  NEBRASKA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Larry  B.  Kent 

Beltone  Hearing  Aid  Service 
4248  Douglas  Avenue 
Onnaha,  Nebraska  68131 
(402)  551-3440 

Beltone  Hearing  Aid  Service 
2022  Avenue  A 
Kearney,  Nebraska  68847 
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Beltone  Hearing  Aid  Service 
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(402)  564-8631 

Jerry  D.  Stevens 
Beltone  Hearing  Aid  Center 
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(308)  532-2798 

Robert  Wolfe 

Beltone  Hearing  Aid  Center 
504  South  1 3th  Street 
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(402)  432-6265 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  ■ Chicago,  Illinois  60646 
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ITS  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacteriai  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses:  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically,  so 
the  risk  of  sensitization  is  minimal 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  Vi  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORM*  Ointment 

(polymyxin  B-bacitracin-neomycin) 


s 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains:  Aerosporin*  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  lor  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  olher  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptil 
organisms,  including  fungi  Appropriate  measures  shoi 
be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncomm 
cutaneous  sensitizer  Articles  in  the  current  literati 
Indicate  an  increase  in  the  prevalence  ol  persons  alleri 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  be 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profi 
sional  Services  Dept  PML 

/ Burroughs  Wsllcom*  Co. 

/ Research  Triangle  Park 
WiloBu  / North  Carolina  27709 
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ON  SOAP 

I think  it  is  called  the  problem-oriented 
record,  and  it  consists  of  subjective 
information,  objective  observations  and  data, 
assessment,  and  plans;  and  the  initials  form 
the  word  soap. 

I like  eponyms,  give  me  the  discoverer’s 
name  every  time,  even  if  he  is  dead. 

But  I hate  acronyms;  they  spell  out  funny 
titles  and  catchphrases,  and  make  no  sense 
while  they  seem,  to  the  thoughtless,  to  make 
sense. 

When  did  we  not  get  information  from  the 
patient?  We  called  it  the  history,  a better  way 
of  saying  it. 

And  when  did  we  not  include  objective 
information?  We  named  this,  examination  and 
laboratory  data. 

For  assessment,  we  said  diagnosis. 

And  for  plans,  we  wrote  recommendations. 

What  else  is  new? 

-F.C. 

I LIKE  DANDELIONS 

Roses  are  red. 

Dandelions  are  like  cancer.  They  spoil  it  for 
everybody  else,  they  are  hard  to  kill,  they  take 
over  the  whole  enterprise,  and  whatever  you 
use  to  destroy  them  may  hurt  the  grass.  But  I 
have  a great  deal  of  respect  for  the  dandelions. 
They  grow  without  having  to  be  planted,  you 
don’t  need  to  feed  them,  they  come  from 
nowhere,  and  they  do  without  water. 

Violets  are  blue. 

With  all  that,  I admire  them.  I like  their 
cheery  yellow  bursts  in  an  otherwise  dull  field 
of  common  green.  I applaud  their  bravery  and  I 
respect  them  for  being  what  they  are: 
dauntless  and  intrepid.  A few  tufts  of  grass  in 
a plot  composed  almost  entirely  of  dandelions 
might  look  as  pretty  as  what  we  have  now.  I like 
Maalox,  too. 

But  they  don’t  spread. 

And  dandelions  attract  purple  finches,  and 
you  know  what  they  do. 


Like  dandelions  do.  Anon. 

Does  not  the  physician  who  stands  out  from 
his  colleagues  show  in  many  ways  what,  if  you 
can  bring  yourself  to  agree  with  me  about  the 
bright  yellow  things  you  have  not  liked  until 
now,  I find  good  about  dandelions?  And  if 
dandelions  metastasize,  perhaps  standing  out, 
in  a helpful  way,  can  spread  from  doctor  to 
doctor.  I am  not  arguing  for  crabgrass,  but  I 
find  nothing  thrilling  about  sameness,  nor  in 
mediocrity.  I like  clover,  too.  And  the  brave 
things  that  grow  out  of  cracks  in  the  sidewalk. 

Let’s  hear  it  for  the  dandelions. 

—F.C. 

WHAT  IS  CHEMOTHERAPY,  OR 
AREN’T  ALL  MEDICINES  CHEMICALS? 

I know  about  chemotherapy  for  cancer.  I 
have  read  of  chemotherapy  for  tuberculosis. 
But  before  this  new  word  rolls  over  me  like  a 
flood,  I want  to  know  why  we  have  it.  You  can 
treat  ulcer  disease  with  surgery  and  with  drugs, 
and  the  same  can  be  done  for  cancer,  so  why  do 
we  talk  learnedly  of  chemotherapy?  Why  don’t 
we  say  drugs? 

Or  better  still,  let  us  say:  the  medical 
treatment  of  cancer. 

-F.C. 

HOWEVER 

Examination  of  the  knee,  I read,  is  normal, 
or  unremarkable,  or  completely  negative.  And 
then  comes  except  for,  and  you  discover  that 
the  knee  is  not  normal  at  all. 

Sometimes  I note  that  the  heart  is  free  of 
disease;  and  then  comes  however,  when  you 
find  that  the  heart  is  not  free  of  disease  at  all. 

Or  I am  told  that  the  gait  is  all  right,  but  he 
limps;  or  the  pulse  is  good,  only  it  is  hard  to 
feel  on  one  side.  Or  the  patient  can  move  his 
fingers  just  fine,  although  he  cannot  write  or 
eat  or  comb  his  hair. 

Only  the  inept 

Say  except 

Never 

Say  however. 

—F.C. 
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HOW  THE  PRACTICE  OF 
MEDICINE  WORKS 

The  doctor  administers  polio  vaccine  and 
the  patient  does  not  get  polio.  Well,  but,  says 
an  occasional  patient,  you  didn’t  create  the 
vaccine;  that  was  done  by  somebody  else.  Or 
you  remove  a tumor  and  the  patient  gets  well; 
but  then  he  says,  another  doctor  thought  up 
that  operation,  not  you. 

But  when  charges  for  hospital  rooms  go  up, 
people  who  should  know  better  complain  to  us. 
We  have  even  been  told  that  we  do  not  pay  for 


the  use  of  the  operating  room,  and  we  answer 
that  we  should  not,  the  operating  room  belongs 
to  the  hospital;  nor  does  the  lawyer  pay  for 
using  the  courtroom. 

Well,  nothing  hangs  together  here,  but  so 
much  of  the  time  our  detractors  make  no 
sense.  K we  inoculate  and  it  helps,  is  that  not 
the  medical  profession  in  action?  And  when 
room  rents  and  other  expenses,  over  which  we 
have  no  real  control,  become  larger,  it  is  not 
the  doctor  who  is  charging  more.  Be  nice  to 
him,  he’s  doing  the  best  he  can. 

-F.C. 


AAy  Specialty:  Orthopaedic  Surgery 


I PLANNED  to  go  into  general 
practice  in  Colorado.  After 
getting  out  of  the  Navy  Medical 
Corps,  I was  serving  some  time  in  a small 
hospital  in  Chicago  to  get  refreshed  in  the  care 
of  females  and  children  when  I had  an 
opportunity  to  take  one  year  of  residency  in 
Orthopaedics  at  St.  Luke’s  Hospital  in 
Chicago.  I decided  to  take  this  one  year  and 
then  go  on  with  my  plans  for  family  practice. 
During  that  first  year,  however,  I decided  to 
continue  in  orthopaedics  and  I never  made  it  to 
Colorado.  My  second  year  was  at  the  Veteran’s 
Hospital  in  Lincoln,  Nebraska,  with  Dr.  J.  E. 
M.  Thompson  and  his  associates  and  then  a 
year  at  Nebraska  Orthopaedic  Hospital  with 
Drs.  H.  W.  Orr,  Fritz  Teal,  Dr.  Fred  Ferciot, 
and  W.  R.  Hamsa  Sr.  During  this  period  of 
residency  Dr.  Hamsa  asked  me  to  associate 
with  himself  and  Dr.  L.  S.  Campbell  in  Omaha 
in  practice  after  completion  of  my  residency 
training.  I started  in  practice  with  them  on  July 
1,  1951. 

I have  really  enjoyed  this  practice  and  at 
first  did  considerable  work  at  the  Nebraska 
Orthopedic  Hospital  in  Lincoln,  Douglas 
County  Hospital,  and  the  University  of 
Nebraska  Hospital.  Therefore,  even  though  I 
had  few  private  patients,  I always  was  kept 
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busy.  I have  enjoyed  the  association  with  the 
medical  school  and  its  students  over  the  years. 
One  of  the  features  of  the  specialty  of 
orthopaedic  surgery,  which  I think  is  very 
good,  is  that  it  is  not  all  operative  work,  as  we 
see  many  patients  in  the  office  who  do  not 
require  any  surgical  treatment.  The  other 
feature,  which  I like,  is  that  we  take  care  of 
patients  in  all  age  groups  from  infancy  to  old 
age.  The  recent  addition  of  total  arthroplasties 
for  arthritic  conditions  of  the  joints  has  made  it 
possible  for  us  to  help  many  people  for  whom 
we  previously  could  do  very  little.  The  virtual 
elimination  of  acute  poliomyelitis  has  nearly 
eliminated  reconstructive  work  in  that  field. 
The  early  treatment  of  infections  with  anti- 
biotics has  nearly  eliminated  osteomyelitis  and 
tuberculous  osteomyelitis  is  indeed  rare  at  this 
time.  Orthopaedic  surgery,  once  considered  a 
specialty  in  itself,  has  now  become  specialized 
from  within.  The  fields  of  scoliosis,  hand 
surgery,  and  children’s  orthopaedics  are  more 
and  more  being  handled  by  specialists  in  these 
narrow  fields.  I always  have  been  and  continue 
to  be,  enthusiastic  about  the  field  of  medicines 
and  my  own  field  of  orthopaedic  surgery. 
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Mitral  Valve  Prolapse  Syndrome: 
A Six-Month  Follow-Up  Study  of 
Propranolol  Therapy 


Summary 

Propranolol  has  been  sug- 
gested for  the  treatment  of 
mitral  valve  prolapse  and 
associated  arrhythmias.  However,  a follow-up 
study  on  the  effectiveness  of  propranolol  in 
mitral  valve  prolapse  syndrome  over  a 
period  of  time  has  not  been  reported  in  the 
literature.  The  results  of  a six-month  follow- 
up study  are  reported  for  propranolol  ther- 
apy in  a 51  year-old  female,  including  echo- 
cardiographic  readings  before  and  after  pro- 
pranolol therapy.  Propranolol  was  found  to 
be  effective  in  controlling  the  arrhythmias, 
palpitation  and  chest  pain  of  mitral  valve 
prolapse  over  the  six-month  period  of  this 
study. 

Introduction 

Ceu’diac  and  noncardiac  symptoms  asso- 
ciated with  mitral  valve  prolapse  include 
atypical  chest  pain,  palpitations,  dyspnea, 
fatigue,  syncope,  and  various  forms  of  ar- 
rhythmias.*'' Some  authors  have  suggested 
the  use  of  propranolol  for  relief  of  these 
symptoms,  especially  the  various  forms  of 
arrhythmia,^  ® palpitations,^  and  chest  pain.®  ® 
Our  experience  with  this  51  year  old  female 
followed  for  six  months  confirms  the  ef- 
fectiveness of  propranolol  in  relieving  chest 
pain,  palpitation  and  eu’rhythmia  associated 
with  mitral  valve  prolapse. 

Case  Report 

The  51  year  old  female  patient  was  first 
seen  on  January  17,  1978,  compleiining  of 
palpitation  and  some  associated  tightening  in 
the  chest  that  had  first  occurred  three  weeks 
earlier.  She  stated  that  her  heart  has  been 
palpitating  or  skipping  a beat.  In  addition, 
for  approximately  one  month,  she  had  ex- 
perienced distress  in  the  chest,  especially 
with  excitement  occurring  at  least  daily  with 
some  squeezing  and  fluttering  sensation  or 
throbbing.  There  was  minimad  shortness  of 
breath. 

Physical  examination  revealed  a cooper a- 
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tive  femaile  184  cm  tall,  emd  weighing  71.8 
kg.  There  was  moderate  pectus-excavatum. 
Her  pulse  was  84,  and  blood  pressure  was 
110/60.  Standing  blood  pressure  was  142/84. 
Her  finger-to-finger  span  was  188  cm.  The 
optic  fundi  were  normal.  Heart  findings  in- 
cluded a mdd  systolic  click  in  the  lying  posi- 
tion and  a grade  2/6  systolic  murmur  in  the 
left  lateral  decubitus.  In  the  squatting  posi- 
tion, no  click  or  murmur  was  found,  while 
standing  immediately  thereafter,  both  a mid- 
systolic  click  and  a late  systolic  murmur 
were  audible.  Peripheral  pulse  revealed 
normal  equal  pulses.  No  edema  was  present. 

Chest  x-ray,  electrocardiogram  and 
echocar  diogr  am 

A routine  PA  and  lateral  showed  the  heart 
and  lungs  were  normal.  Pectus  excavatum 
de-formity  was  identified.  Bony  elements 
were  otherwise  intact.  Chest  x-ray  indicated 
no  active  disease.  Electrocardiograms  were 
obtained  in  January  and  July.  On  January 
17,  1978  before  therapy,  she  had  many  multi- 
focal and  sometimes  bigeminal  ventricular 
premature  beats  as  shown  in  the  accom- 
panying figure  (Fig.  la,  see  arrow).  That 
electrocardiogram  also  shows  an  incomplete 
right  bundle  branch  block,  but  does  not 
reveal  major  T-wave  changes  as  is  some- 
times seen  in  prolapse.  When  the  electro- 

•Address  correspondence  to:  Dr.  S.  J.  Stohs,  Ph  D.,  Department  of 
Biomedicinal  Chemistry,  College  of  Pharmacy.  University  of  Nebraska 
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cardiogram  was  repeated  in  July  it  reveeiled 
no  incomplete  right  bundle  branch  block  but 
showed  occasional  atrial  premature  contrac- 
tions, and  at  this  time  the  patient  was  on 
propranolol  (80  mg  per  day).  The  incomplete 
right  bundle  branch  block  had  disappeared. 


July  echocardiogram  following  therapy  of 
propranolol  for  six  months.  The  rh)dhm  was 
now  regular.  Septal  motion  appeared  within 
normal  limits.  The  mitral  valve  leaflet  shows 
reduplication  of  echoes  (see  the  half-arrow). 
At  the  large  arrow  in  the  center  is  seen  the 
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Fig.  la:  EKG  before  propranolol  therapy.  A twelve  lead  electrocardiogram  of  Mrs.  D.M.  on  January  17, 
1978,  showing  numerous  multifocal  and  sometimes  bigeminal  ventricular  premature  beats  [see  arrow];  and 
an  incomplete  right  bundle  branch  block. 


Echocardiographic  features  were  also  ob- 
tained in  January,  March  and  in  July.  The 
January  echocardiogram  reveeiled  a mitral 
valve  prolapse  of  the  posterior  mitred  leaflet 
and  anterior  mitral  leaflet  to  a lesser  degree 
(see  arrow.  Fig  2a).  Ancillary  features  of  pro- 
lapsing valve  include  somewhat  pronounced 
amplitude  from  D to  E on  the  upstroke  of 
the  diastolic  component  of  the  mitral  valve, 
reduplication  of  diastolic  echoes  of  anterior 
leaflet  mitral  valve,  and  certainly  redupli- 
cation of  the  systolic  echoes  of  the  posterior 
mitral  valve  leaflet  such  as  is  shown  in  the 
next  cycle  systolic  component  beyond  the 
arrow  (in  Fig.  2a).  Fig.  2b  demonstrates  the 


normal  systolic  anterior-ward  leaflet  motion 
of  the  anterior  leaflet  valve,  without  signifi- 
cant posterior  prolapse,  although  there  is 
some  fragmentation  of  the  posterior  mitral 
vedve  leaflet  echoes. 

Clinical  course 

On  January  24,  1978,  the  patient  was 
advised  of  the  mitral  valve  prolapse  syn- 
drome with  ventricular  arrhythmia.  She  was 
advised  to  avoid  stimulants  and  Inderal 
(propranolol)  10  mg.q.i.d.  was  prescribed, 
which  was  subsequently  increased  to  six  per 
day.  On  February  7,  1978,  she  complained 
only  of  slight  suprapubic  discomfort.  She 
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Fig.  lb:  EKG  after  Inderal  therapy.  The  twelve  lead  echocardiogram  of  Mrs.  D.M.  in  July,  1978,  did  not 
show  any  incomplete  right  bundle  branch  block,  although  there  was  occasional  atrial  premature  contractions. 


experienced  less  palpitations  than  previously, 
and  had  a regular  pulse  of  72. 

On  February  21,  1978,  the  patient  was  in 
no  distress,  and  reported  seldom  noticing  the 
heart  skips.  Her  systolic  click-murmur  was 
still  evident.  She  was  advised  that  she  could 
do  any  activity  except  strenuous  exertion. 
She  was  continued  on  Inderal  10  mg.  q.i.d., 
and  instructed  on  the  intercurrent  use  of 
antibiotics  for  invasive  procedures  for  in- 
fectious endocarditis  prophylaxis.  The  chest 
pain,  palpitation  and  similar  feelings  of  dis- 
comfort, as  well  as  the  arrythmias,  were  con- 
trolled by  the  Inderal.  The  patient  has  con- 
tinued on  Inderal,  and  has  not  had  further 
complications. 

Discussion 

The  principal  diagnostic  criteria  for  this 
condition  are  the  two  auscultatory  findings: 
midsystolic  click  and  late  systolic  murmur. 
Each  is  independent  of  the  other.  They  are 
often  present  together,  but  only  one  may  be 


apparent  while  the  other  may  have  to  be  e- 
licited  by  special  maneuvers.  The  late  sys- 
tolic murmur  varies  greatly  in  quality  and 
intensity,  and  considerable  veu-iation  may 
occur  in  the  same  patient  with  changes  in 
body  position.  At  times,  the  midsystolic  click 
is  the  only  consistent  finding.  The  murmur 
might  then  be  revealed  by  changing  body 
position  such  as  standing.  Clicks  eu’e  less 
specific  than  murmurs.  They  originate 
mostly  by  tension  of  the  mitral  valve  ap- 
paratus at  the  time  the  valve  prolapses.  The 
echocardiogram  is  the  most  important  con- 
firmatory method  of  examination.  A charac- 
teristic late  systolic  motion  of  one  of  the 
mitral  leaflets  is  found  in  almost  all  patients 
with  this  condition. 

Although  mitral  valve  prolapse  is  seldom 
fatal,  the  condition  may  be  a focus  for 
bacterial  endocarditis  or  life  threatening 
arrhythmias.  All  patients  therefore  require 
prophylactic  antiendocarditic  therapy 
whenever  they  have  operative  procedures  in 


October  1979 


Nebraska  Medical  Journal  303 


Fig.  2a:  Echocardiographic  features  before  propranolol  therapy.  The  echocardiogram  of  Mrs.  D.M.  on 
January  17,  1978  revealed  prolapse  of  the  posterior  mitral  leaflet,  and  anterior  mitral  leaflet  to  a lesser 
degree  [see  arrow]. 


mucosal  cavities,  e.g.  dental  operations. 
Patients  with  ventricular  ectopic  beats  may 
require  antiarrhythmic  drugs  if  premature 
beats  occur  early  in  diastole,  or  if  exercise 
increases  their  number,  as  was  the  case  with 
our  patient.  Propranolol  appears  to  be  an 
effective  agent,  but  its  continued  use  is 
justified  only  if  it  can  be  shown  to  reduce  the 
number  of  premature  beats,  as  was  observed 
in  our  patient  for  relief  of  palpitation  and 
chest  pain.  Patients  with  paroxysms  of 
supra-ventricular  tachycardia  or  atrial  fibril- 
lation appear  to  respond  better  with  quini- 
dine,  or  a combination  of  quinidine  and  pro- 
pranolol. 

Surgical  treatment  of  this  form  of  mitral 
regurgitation  is  not  indicated,  though  some 
thought  has  been  given  to  the  possibility 
that  a redundant  ballooning  abnormal  mitral 
valve  may  traumatize  the  ventricular  wall 


and  produce  its  irritability.  In  our  exper- 
ience, propranolol  therapy  not  only  con- 
trolled the  arrhythmia  resulting  from  the 
mitral  valve  syndrome  of  our  patient,  but 
also  controlled  the  palpitations  and  atypical 
chest  pain  resulting  from  the  syndrome 
during  the  six  consecutive  months  that  this 
patient  has  been  followed. 
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Fig.  2b:  Echocardiographic  features  after  Indered  therapy.  The  July,  1978  echocardiogram  of  Mrs.  D.M. 
following  propranolol  therapy  shows  entirely  regular  rhythm.  Septal  motion  appeared  within  normal  limits. 
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Condyloma  Acuminatum  — 
Diagnosis,  Precautions,  Treatment 


Because  it  is  generally  agreed 
that  the  incidence  of  genital 
wart-like  growths  occurring  in 
both  the  pregnant  and  nonpregnant  female 
has  increased,  a review  concerning  certain 
precautions  in  the  diagnosis  and  treatment  of 
these  lesions  is  in  order.  Large  numbers  of 
patients  with  these  lesions  are  treated  in  the 
University  Obstetric  and  Gynecology  Clinics 
and  some  experiences  and  observations  with 
this  disease  are  also  related. 

These  papillomatous  growths  were  once 
ascribed  to  the  irritant  effect  of  dirt  and 
discharge.  It  is  now  generally  accepted  that 
they  are  caused  by  a virus  of  the  papova 
group  which  contain  DNA.  They  are  trans- 
mitted by  direct  contact,  hence  the  term 
venereal.  The  incubation  period  is  thought 
to  be  4 to  6 weeks. 

Diagnosis 

Multiplicity  characterizes  the  verrucous 
growths,  which  may  involve  any  portion  of 
the  vulva,  anal  area,  vagina,  and  cervix. 
Young  adults  are  mainly  affected.  Other  less 
common  venereal  transmitted  diseases  must 
be  included  in  the  differential  diagnosis. 

It  is  important  to  rule  out  malignant 
transformation.  Bowen’s  disease  (ca  in  situ) 
should  be  included  in  the  differential  diag- 
nosis of  verrucous  lesions  of  the  genitalia  and 
should  be  ruled  out  by  biopsy.  One  should  be 
suspicious  of  warty  pigmented  lesions  be- 
cause one  form  of  Bowen’s  disease  has  these 
ch2U-acteristics. 

When  is  biopsy  indicated?  In  reviewing  the 
case  reports  occurring  in  the  literature,  it 
is  noted  that  the  vulvar  verrucous  growths 
studied  by  histologic  and  ultrastructural 
methods  showing  malignant  change  were 
mostly  single  lesions  in  contradistinction  to 
the  lesions  of  condyloma  acuminata,  which  by 
the  time  the  patient  seeks  relief  have  become 
characteristically  multiple.  From  this  it  is 
reasonable  to  conclude  that  a single  appear- 
ing verrucous  growth  of  the  genitalia  should 
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be  removed  for  histologic  examination  before 
treatment.  Podophyllin  paintings,  for  in- 
stance, have  been  known  to  produce  atypia 
in  vulvar  warts.  In  the  case  of  multiple 
lesions,  biopsy  of  growths  that  show  visible 
ch2mges  or  random  biopsy  may  be  indicated. 
Condyloma  acuminata  of  the  cervix  requires 
biopsy  to  rule  out  a keratinizing  cancer. 
Condylomata  sometimes  constitute  the 
source  of  abnormal  cytology. 

Treatment 

The  use  of  podophyllin 

The  most  common  form  of  treatment  is  the 
application  of  a 10  to  25  percent  podophyllin 
preparation  in  compound  tincture  of  benzoin. 
The  use  of  this  tinje  honored  treatment  at 
the  University  Clinics  has  been  disappoint- 
ing and  its  efficiency  has  become  doubtful. 

Disadvantages:  The  patients  seemed  to  be 
generally  disgruntled  because  of  the  many 
return  visits  required  and  the  inconvenience 
of  needing  to  sit  in  the  tub  within  a certain 
number  of  hours  following  treatment  to 
avoid  local  ulcerations  of  the  normal  skin. 
Application  is  also  accompanied  by  a con- 
siderable amount  of  pain.  The  effectiveness 
of  podophyllin  depends  on  being  a freshly 
prepared  mixture.  The  podophyllin  resin  is 
stable  in  its  powdered  form  but  after  being 
liquified  it  deteriorates  rapidly.  A liquid 
preparation  that  stands  for  more  than  2 to  3 
weeks  is  less  painful  and  less  effective  when 
applied. 

Dangers:  The  cautious  use  of  podophyllin 
is  mandatory  because  of  the  increasing 
number  of  case  reports  describing  severe 
toxic  systemic  reactions  following  its  use.^ 
The  use  of  podophyllin  has  been  known  to 
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produce  hypocalcemia  with  impending  tetany 
and  peripheral  neuropathy. 

Podophyllin  use  during  pregnancy:  The 
use  of  podophyllin  during  pregnancy  has 
resulted  in  severe  toxic  systemic  reactions 
with  prolonged  maternal  recovery  and  intra- 
uterine death.  Therefore  its  use  in  pregnancy 
is  contraindicated  and  has  been  abandoned. 

The  use  of  modified  trichloracetic  acid 

Powell ‘‘  advocated  the  use  of  modified 
trichloracetic  acid.  He  has  virtually  abandoned 
podophyllin  for  halogenated  acetic  acid 
(Nevitol).  He  finds  it  equal  to,  or  better  than, 
podophyllin.  This  preparation  has  in  our 
hands  been  found  to  be  more  effective  and 
has  almost  replaced  the  use  of  podophyllin. 
However,  when  podophyllin  is  used,  it  is 
applied  with  caution  and  sparingly  in  the 
nonpregnant  patient  presenting  with  early 
minimal  growth. 

The  use  of  halogenated  acetic  acid  has 
provided  mariy  advantages.  Only  a fraction 
of  a drop  is  needed  in  its  application.  There  is 
practically  no  pain  except  for  a fleeting 
stinging  sensation  which  disappears  almost 
as  soon  as  the  patient  leaves  the  treatment 
room.  There  is  very  little  reaction  to  the  nor- 
mal tissue  without  scarring  if  inadvertantly 
applied  to  normal  tissue.  We  have  found  it 
advantageous  in  larger  warts  to  also  treat 
its  base  including  small  areas  of  surrounding 
normal  tissue.  There  is  no  need  to  sit  in  the 
tub  following  its  application.  The  patient  is 
instructed  not  to  allow  water  or  moisture  to 
come  in  contact  with  the  site  of  application 
for  at  least  twelve  hours. 

Since  it  is  an  instant  coagulant  and 
desiccant,  the  growth  turns  white  during  the 
application.  Therefore  one  can  see  at  all 
times  how  much  and  where  it  is  being 
applied.  Systemic  absorption  is  not  expected 
since  the  coagulative  effect  blocks  off  the 
blood  and  lymph  supply  to  the  growth.  We 
have  used  it  during  pregnancy  without 
harmful  effects.  With  the  use  of  halogenated 
acetic  acid,  the  number  of  return  visits 
needed  to  obtain  relief  has  been  greatly 
reduced  and  its  use  has  gained  general 
patient  acceptability.  There  have  been  some 
failures  (this  calls  for  biopsy),  but  overall  is 
superior  to  podophyllin  when  used  properly. 


The  use  of  cryosurgery 

In  cases  where  podophyllin  or  Nevitol  have 
not  produced  results,  these  lesions  are 
sometimes  treated  with  cryosurgery.  The 
technique  outlined  by  PowelH  has  proven 
beneficial. 

Immunological  therapy 

The  use  of  an  autogenous  vaccine  in 
resistant  cases  as  reported  by  Powell '*  has 
not  been  indicated  in  any  of  our  patients  to 
date.  Favorable  results  have  been  reported 
in  patients  treated  in  this  manner. 

Other  methods  of  treatment 

Patients  presenting  with  numerous  warts 
involving  many  different  areas  are  hos- 
pitalized. Excision  and  electrocoagulation 
under  local  or  general  anesthesia  is  per- 
formed. Pregnant  patients  are  included  in 
this  category. 

Another  method  of  treatment  that  may  be 
considered  in  resistant  lesions  is  the  use  of 
5-fluorouracil.  However,  one  would  hesitate 
to  use  it  if  a more  conventional  method  is 
found  to  be  as  effective. 

Concomitant  treatment  should  be  directed 
at  control  of  a vaginal  discharge  if  present 
due  to  Candida,  hemophilus,  or  trichomonas. 
This  is  especially  true  in  the  case  of 
trichomonas  vaginitis.  Rodgerson’s®  work  is 
very  persuasive  in  implicating  the  vaginal 
trichomonad  as  an  accomplice  in  the  occur- 
rence of  vulvar  and  vaginal  warts.  She 
postulates  that  viruses  and  trichomonads 
may  be  necessary  for  the  production  of  the 
lesions.  The  trichomonad  carries  the  virus 
and  through  irritating  factors  sets  the  stage 
for  the  introduction  of  the  virus  into  the 
tissues. 

Summary 

Condyloma  acuminata  is  caused  by  a virus 
and  is  usually  transmitted  by  direct  contact 
(venereal). 

The  importance  of  biopsy  to  rule  out 
malignant  transformation  is  stressed. 

The  cautious  use,  disadvantages,  and  dan- 
gers of  podophyllin  treatment  are  outlined. 

The  use  of  halogenated  acetic  acid 
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(Nevitol)  and  its  advantages  over  podophyllin 
are  enumerated. 

Other  methods  of  management  are  also 
presented  especially  including  the  irradica- 
tion  of  trichomonas  vaginitis. 
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Medicine,  Morality,  and  Mood 


The  term  biomedical  revolution 
has  made  its  way  successfully 
into  our  contemporary  phrase- 
ology. Most  people  immediately  identify 
concerns  over  particular  social  issues  such  as 
abortion,  euthanasia,  recombinant  DNA  or 
cloning  experimentation,  or  test-tube  babies. 
Such  issues  seem  to  create  a vague  sinister 
suspicion  that  there  exists  among  medical 
scientists  a collusion  intended  somehow  to 
interfere  with  the  course  of  human  events. 
Such  issues  are  viewed  in  a tangled  anthro- 
pomorphic way  as  being  threats  to  our 
human  identity. 

When  considered  on  a day-by-day  or 
year-to-year  basis,  it  seems  more  accurate  to 
speak  of  a biomedical  evolution.  We  observe 
the  development  of  a professional  body  of 
knowledge  consistent  with  economic,  politi- 
cal, and  sociocultural  variables.  We  can 
document  a history  of  specific  changes, 
technological  inventions,  chemotherapeutic 
breakthroughs,  and  so  on.  But  this  purely 
documentary  perspective  may  be  myopic;  it 
is  not  easy  to  document  the  emotional  impact 
of  changes  on  human  consciousness. 

As  a bioethicist  I feel  that  this  apparently 
normal  evolutionary  process  of  advancement 
in  medical  science  has  created  for  many 
people  situations  of  stress.  There  is  a 
growing  concern  about  the  ongoing  direction 
of  the  process  of  development  and  its 
ultimate  result,  in  that  the  result  may 
diverge  greatly  from  intended  goals,  im- 
pinging on  values  taken  as  basic  to  human 
nature. 

This  concern  is  reflected  in  the  rapid 
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growth  of  the  profession  of  bioethics,  or 
biomedical  ethics;  it  is  a field  at  the  interface 
between  philosophy  and  medicine,  one  that  is 
called  upon  to  understand  the  significance  of 
present  challenges  to  traditional  systems  of 
value.  The  bioethicist’s  scrutiny  ranges  over 
diverse  issues,  from  questions  about  the  just 
allocation  of  scarce  international  resources  to 
debates  about  the  rules  and  morals  govern- 
ing experimentation  with  human  fetuses.  In 
this  scrutiny,  patterns  emerge.  The  choices 
we  make,  or  fail  to  make,  when  dealing  with 
the  unknowns  or  ambiguous  elements  in 
ethical  dilemmas  reflect  more  about  the 
mood  and  morality  of  the  biomedical  revolu- 
tion than  could  any  simple  historical  set  of 
statistics  or  descriptive  account.  For  such 
choices  inevitably  betray  our  implicit  emo- 
tional attachments  and  priorities  or  values. 

Some  argue  that  the  mood  in  medicine 
today  is  one  of  insecurity,  cynicism,  and 
depression.  They  note  an  increasing  ten- 
dency to  accept  as  given,  a high  degree  of 
fatalism  in  the  belief  that  the  complexities  of 
a situation  override  and  extinguish  any  real 
personal  freedom.*  This  has  led  to  the 
development  of  the  concept  of  a biomedical 
counterrevolution,  or  an  attempt  to  stem  the 
tide  by  thwarting  the  technologizing  and 
dehumanizing  of  medicine.  The  recent  em- 
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phasis  on  holistic  medicine  represents  a step 
in  this  direction.  But  the  overall  emphasis 
may  prove  to  be  reactionary.  We  may,  in  the 
process,  create  a situation  by  attempting  to 
stand  fast  and  affirm  traditional  values.  For 
it  is  those  values,  the  very  ones  which  have 
created  the  tremendous  advancements  in 
research  and  technology,  that  are  now 
overshadowed  by  the  ambiguous  situations 
they  have  created. 

For  example,  traditionally  medicine  has 
affirmed  the  absolute  value  of  human  life, 
viewing  death  as  an  enemy.  With  the 
increasing  proliferation  of  life-support  tech- 
nologies (and  yet  without  corresponding 
increase  in  guidelines  for  their  humane  use), 
both  the  terminally  ill  patient  and  the 
physician  may  view  death  as  the  friend. 
Technology  has  become  the  enemy.  We  are 
unable  now  to  define  or  understand  death 
and  its  propriety.  Yet  offering  morally 
serious  arguments  for  active  or  even  passive 
euthanasia  is  still  tantamount  to  social 
heresy. 

The  stresses  of  such  double  binds  have 
called  medical  professionals  to  reexamine 
various  oaths  and  codes  of  conduct.  Con- 
ditions such  as  the  public’s  waning  belief  in 
absolute  authority  (in  particular,  the  pa- 
ternalistic physician)  and  the  growth  of  the 
Patient  Rights  Movement  and  rising  aware- 
ness of  consumerism  have  caused  a good  part 
of  this  self-reassessment.^  Underlying  such 
developments  are  certain  assumptions  about 
the  nature  of  moral  values  and  their  relation 
to  social  change.  Pluralism  and  relativism 
mark  the  moral  milieu  of  today’s  society. 
With  so  many  values  stressed  as  desirable,  it 
is  hard  to  make  conscientious  choices;  the 
process  of  moral  decision-making  grows  con- 
fusing. According  to  the  prevailing  view  of 
moral  relativism,  any  statement  as  to  the 
actual  rightness  or  wrongness  of  moral 
injunctions  is  illicit  and  unscientific.  Because 
values  and  societal  mores  are  changing,  it  is 
easy  to  create  the  popular  impression  that 
any  and  all  values  are  equally  irrational. 
Morality  becomes  a matter  of  personal  taste. 
This  creates  within  contemporary  society  a 
sense  of  anxiety  and  despair.® 

How  does  this  condition  affect  those  in  the 
health  professions?  Consider  some  of  the 


many  charges  leveled  against  today’s  phy- 
sician. There  is  the  frequent  complaint,  for 
example,  that  medicine  has  become  big 
business  and  the  physician  is  forced  into  the 
role  of  corporate  executive  to  achieve  pro- 
fessional success  and  recognition.  Or  the 
complaint  that  for  each  success  gained  in  the 
realm  of  experimentation  and  technology 
there  is  a corresponding  sacrifice  in  the 
physician’s  availability  and  sympathy.  At  the 
heart  of  such  charges  is  the  feeling  that 
medicine  is  no  longer  a humanistic  discipline. 

Ambiguity  and  the  plethora  of  moral 
dilemmas,  the  plurality  of  values,  and  the 
insincerity  of  moral  relativism  all  contribute 
to  create  within  medicine  a mood  of  frustra- 
tion. Yet  there  is  a more  positive  dimension: 
numerous  studies  on  depression  and  creativi- 
ty show  that  while  human  beings  have  a 
tendency  to  create  traps  for  themselves, 
reinforcing  inner  conflicts  and  ambiguity  in 
the  external  milieu  by  creating  depres- 
sogenic  environments,  and  while  in  such 
situations  it  appears  as  though  vitality  is 
reduced  and  solutions  to  problems  seem 
impossible  to  achieve,  yet  such  situations 
may  be  the  springboard  to  new  levels  of 
creativity.  The  individual  is  forced  by  the 
dynamics  of  anxiety  to  seek  insightful  alter- 
natives. Breakthroughs  occur  as  people  are 
forced  by  levels  of  stress  to  abandon  old 
familiar  and  rigid  patterns  of  perception.  The 
unhappy  equilibrium  of  the  depressogenic 
milieu  is  ruptured  at  last  by  creative  insight 
into  the  nature  of  possibility. 

Reflecting  as  a bioethicist  on  the  current 
situation  of  the  biomedical  revolution  and  the 
milieu  of  moral  ambiguity  and  relativism 
which  seems  to  follow  in  its  wake,  it  seems 
fair  to  say  that  the  term  revolution  is  an 
accurate  metaphor.  It  reflects  the  sometimes 
painful  and  even  violent  process  of  breaking 
out  of  a trap  milieu  into  a more  creative 
understanding  of  the  nature  of  medicine  as 
an  art  and  a science  and  of  the  role  of  the 
physician  in  today’s  society. 

To  enable  this  breakthrough,  we  must 
question  existing  images,  role  models,  and 
value  systems.  Is  it  more  important  and 
more  immediately  profitable  to  us  as  a 
society  to  push  to  become  temporarily 
statistically  healthier  than  for  us  as  a 
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species  to  assume  control  of  our  own 
destiny  and,  in  the  process,  determine 
rationally  that  medicine  ought  to  signify 
more  than  a race  for  progress  at  any  cost? 
How  will  medicine  in  coming  decades  inter- 
act with  social  change  to  reflect  a more  fully 
humanitarian  spirit? 

If  we  become  in  this  way  concerned  about 
the  moral  impact  of  the  human  project  we 
call  medicine,  can  we  work  to  direct  the 
emergence  of  new  values  and  goals  that  will 
enable  us  to  deal  with  complex  moral  and 


technological  situations  without  relapsing 
into  terminal  apathy? 
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Bone  Lesions  in  Early  Syphilis, 
Case  Report 


Bone  pain  is  an  uncommon 
feature  of  early  syphilis.  It 
occurs  in  one  to  eight  percent 
of  patients  with  early  acquired  syphilis.  The 
skull,  clavicle,  tibia,  ribs,  and  sternum  are 
sites  most  frequently  involved.  Presented  is 
a case  of  early  syphilis  with  bony  manifesta- 
tions. 

Case  Report 

A 36-year-old  black  female  presented  to 
the  emergency  room  of  a local  hospital  on 
April  15,  1977  with  the  complaint  of  a painful 
bump  in  the  middle  of  her  forehead.  She 
denied  any  history  of  trauma  or  previous 
sinus  disease.  Sinus  films  at  that  time  were 
negative  and  the  patient  was  treated  with  an 
analgesic  and  dismissed.  She  returned  on 
April  24  with  a complaint  of  persistant  pain. 
A CBC  at  that  time  was  within  normal 
limits.  Her  temperature  was  99. 

Because  of  persistant  pain  and  swelling 
she  was  admitted  to  the  University  of 
Nebraska  Medical  Center  with  a working 
diagnosis  of  osteomyelitis  of  the  frontal  bone. 

Her  past  medical  history  was  unremark- 
able: an  RPR  done  on  May  15,  1975  was 
negative,  and  skill  films  done  in  May,  1964 
following  an  accident  were  normal. 

Physical  exam  on  admission  revealed  a 
pleasant  black  female  in  moderate  distress 
from  pain.  HEENT  demonstrated  moderated 


DANIEL  E.  HALM,  M.D. 

Instructor,  Department  of  Family  Practice 

University  of  Nebraska  Medical  Center 

swelling  and  increased  warmth  of  the  glabel- 
lar area  and  pain  on  palpation.  The  re- 
mainder of  the  physical  examination  was 
unremarkable. 

Blood  cultures  were  obtained  and  the 
patient  was  begun  on  penicillin  G intra- 
venously. Tomography  obtained  on  April  26, 
1977  showed  a lucency  in  the  middle  of  the 
frontal  bone  measuring  1 x 1.2  cm  felt  to  be 
consistant  with  osteomyelitis.  (Figures  1 & 
2).  Methicillin  was  substituted  and  an  at- 
tempted aspiration  yielded  no  purulent  ma- 
terial. A bone  scan  was  negative  for  other 
foci  of  bony  involvement. 

On  May  3,  vesicular  lesions  were  noted  on 
the  palms  and  soles  and  a VDRL  was 
positive  at  1 to  8 dilutions.  FTA-ABS  was 
also  reactive.  Lumbar  puncture  yielded  clear 
fluid  with  a negative  spinal  fluid  serology. 
Infectious  disease  consultants  recommended 
2.4  million  units,  weekly  for  three  weeks,  of 
Benzathine  penicillin  for  therapy  of  the  posi- 
tive serology  and  negative  spinal  fluid  and 
continuation  of  Methicillin  for  one  month.  On 
May  20,  the  patient  developed  a maculo- 
papular  eruption  associated  with  intense 
pruritis  and  Methicillin  was  discontinued. 
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Figure  1.  PA  of  frontal  bone  with  sequestrum. 


Figure  2.  Lateral  tomogram  frontal  bone  demonstrating  bone  destruction. 
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Followup  tomography  obtained  at  one  year 
showed  resolution  of  the  osteomyelitis  and 
the  patient  has  been  asymptomatic. 


Discussion: 

Although  spirochetes  were  not  recovered 
from  this  patient’s  lesion  the  radiographic 
and  clinical  course  are  felt  to  support  the 
diagnosis  of  syphilitic  osteomyelitis.  Of  the 
52  previously  reported  cases  of  bone  involve- 
ment in  early  syphilis,  only  half  had  positive 
dark  field  exams. 

The  clinical  features  of  early  syphilitic 
bone  disease  include  pain,  soft  tissue  swell- 
ing, tenderness  of  the  involved  area,  head- 
ache, fever,  and  occasionedly  the  character- 
istic maculopapular  eruption  of  the  palms 
and  soles. 

After  initial  invasion  of  bone  a periostitis 
develops  with  subsequent  osteolysis  and 
replacement  with  granulation  tissue.  A local- 


ized vasculitis  is  the  mechanism  of  injury. 
Radiographically  one  may  see  osteomyelitis, 
periostitis  or  osteitis  manifest  by  periosteal 
reaction,  bone  destruction  or  sclerosis.  The 
outer  table  is  more  frequently  involved  in 
skull  lesions.  The  differential  diagnosis  in- 
cludes ostemyelitis,  metastasis,  histiocytosis, 
lymphoma,  leukemia,  tuberculosis,  fungal 
disease,  and  sarcoma. 
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Fifty  Years  in  Medicine 


Born  in  Cook,  Nebraska  Novem- 
ber 23,  1901.  Graduated  from 
Benson  High  School,  Omaha  in 
1921.  Graduated  from  The  Nebraska 
Wesleyan  University,  A.B.  degree  in  1925. 
Internship,  Henry  Ford  Hospital,  Detroit, 
Michigan,  March  1,  1929  to  March  31,  1930. 
Married  Alma  Goebel  of  Overton,  Nebraska 
June  12,  1929. 

We  have  three  children,  John  Jr.  who  is  a 
medical  doctor  and  colonel  in  the  Air  Force; 
Marian,  a nurse  in  the  Lincoln  Public  Schools; 
and  Katherine,  a Post-High  Vocational  teacher 
at  Sturgis,  South  Dakota.  We  have  nine 
grandchildren  and  two  great-grandchildren. 

I knew  at  an  early  age  that  I wanted  to 
become  a doctor.  I feel  sure  my  sainted 
Mother’s  dream  and  desire  was  that  I become 
one.  I began  my  practice  of  medicine  in  Pierce, 
Nebraska  on  June  1,  1930  at  the  insistence  of 
my  brother  Alfred  Calvert,  who  was  coach  and 
principal  of  Pierce  High  School.  He  knew  that 
Walter  Benthack  was  leaving  and  wanted 
someone  to  take  over  his  practice  and  said 
there  was  no  better  place  available  and  how 
right  he  was. 

I shall  never  forget  driving  into  Pierce  with 
just  two  thoughts  in  mind.  First,  would  I be 
able  to  take  a medical  book  along  on  my  first 
visit  into  the  country?  Second,  would  I miss 
diagnosing  my  first  case  of  acute  appendicitis? 
Suffice  it  to  say  my  first  acute  appendix 
patient  is  still  living  and  is  a fairly  frequent 
visitor  to  my  office. 

I have  often  thought  of  writing  a book  about 
my  experiences  as  a country  doctor.  The  birth 
of  a baby  was  always  a revelation  to  me  and  to 
think  of  having  delivered  around  one  thousand 
(about  half  the  total)  in  their  homes  now 
frightens  me.  In  one  instance  the  delivery  was 
done  while  still  wearing  hip  boots  which  were 
needed  to  wade  through  flood  waters.  The 
boots  were  so  tight  I had  to  leave  them  on  as  I 
needed  the  time  to  scrub  up.  At  another  time,  a 
baby  was  delivered  in  a car  in  back  of  my 
office.  Sometimes  we  waited  up  all  night  for 
more  difficult  deliveries,  getting  advice,  not 
often  wanted,  from  grandmothers  on  the  spot. 
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Transportation  was  often  a problem,  roads 
often  muddy  or  covered  with  snow  drifts  so 
severe  that  going  by  horseback,  lumber 
wagons,  on  foot,  by  weasel  or  helicopter  was 
necessary. 

During  the  early  days  we  saw  so  many 
diseases  we  no  longer  see,  such  as  cases  of 
smallpox  so  severe  you  couldn’t  recognize  the 
patient,  pneumonia  patients  with  waiting  for 
lysis  or  crisis,  a seventy-five  year  old  male  with 
chicken  pox,  eight  cases  of  polio  during  one 
summer,  cases  of  meningitis  and  many  others. 
I had  mumps  myself  at  the  age  of  forty-nine 
when  our  daughter  brought  it  home  to  me  from 
school.  Also  we  used  to  go  into  every  country 
school  around  Pierce  doing  physical  examina- 
tions with  children  crying,  scared  to  death. 

If  I were  to  do  anything  over  it  would  be 
careful  use  of  x-ray.  I have  often  remarked  that 
had  I been  as  afraid  of  x-ray  as  I was  of 
morphine  I would  never  have  been  burned  by 
either  one.  After  eighteen  years  of  using  the  x- 
ray  for  reducing  fractures  and  removing 
foreign  bodies  I had  to  have  all  my  hands  skin 
grafted,  finally  losing  one  in  the  process.  I can 
only  hope  my  experience  has  benefited  others. 

Having  enjoyed  so  much  my  fifty  years  in 
medicine  I would  encourage  young  people  to 
take  up  medicine.  We  have  a son,  two  nephews 
and  a grand  niece  who  have  joined  the 
profession  and  others  with  ideas  along  that 
line. 

I must  add  that  your  community  is  what 
you  help  to  make  it.  Having  served  two  terms 
as  Mayor,  being  a member  of  the  School 
Board,  and  active  member  of  the  Chamber  of 
Commerce,  active  also  in  our  Pierce  Com- 
munity Golf  Association  as  well  as  an  active 
layman  in  the  United  Methodist  Church  - these 
are  my  contributions  to  Pierce  the  past  forty- 
nine  years. 

When  the  paper  work  lies  deep  on  my  desk 


October  1979 


Nebraska  MecJical  Journal 


313 


and  government  regulations  keep  coming  into 
view  the  past  does  not  look  quite  so  bad.  I have 
often  said  that  there  will  be  as  many  wonderful 


changes  in  the  next  fifty  years  as  there  have 
been  in  the  past  fifty.  I would  just  like  to  be 
here  to  see  them. 


Down  Memory  Lane 


1.  At  the  present  time,  one  death  out  of  ten 
is  due  to  tuberculosis. 

2.  It  is  said  that  approximately  fifty  per 
cent  of  the  school  children  of  the  United  States 
are  malnourished. 

3.  A study  of  all  maternal  deaths  in 
Nebraska  in  the  years  1927  and  1928 
attributed  to  causes  connected  with  pregnancy 
and  childbirth  was  begun  in  December,  1927. 

4.  Perhaps  at  some  millennium  all  the 
tubercle  bacilli  on  earth  will  be  eradicated. 

5.  Never  say  how  little  the  child  eats. 

6.  The  lack  of  prenatal  care  is  appalling. 

7.  It  was  my  good  fortune  to  operate  for 
perhaps  fifteen  years  before  losing  an  eye  from 
infection. 


8.  There  were  214  women  graduates  of 
medicine  this  year  and  925  women  studying 
medicine. 

The  number  of  medical  schools  in  the 
United  States  remains  at  80. 

9.  The  examinations  of  over  700,000 
people  periodically  examined  revealed  that 
over  50  per  cent  had  derangements  warranting 
medical  or  surgical  attention. 

10.  It  is  reported  that  a man  of  uncertain 
training  and  unlicensed  to  practice  medicine  in 
this  state  was  called  upon  to  straighten  the 
contracted  limbs  of  a paralytic  and  in 
attempting  to  do  so  fractured  one  of  the  limbs 
above  the  knee.  He  was  arrested  for  practicing 
without  a license  and  fined. 

Nebraska  State  Medical  Journal 
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Those  of  you  who  believe  1984  by  George 
Orwell  is  fantasy  bearing  no  relationship  to 
probability  have  not  been  paying  attention. 
Consider  the  changes  consciously  sought  (a 
key  phrase)  in  our  language,  recently. 

For  example,  charity  (from  Latin,  caritas  — 
dearness,  love),  which  used  to  mean  a feeling 
of  affection  or  benevolence,  now  is  almost 
proscribed.  The  Federal  Government  and 
welfare  agencies  now  say  not  only  is  it  wrong  to 
ask  questions  in  order  to  determine  who 
should  be  the  beneficiaries  of  our  benevolence, 
but  that  such  questioning  demeans  the 
potential  recipient.  Benevolence  isn’t  a factor 
— fiat  is.  You  are  required  to  give  away  a 
certain  percentage  of  your  assets  and  services, 
because  everyone  knows  you  have  too  much 
and  got  it  by  foul  means. 

Patients  no  longer  are  sick  people  under  the 
care  of  physicians,  but  “clients”  (a  patron,  a 
customer,  a buyer  of  goods).  Everybody  is  a 
“consumer.”  Now,  that’s  true  — alive  or  dead 
when  you  consider  it.  But,  in  any  circum- 
stance? As  a patient?  A consumer,  by  God,  and 


Webster,  is  one  who  uses  up  — who  uses 
economic  goods  and  so  diminishes  or  destroys 
their  utility.  As  a physician  I hadn’t  realized 
my  patients  used  me  and  so  diminished  or 
destroyed  my  utility;  I must  admit  a rare  one 
has  made  me  tired  and,  I suppose,  thereby,  at 
least  temporarily  diminished  my  utility. 

And  another  one,  while  my  spleen  still 
throbs  — The  three  learned  professions 
(theology,  law,  and  medicine)  are  no  more, 
because  the  FTC  says  the  practice  of  medicine 
is  a “business”  (the  production,  transporta- 
tion, exchange  and  supplying  of  commodities 
— everything  movable  that  is  bought  and 
sold).  Attempting  logic,  which  is  difficult  these 
days,  it  follows  that  theology  and  law  are 
businesses  — the  FTC  says  so.  Therefore,  it  is 
only  fair,  in  the  interest  of  genuine 
competition,  that  Father  Bart  be  required  to 
have  Attila  the  Homany,  or  whatever  he  is, 
hold  services  at  St.  Mark’s  Pro-Cathedral  for 
six  months  and  that  Father  Bart  be  required  to 
go  to  Teheran  for  the  same  purpose.  I’d  like  to 
see  the  FTC  try  to  lean  on  What’s-his-name  — 
might  take  up  both  their  times  to  the  lesser 
annoyance  of  the  rest  of  us. 

Well,  what’s  the  point  of  this  griping?  It  is 
that  while  language  must  be  flexible  to  live  and 
grow  and  must  have  currency  to  be  understood 
(Charlton  said  that),  it  must  have  a certain 
stability  and  follow  some  rules  in  order  that  it 
continue  permanently  useful  for  communica- 
tion. 

These  distortions  I’ve  noted  are  conscious 
manipulations,  change  for  the  parochial  object 
of  mastering  others.  They  are  not  responses  to 
the  urge  for  democractic  catholicity  and  color 
in  language.  They  are  not  laudable  com- 
munication. Out  of  egalitarian  hogwash  comes 
another  Babel.  How’s  that  for  mixing 
metaphors,  or  something? 

But  I have  pure  motive. 

We  belong  to  a learned  profession  which 
treats  the  patient  and,  we  hope,  teaches  him  to 
avoid,  when  possible,  sickness.  We  are 
physicians  who  help  patients,  not  “health-care 
providers”  who  sell  something  to  customers. 

What’s  wrong  with  being  a businessman? 
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Nothing.  I wish  I were  a better  one,  outside  the  we  deserve  the  honor.  Let’s  say,  enough! 

practice  of  my  profession.  I could  practice  Cease!  Desist  from  this  Orwellian  manipula- 

strictly  for  fun  and  live  off  my  OPEC  stock  tion  of  that  which  got  us  down  from  the  trees, 

(non-existent,  now).  Let’s  say  it  as  it  is  and  be  sure  it  is  as  we  say  it 

is! 

Anyway,  let’s  insist  on  the  right  labels 

(everybody  has  to  have  several),  and  be  sure  Charles  W.  Landgraf,  M.D. 
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HEALTH  ON  THE  MOVE 

In  the  coming  year,  this  theme  will  become 
our  Auxiliary’s  goal.  We  want  to  move  ahead 
with  new  memberships  and  retrieve  our  lost 
ones.  Emphasis  will  be  placed  on  seeking  out 
young  doctors’  wives  moving  into  new 
communities,  and  a special  welcome  will  be 
extended  to  our  widows  and  older  spouses. 
Mrs.  Mike  Sorrell  (Shirley)  has  agreed  to  serve 
as  the  University  of  Nebraska  Medical  Center 
liaison  for  the  House  Residents  and  Medical 
Wives  Clubs.  Mrs.  J.  M.  Holthaus  (Fran)  will 
serve  the  Creighton  student  organizations. 
Mrs.  Fay  Smith  (Jo)  and  Mrs.  J.  D.  Donelon 
(Gene)  are  initiating  a Gavel  Club  (Past 
Presidents  Club),  which  will  be  a first  for  our 
state.  We  are  anxiously  preparing  for  a 
possible  addition  of  3 auxiliaries  this  year. 

On  September  6th  and  7th  the  Fall  Board 
Meeting  was  held  at  Indian  Hills  Education 
Center.  The  meeting’s  theme  was  The  NMAA 
Slumber  Party.  It  was  a return  to  a two-day 
format  and  proved  a good  idea  for  those  who 
had  great  distances  to  travel.  The  meeting  is 
held  each  year  to  kickoff  all  committee  and 
county  programs  in  addition  to  providing  some 
special  informative  sessions.  Mrs.  Edward 
Szewczyk  (Betty),  North  Central  Region 
Health  Projects  Chairman  was  our  guest 
speaker. 

Mrs.  Jill  Fenner,  Program  Development 
Specialist  at  the  University  of  Nebraska  at 
Omaha,  College  of  Continuing  Education, 
announced  the  University’s  fitness  classes  to 
be  offered  this  fall.  Mrs.  Roger  Cutshall 
(Izolde)  directed  the  group  in  early  morning 
calesthenics  and  jogging  chats  and  exercises. 

Mrs.  George  Robertson  (Kate)  and  Mrs. 
Jorgensen  (Peg),  Nebraska  International  Year 
of  the  Child  Chairman  enlightened  us  on  the 
recent  Kansas  City  Convention  and  the 
regional  plans  for  the  coming  2 years. 


Mrs.  Mary  Kenagy  gave  a slide  talk. 
Medicine  and  Art,  written  by  Dr.  John 
Schenken. 

Mrs.  Leland  Olson  (Dorothy),  starred  as  The 
Bedtime  Storyteller  with  Follow  the  Yellow 
Brick  Road  — My  Auxiliary  Travels. 

Mrs.  Richard  Hranac  (Kathy)  shared  a sign 
language  presentation  with  us. 

We  have  planned  our  Annual  Trek  across 
the  state  to  visit  Auxiliaries.  This  Karrers 
Karavan  will  include  Mrs.  Clifford  Hadley 
(Betty),  Mrs.  Chester  Paul  (Linda),  Mrs. 
Martin  Lohff  (Lennie)  and  Mrs.  0.  R.  Hayes 
(Helen).  Mrs.  Bryce  Shopp  (Wanda)  will 
participate  for  2 visits.  Towns  to  be  visited  are 
North  Platte  on  September  26th,  McCook  the 
27th,  Alliance  the  28th,  and  Grand  Island  the 
29th.  These  groups  especially  asked  for 
legislative  and  health  gallery  workshops. 
McCook  and  Alliance  do  not  have  organized 
auxiliaries.  Thanks  to  Mrs.  Jim  Carson  (Sue) 
and  Mrs.  Wendell  Fairbanks  (Sara),  members- 
at-large,  who  hosted  our  workshops  in  their 
cities. 

A Health  Move  we  are  especially  pleased 
with  is  acceptance  of  our  appointed  auxiliary 
leaders  to  the  various  NMA  commissions  that 
correspond  to  their  interests  and  expertise. 
Approximately  18  other  states  practice  this 
liaison  system  and  our  women  welcome  this 
opportunity. 

Some  areas  we’re  moving  into:  rural 

weekend  visits  for  students;  expansion  of  the 
Flaps  for  Fitness  campaign;  a fund-raiser  for 
the  Health  Gallery  and  Mobile  Gallery;  a Back 
to  the  Basics  legislative  seminar  and  a 
Womens  Health  Issue  Forum  on  Feb.  7th.  The 
AMAA  President  will  be  a guest  speaker  at  the 
Forum  in  Omaha  and  then  she  will  be  in  York 
for  the  Mid-Winter  Board  Meeting  on  the  8th. 

Mrs.  F.  Wm.  Karrer  (Beverley) 
NMAA  President 
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Mail  contribution  to; 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit)  $5,000-$25,000 

PATRONS  (name  on  a patron  plaque) 1,000-  4,999 

tSPONSORS  (certificate  of  appreciation)  200-  999 

Other  Supporters  10-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 
Blue  Cross  - Blue  Shield 
E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic: 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* * 

* House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 


♦SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  CUnic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
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Every  effort  is  made  to  pve  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
• m State  Museum 


liiNkliGaTleries 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Woo^J 
Dr.  and  Mrs.  Elliott  Hustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 

Dr.  Ralph  Luikart 

Dr.  Arnold  W.  Lempka 

Dr.  and  Mrs.  Harold  A.  McConahay 

Dr.  and  Mrs.  R.  E.  Collins 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  F'red  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.; 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  Russell  J.  Mclntire 
Dr.  and  Mrs.  Hiram  D.  Hilton 

Dr.  M.  E.  Samuelson 
Dr.  Bruce  F.  Clauseen 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  Raymond  O.  Naumann 

Dr.  and  Mrs.  L.  Dwight  Moell 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Louise  F.  Eaton 

Dr.  John  R.  Feagler 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 
Dr.  and  Mrs.  Robert  M.  Stryker 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  I.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  M.  L.  Scheffel 

Dr.  and  Mrs.  Dwight  Snyder 
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OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 

Dr.  and  Mrs.  John  L.  Gordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David,  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 

Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  Wesley  G.  Wilhelm 

Dr.  Ernest  W.  Beehler 

Dr.  and  Mrs.  Thomas  H.  Wallace 

Dr.  George  Larson 

Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Burt-Washington  County  Medical 
Auxiliary 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B/Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 

Dr.  JuUan  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  Donald  L.  Arkfeld 

Otoe  County  Medical  Society 

Quad  County  Auxiliary 

Dr.  Stanley  M.  Truhlsen 

Dr.  Louise  F.  Eaton 

Dr.  M.  L.  Scheffel 

Mrs.  Gertrude  F.  Finney 


Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  WilUam  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Wesley  G.  Wilhelm 

Dr.  and  Mrs.  Charles  Henkel 

Dr.  Max  Fleishman 

Dodge  County  Medical  Auxihary 

Northwest  Medical  Auxiliary 

Dr.  and  Mrs.  James  F.  Kelley,  Jr. 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!!  Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 

University  of  Nebraska  State  Museum  Health  Galleries 

In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 

Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mall  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address: 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually Semi-annually  Quarterly 

★ October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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The  Upjohn  Connpany 
announces 

anew 
indication  for 

Motrin 

(ibuprofen) 


© 1979  The  Upjohn  Company 


Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  reiief  of  pain  than  did 
propoxyphene  65  mg  in  controiled  clinicai  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 
propoxyphene 

.66 

(100) 

.99 

(99) 

1.13 

(96) 

.99 

(96) 

.80 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuprofen,  Upiohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


lipjohn 


Motrin^  \ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin " Tablets  (ibuprofen,  Upjohn) 

indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  \WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
bffin  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

"Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease;  Suggested  dosage  is  3(X),  400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain;  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


TABLETS 

ALDORIL®-25 

containing  250  mg  ALDOMET®  (Melhyldopa,  MSD) 
and  25  mg  HydroOlURIL*  (Hydrochlorothiazide.  MSD) 
TABLETS 

ALDORIL*-15 

containing  250  mg  ALDOMET®  (Methyidopa,  MSO) 
and  15  mg  HydroOlURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyidopa,  MSD) 
and  30  mg  HydroOlURIL®  (Hydrochlorothiazide,  MSO) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALDOMET®  (Methyidopa,  MSD) 
and  50  mg  HydroOlURIL®  (Hydrochlorothiazide  MSD) 


Merck  Sharp  i Dohme,  Division  ol 
Merck  & Co,.  Inc  . Wes)  Point,  PA  19486 

Copyrigtit  © 1979  by  Merck  A Co  Irtc 


MSD 


J9AR13 


J-7280-4 


August,  1979 


Between  Cases 


On  Retiring. 

Somebody  I once  knew  has  retired,  the 
report  said,  due  to  his  health.  Fowler  would 
have  given  the  writer  his  comeuppance  for 
that  due  to,  but  I will  agree  with  the  rest.  I 
have  had  days  when  I felt  too  good  to  go  to 
work,  and  I can  only  hope,  but  I am  afraid  it 
is  not  so,  that  this  is  what  happened  to  my 
friend. 

The  Intern’s  Lament. 

I am  not  in  the  vein. 

Richard  III,  iv,  2,  122. 


On  Old  Age. 

Nobody  is  so  old  he  doesn’t  think  he  can 
live  a year. 

Cicero,  I think. 

Words  I Can  Do  Without. 

Charisma,  clout,  escalate,  input,  educated 
guess,  rethink. 

And  especially:  meaningful. 

On  Heat  Regulation. 

I was  born  old. 

Emerson. 

On  Surgeons. 

A good  surgeon  must  have  an  eagle’s  eye, 
a lion’s  heart,  and  a lady’s  hand. 

Anon. 

The  Mind. 

As  a physician,  I have  seen  men,  after  all 
other  therapy  had  failed,  lifted  out  of 


disease  and  melancholy  by  the  serene  effort 
of  prayer. 

Carrel. 

Quote  Unquote. 

There  are  times,  as  you  know,  when  if  you 
leave  someone  alone,  he  might  live  a year  or 
two;  while  if  you  go  in  you  might  kill  him. 
Arthur  Miller:  The  Price. 

On  Geriatrics. 

A person  is  always  startled  when  he  hears 
himself  called  an  old  man  for  the  first  time. 
Oliver  Wendell  Holmes. 

Quote  Unquote. 

Increasingly  on  such  occasions  one  was  put 
into  the  hands  of  nurses  and  technicians, 
handed  from  room  to  room,  from  machine 
to  machine,  until,  finally,  one  confronted  a 
doctor  armed  with  all  the  results. 
Mclnerny:  Romanesque. 

Department  Of  Letters. 

The  government  now  has  a thing  called 
Decentralization  of  Authority. 

That’s  not  what  we  meant  by  DOA. 

Other  Tongues. 

When  I run  across  a foreign  phrase  that  is 
foreign  to  me,  I turn  to  the  thousands  of 
foreign  phrases  in  the  back  of  my  dictionary, 
and  the  one  I want  is  never  there. 

F.C. 

On  Surgeons. 

If  a man  made  a failure  as  a barber  he  turned 
his  talents  to  surgery. 

Irvin  S.  Cobb:  Speaking  of  operations. 

—F.C. 
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Welcome  New  Members 


Gary  Ensz,  M.D. 

Auburn,  NE  68305 

William  Thompson,  M.D. 
Auburn,  NE  68305 


L.  Thomas  Heywood,  Jr.,  M.D. 
401  Gold  Coast  Road,  #230 
Papillion,  NE  68128 


Mary  Ann  Cooper,  M.D. 
Emergency  Room 
St.  Joseph  Hospital 
Omaha,  Nebraska  68131 

James  P.  Hayes,  M.D. 
Lynch,  NE  68746 

James  P.  O’Hara,  M.D. 
2430  South  73rd 
Omaha,  Nebraska  68124 


The  Letter  Box 


Dear  Doctor  Cole: 

I enjoyed  reading  the  President’s  Page  in  the 
August  issue  of  the  NMJ.  He  refers  to  the 
plight  of  physicians  in  Pacific  Trust  Territories 
in  obtaining  Category  I credit  for  continuing 
medical  education  certification. 

I am  not  one  of  these  “parapetetic 
physicians  who  are  on  their  way  to  and  from 
the  Far  East”  nor  do  I travel  to  Hawaii  even 
occasionally,  so  your  suggestion  that  we  on  the 
medical  school  faculties  could  help  the 
situation  is,  in  the  case  of  most  of  us,  an 
impossible  dream. 

As  a representative  of  the  American  College 
of  Physicians,  however,  I can  state  that  there 
are  a number  of  Category  I credits  that  may  be 
obtained  through  the  mail  which  are  very 
useful.  It  may  be  that  this  would  be  worth 
passing  on  to  his  friends  abroad.  It  is  certainly 
also  applicable  to  our  doctors  here  in 
Nebraska.  The  American  College  of  Physicians 
produces  Multi-Media  Medicine  series  in 
which  any  individual,  both  there  or  here  can 
earn  36  hours  of  AMA  Category  I credit  in  a 
very  enjoyable  and  highly  educational 
endeavor. 

Additionally,  now  is  the  time  to  sign  up  for 
the  Medical  Knowledge  Self-Assessment  Test 
(MKSAP  V).  The  Part  I syllabus  and  the 
questions  will  be  mailed  out  October  1,  1979, 
so  the  earlier  one  makes  application  the  better. 


Although  the  major  target  for  this  are  those 
who  are  in  the  American  College  of  Physicians, 
it  is  open  to  anyone  and,  indeed,  many  outside 
of  the  American  College  of  Physicians  have 
taken  some  of  the  previous  Medical 
Knowledge  Self-Assessment  tests.  This  carries 
Category  I credit  also  in  the  amount  of  105 
hours. 

Of  course,  if  your  friends  wish  to  come  back 
to  the  “good  life”  here  in  Nebraska,  and  take 
our  MKSAP  V course  jointly  offered  by 
Creighton  and  Nebraska  Departments  of 
Internal  Medicine  from  June  18-22,  1980,  they 
can  gain  an  additional  30  hours  of  Category  I 
credit.  Again,  this  invitation  is  chiefly  to  those 
who  are  members  of  the  American  College  of 
Physicians,  but  anyone  who  is  a physician  is 
most  welcome. 

The  cost  of  continuing  medical  education  for 
most  physicians  lies  mainly  in  the  time  he 
takes  off  from  his  practice,  not  the  cost  of 
travel  or  the  cost  of  the  materials.  That  is  one 
of  the  great  appeals  of  the  MKSAP  V,  and  also 
of  Multi-Media  Medicine  in  that  they  may  be 
done  in  the  comfort  of  one’s  own  home.  I hope 
our  Nebraska  Physicians  will  keep  that  in  mind 
as  well. 

Sincerely, 
Robert  L.  Grissom,  M.D. 

Governor,  State  of  Nebraska 
American  College  of  Physicians 
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NMA  1979  Annual  Session 


Fun  Night  Banquet 


Fun  Night  Banquet 


Fun  Night  Banquet 


Fun  Night 


Fun  Night 


Doctor  Houtz  G.  Steenburg  presenting  President- 
Elect  badge  to  Doctor  Russell  L.  Gorthey 


Doctor  Bruce  Claussen  presenting  Nominating 
Committee  report  to  House  of  Delegates 


Mrs.  F.  William  Karrer  presiding  at  post- 
convention Board  meeting 
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NMA  1979  Annual  Session 


Picture  Gallery 


Annual  Distinguished  Luncheon 


Doctor  Charles  W.  Landgraf,  Jr.  addressing 
Auxiliary 


Mr.  Kenneth  Neff  addressing  Auxiliary 


Doctor  Frank  Cole  addressing  Auxiliary- 


Doctor  Phillip  A.  Gasseling  presiding  at  Annual 
Distinguished  Luncheon 


Doctor  Houtz  G.  Steenburg  presenting  Presi- 
dent’s medallion  to  Doctor  Charles  W.  Landgraf,  Jr. 


i 

Doctor  Houtz  G.  Steenburg  presenting  Presi- 
dent’s badge  to  Doctor  Charles  W.  Landgraf,  Jr. 


i 

Doctor  Charles  W.  Landgraf,  Jr.  receives 
“Special”  presidential  plaque 
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Gavels  of  office 


NMA  1979  Annual  Session 


Doctor  Charles  W.  Landgraf,  Jr.  presents  Past- 
President’s  plaque  for  distinguished  service  to 
Doctor  Houtz  G.  Steenburg 


Books 


The  life  and  times  of  Doc  Nielsen;  by  Margaret  Ellen 
Nielsen;  published  1979  by  Word  Services  Publishing 
Company,  Lincoln,  Nebraska. 

Mrs.  Nielsen  has  been  kind  enough  to  send  me  a review 
copy  of  her  biography  of  her  father-n-law.  Dr.  Morris 
Nielsen,  of  Blair,  past  president  of  the  Nebraska  Medical 


Association,  and  as  Mrs.  Nielsen  says,  one  of  its  more 
colorful  figures. 

Mrs.  Nielsen  has  done  her  homework  and  has  graciously 
and  with  accuracy,  I think,  and  style  paid  tribute  to  her 
father-in-law.  I enjoyed  reading  the  book. 

- F.C. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
September  8 Ainsworth,  Elementary 
School 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  September  27-29,  1979,  Lin- 
coln Hilton  Hotel,  Lincoln,  Nebraska. 

47TH  ANNUAL  POSTGRADUATE  AS- 
SEMBLY of  the  Omaha  Mid-West  Clinical 
Society,  October  29,  30  and  31,  1979, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 
Write  to:  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical 
Society,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

26TH  ANNUAL  SCIENTIFIC  SESSION, 
Nebraska  Obstetrics  & Gynecological 
Society,  MGM  Grand  Hotel,  Las  Vegas, 


Nevada,  December  6,  7 & 8,  1979.  Write  to: 
Dennis  Beavers,  M.D.,  8552  Cass  Street, 
Omaha,  Nebraska  68105. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 
Hotel,  Honolulu,  Hawaii. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Best,  R.  Russell,  M.D.  — bom  August  24, 
1897,  died  July  20,  1979  - Harvard  Medical 


School,  graduated  1922  - practiced  in 
Omaha,  Nebraska  - NMA  and  AMA 
member. 

Leininger,  Earl  F.,  M.D.  — born  October  22, 
1897,  died  August  27,  1979  - University  of 
Nebraska  College  of  Medicine,  graduated 
1923  - practiced  in  McCook,  Nebraska  - 
NMA  and  AMA  member  (past  NMA 
President) 


WashingtoNo  tes 


With  the  Congress  adjourned  for  the  month 
of  August,  little  hard  news  of  medical  or  health 
care  import  developed  in  the  nation’s  capital, 
despite  some  zesty  activity  in  other  quarters. 

But  much  of  importance  to  hospitals  and 
medicine  did  take  place  during  August  — back 
home  in  the  Congressional  districts.  What  the 
folks  back  home  told  their  members  with 
respect  to  the  Administration’s  hospital  cost 
containment  legislation  will  be  clearly  visible 
in  the  Congress  shortly  after  it  returns  in 
September. 

The  fate  of  the  storm-tossed  hospital  cost 
containment  bill  is  due  to  be  settled  in 
September  when  both  House  and  Senate  move 
toward  showdown  floor  votes. 

The  outcome  in  both  cases  is  expected  to  be 
close.  A defeat  in  either  Chamber  probably 
would  kill  the  measure. 

The  stakes  are  high  for  President  Carter  and 
for  the  hospitals  and  other  health  care 
providers  who  have  clashed  with  the 
Administration  for  two  years  over  the  plan  to 
impose  standby  federal  ceilings  on  hospital 
revenues. 

Carter  claims  the  measure  is  needed  to  curb 
inflation  in  health  care  costs  and  to  pave  the 
way  for  a national  health  insurance  program. 
The  providers  contend  that  singling  out  one 
sector  of  the  economy  for  controls  is  unfair  and 
unworkable.  Ceilings  would  result  finally  in 
rationing  of  care,  they  say. 

The  sharp  division  in  Congress  on  the  issue 
is  reflected  in  its  legislative  history  this  year. 
The  Senate  Human  Resources  Committee 


approved  the  plan,  but  the  Senate  Finance 
Committee  rejected  it.  The  House  Ways  and 
Means  Committee  has  not  been  able  thus  far 
to  bring  it  up  for  a vote  due  to  the  strength  of 
opponents. 

Nevertheless,  Congressional  leadership  has 
decided  that  the  matter  must  be  settled  by 
floor  votes. 

In  a Legislative  Alert  dispatched  to 
constituent  state  societies,  the  American 
Medical  Association  said  the  Administration’s 
cap  proposal  would: 

(a)  Impose  substantial  new  regulatory 
burden  on  an  already  overregulated  industry; 

(b)  Impose  an  arbitrary  and  unrealistic 
ceiling  on  hospital  revenues  which  could  lead 
to  rationing  of  health  care  pursuant  to  federal 
dictates;  and 

(c)  Cause  a deterioration  in  quality  of  care, 
as  it  makes  no  allowance  for  the  use  of  new 
technology. 

The  Alert  said  the  Administration’s 
proposal  “would  directly  undermine  the 
Voluntary  Effort’s  cost  containment  program.’’ 

The  bill  “penalizes  efficient  hospitals;  and 
once  under  control,  the  hospital  remains 
controlled  for  the  life  of  the  program,’’  the 
AMA  said. 

“Instead  of  dealing  with  the  underlying 
causes  of  inflation  (currently  running  at  more 
than  13  percent  annually),  the  Administration 
is  using  hospitals  as  a scapegoat  to  divert 
attention  from  its  failing  monetary  and 
economic  policies  generally,’’  the  Alert 
declared. 
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Rationale  and  Use  of  Vasodilators  in  the 
Management  of  Congestive  Heart 
Failure  — J.  B.  Lakier  et  al  (P.  D.  Stein, 
2799  W Grand  Blvd.,  Detroit,  MI  48202) 
Am  Heart  J 97:519-526  (Apr)  1979. 

From  a study  of  the  literature,  the  authors 
conclude  that  vasodilators  have  now  found  a 
place  in  the  clinician’s  therapeutic  arma- 
mentarium for  patients  with  chronic  congestive 
heart  failure.  Used  alone  or  in  combination 
with  conventional  treatment  or  inotropic 
agents,  these  drugs  cause  improvement  in 
myocardial  performance. 


r 


I 


Opportunities  For 
Primary  Care  Physicians 


Seven  Midwestern  rural  communities  are  looking  lor 
primary  care  physicians  and  general  surgeons.  All  areas  otter 
modern  hospital  and  clinic  lacilities,  with  local  physician(s)  to 
otter  support  and  coverage. 

Liberal  incentive  otters  are  available  lor  relocation  and 
practice  set-up  Vacation  and  conlerence  time  are  also 
included  in  the  benelits  ol  several  sites. 

It  interested  in  more  detailed  inlormation,  please  write 
Physician,  P.O.  Box  3909,  Omaha,  Nebraska  68103, 


Fantasy  and  Reality  in  Patients’  Reports 
of  Incest  — A.  A.  Rosenfeld  et  al  (Stanford 
Univ.  School  of  Medicine,  Stanford,  CA 
94305)  J Clin  Psychiatry  40:159-164  (Apr) 
1979. 

This  paper  explores  some  of  the  complex 
difficulties  facing  clinicians  trying  to  assess 
whether  a patient’s  report  of  incest  is  fantasy 

Physicians'  Classified  — 

AdvertisemeDte  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508. 

FAMILY  PRACTICE:  Opportunity  for  family 
practice  physician.  N.W.  Metropolitan,  Omaha, 
Nebraska.  Prefer  Boarded  Diplomate  A.A.F.P. 
Contact:  Family  Practice  Clinic,  2020  North  72nd 
Street,  Omaha,  Nebraska  68134,  (402)  393-4461. 

STAFF  PHYSICIAN:  Needed  for  in-patient 
practice  at  a modern,  progressive,  262-bed  state 
hospital.  Duties  include  the  diagnosis  and 
treatment  of  acutely  ill  patients,  performance  of 
routine  medical  services,  referral  of  patients  to  local 
hospitals  and  physicians,  etc.  Salary  range  $33,138 
— $44,639.  For  further  information  call  Klaus 
Hartmann,  M.D.,  (402)  477-3971,  P.O.  Box  80499, 
Lincoln,  Nebraska  68501. 

POSITION  AVAILABLE  - READVERTISED: 
South  Dakota  State  University’s  search  for  a 
Student  Health  Staff  Physician  is  still  in  progress. 

HEALTH  SERVICE  PHYSICIAN-GP,  FP,  or 
INTERNIST  to  share  out-patient  care  and  treat- 
ment for  6,000-1-  students  on  the  attractive  Mid- 
west campus  of  South  Dakota  State  University. 
Exceptional  staff  and  facilities  for  student  care. 


or  reality.  The  role  of  sexualized  family 
interactions,  the  age  of  the  child,  the  nature  of 
the  act,  and  the  quality  of  the  reports  are 
discussed  as  relevant  variables.  Cases  are  used 
to  illustrate  various  points.  The  authors 
provide  eight  questions  the  clinician  should 
review  before  making  any  judgments  about  a 
report  of  incest  being  reality,  especially  when 
legal  procedures  are  involved. 


Excellent  hours.  Free  weekends.  Flexible  con- 
tract: 9-12  months.  Must  be  interested  in  providing 
general  primary  medical  care  for  college  age  group. 
Very  competitive  salary  with  excellent  fringe 
benefits.  Some  experience  in  adolescent  or  college 
practice  is  beneficial  but  not  required.  Position 
open  immediately.  Send  resume  and  two  references 
or  call  collect  James  0.  Pedersen,  Dean  of  Student 
Services,  (605)  688-4121,  South  Dakota  State 
University,  Brookings,  S.D.  57007.  The  University 
is  an  Affirmative  Action/Equal  Opportunity 
Employer  (Female/Male). 

FAMILY  PRACTITIONERS:  Good  opportunity 
for  one  or  two  family  practice  physicians  to  join  a 
well  established  three-man  clinic  (includes  sur- 
geon). Present  staff  leases  modern,  up-to-date,  ten 
year  old  clinic  from  city.  Unlimited  potential  in  a 
setting  suited  for  aggressive,  progressive  physicians 
like  yourself.  J.C.A.H.  hospital  physically  attached 
to  175-bed  nursing  facility.  Receiving  consultant 
specialty  visitation  services  via  the  University  of 
Minnesota  in  areas  of  Otolaryngology,  Pulmonary 
Medicine,  Neurology,  Cardiology,  Urology,  and 
Internal  Medicine.  Located  in  heart  of  state’s  finest 
goose  hunting  area,  fishing  and  lake  cabin  life  a 
stone’s  throw  away.  Good  schools;  quiet  com- 
munity, with  slow  pace  of  living  that  includes  our 
own  cultural  affairs  building  for  staging  local  drama 
and  musical  activities.  Are  you  interested  enough  to 
find  out  more  about  us?  If  so,  contact  Mr.  Richard 
L.  Range,  Administrator,  Madison  Hospital  As- 
sociation, 820  Third  Avenue,  P.O.  Box  184, 
Madison,  Minnesota  56256,  or  call  collect  (612) 
598-7556  (office)  or  (612)  598-7974  (home). 
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AUTHORIZED  CONTRACT  AGENT 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8^  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short.  dovAm  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Letters-to-the-Editor  should  be  double-spaced,  and  accompanied  by 
the  notations:  (a)  for  publication,  and  (b)  no  galley  proof  needed. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
euerythiryi. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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«fore  prescribing,  please  consult  complete  product  information,  a 
immary  of  which  follows: 

e effectiveness  of  Valium  (diazepam)  m long-term  use.  that  is,  more  than 
Tionths.  has  not  been  assessed  by  systematic  clinical  studies  The 
lysician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
jividual  patient 

jntraindications:  Tablets  in  children  under  6 months  of  age.  known 
persensitivity.  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
th  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
arnings;  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
pations  requiring  complete  mental  alertness  (e  g . operating  machinery, 
iving)  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
ive  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
idominal'muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
juals  (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
edisposition  to  habituationidependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

RAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
vJS  depressants 

3t  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  In 
■u  of  appropriate  treatment  When  using  oral  form  adfunctively  in  convol- 
ve disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
al  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
edication,  abrupt  withdrawal  m such  cases  may  be  associated  with  tem- 
)rary  increase  in  frequency  and  or  severity  of  seizures 
jecTable  To  reduce  the  poss(bilily  ot  venous  thrombosis,  phlebitis,  local 
iiation,  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
twly.  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
nail  veins.  i e . dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
terial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
her  solutions  or  drugs  m syringe  or  infusion  flask  If  it  is  not  feasible  to 
Iminister  Valium  directly  I V . it  may  be  injected  slowly  through  the  infusion 
bing  as  close  as  possible  to  the  vein  insertion 

jminister  with  extreme  care  to  elderly,  very  ill.  those  with  limited  pulmo- 
iry  reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest  con- 
jmitant  use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
jpression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
)le  When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
)e  at  least  13.  administer  in  small  increments  Should  not  be  administered 
patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
tal  signs 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available.  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilltated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  al  injection  site,  hypoactivity,  syn- 
cope. bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion. coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects.  Dialysis  is  of  limited  value 
Supplied:  Tablets.  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500; 
Tel-E-Dose“  (unit  dose)  packages  of  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50.  available  singly  and  in  trays  of  10  Ampuls.  2 ml,  boxes  of  10, 
Vials,  10  ml.  boxes  of  1;  Tel-E-Ject*  (disposable  syringes).  2 ml.  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1 5%  benzyl  alcohol  as  preservative 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


as  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
atus  or  petit  mal  variant  status 

'ithdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
jrred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal, 
uscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
ider  careful  surveillance  because  of  predisposition  to  habituation,' 
spendence  Not  recommended  for  OB  use 

fficacy  safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
nged CNS  depression  observed  In  children,  give  slowly  (up  to  0 25 
ig  kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
ipeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
opropriate  adjunctive  therapy  is  recommended 
recautions;  If  combined  with  other  psychotropics  or  anticonvulsants, 
arefully  consider  individual  pharmacologic  effects — particularly  with  known 
ompounds  which  may  potentiate  action  of  Valium  (diazepam),  i.e  . 
henothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
ants.  Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
ompanying  depression  who  may  have  suicidal  tendencies  Observe  usual 
recautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
/ith  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
mount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
ally  2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
Jlerated) 

ONiy\AUUM'(diazepam) 

GIVES  XXJ  THS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXBLrnr 


2-MG.  5-MG, 
lO-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
lO-ML  VIALS 


5 MG/ML 


AWBLivoi/  /ioOA 


PSYCHOTHERAPELmC 


SKELETAL  MUSCLE 
RELAXANTT 


°^VAUUMg 

f I Ipiazepam) 

I I HAS  THESE  TWO 
DISniMCT  EFFECTS 

Please  see  preceding  page  for  a summary  of  product  information.  ^ ROCHE 
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all  its  own. 


- ;>  t W Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiutrf(E 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agitj 
tion,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systemati 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usua 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d  to  q.i  d 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  oi 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i  .d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2’/2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2'/2  mg  t.i  d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\.  / Nutley,  New  Jersey  07110 
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CLARKSON  HOSPITAL  DOCTORS  BUILDING 
October  Progress  Report 


The  excellent  fall  weather  of  the  past  several  weeks  has  allowed  workmen  to  make 
steady  progress  on  the  construction  of  Clarkson’s  new  Doctors  Building.  While  only  four 
months  have  passed  since  the  start  of  construction,  the  site  of  the  future  six-story 
physicians’  office  structure  and  400-space  parking  garage  changes  a little  more  with 
each  passing  day.  And  we’re  still  on  schedule  for  a July  1980  grand  opening! 

Physician  interest  in  this  unique  office  setting  has  been  increasing  and  several 
physicians’  groups  are  currently  in  the  process  of  completing  the  design  and  layout 
of  their  offices. 

We  will  be  happy  to  provide  you  with  more  details  on  leases,  rental  terms, 
leasehold  improvement  allowances  and  space  planning  assistance  on  Clarkson  Hospital’s 
future  Doctors  Building. 

For  more  information  simply  write  or  call: 

R.  Daniel  Brown,  Property  Management  Director, 

Clarkson  Doctors  Building,  4239  Farnam  Street,  Room  28, 

Omaha,  Nebraska  68131,  (402)  348-3116 


Pediatric  Drops 


easy  to  take 


Oral  Suspension 

250  mg. /5  ml. 
100  and  200-mI. 


sizes 


125  mg./5  ml. 
60, 100,  and 
200-ml.  sizes 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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The  Upjohn  Company 
announces 

anew 
indication  for 

Motrin 

(ibuorofen) 

' I 


i 


Motnn  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 
propoxyphene 

.66 

(100) 

.99 

(99) 

1.13 

(96) 

.99 

(96) 

.80 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuprofen,  Upiohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


L'pjohn 


Motrin*  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin ' Tablets  (Ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Ffeptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
b^n  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses;  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

’Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal;  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses;  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia,  Cardiovascular;  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


TABLETS 

ALDORIL®-25 

containing  250  mg  ALOOMET®  (Methyldopa,  MSDI 
and  25  mg  HydtoDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®-15 

containing  250  mg  ALOOMET*  (Methyldopa,  MSOI 
and  15  mg  HydroOlURIL*  (Hydrochlorothiazide.  MSO) 
TABLETS 

ALDORIL*  D30 

containing  500  mg  ALOOMET*  (Methyldopa,  MSO) 
and  30  mg  HydroOlURIL®  (Hydrochlorothiazide,  MSO) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALOOMET*  (Methyldopa,  MSD) 
and  50  mg  HydroOlURIL*  (Hydrochlorothiazide  MSO) 


Merck  Sharp  & Oohme.  Division  of 
Merck  & Co , Inc  , West  Point,  PA  19486 

Copimohi  (S)  1979  by  MercK  i Co  Inc 


MSD 
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Weight  Control  -- 

IT’S  BIG  IN  AMERICA 


Much  is  still  unknown  about  the  problem  of  obesity  and  health. 
Interest  in  the  fat  storage  problem  of  man  has  existed  since  he  first 
gathered  and  hunted  food  for  survival.  That  interest  has  heightened 
today  into  a multi-billion  dollar  industry. 

But  industry  cannot  solve  the  problem  . . . each  individual  must  see  a 
reason  for  controlling  his  weight  and  make  adjustments  in  his  eating 
practices.  It  takes  conviction.  It  takes  motivation.  It  takes  know-how. 

Know-how.  That's  where  you  come  in.  You  are  informed  about  weight 
control  and  its  prevalence,  risks,  influences,  fads,  diets,  programs  and 
prevention.  You  set  an  example.  You  are  perceptive  about  when  and  how  to 
help  people.  You  emphasize  prevention.  And  you  rely  on  the  “Nutrition 
Education  People"  to  provide  concise,  accurate  information. 

The  Dairy  Council  of  Central  States  offers  a WEIGHT  CONTROL 
SOURCE  BOOK  designed  to  aid  you  in  planning  weight  control  programs. 
Handouts  to  give  your  patients  include  YOUR  CALORIE  CATALOG  and  four 
calorie  restricted  diets  for  weight  reduction  based  on  1 000, 1 200, 1 400,and 
1 800  calories  per  day.  Sample  menus  are  suggested  on  these  handouts  and 
foods  of  similar  caloric  value  are  listed. 

For  these  and  information  about  other  materials,  )ust  write  or  call. 

Dairy  Council  of  Central  States 

(402)  558-581 1 - 6901  Dodge,  Room  1 04,  Omaha  681 32 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson.  Jr..  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela.  Lincoln.  Counties:  Cass.  Lan- 
I caster.  Otoe 

Third  District:  Councilor:  Myron  E. 

^ Samuelson,  Wymore.  Counties:  Gage. 

' Johnson.  Nemaha.  Pawnee.  Richard- 

son. 

Fourth  District:  Councilor:  James  G. 

I Carlson.  Verdigre.  Counties:  Antelope. 

I Cedar.  Cuming,  Dakota,  Dixon,  Knox. 

Madison.  Pierce,  Stanton.  Thurston, 
Wayne. 

Fifth  District:  Councilor;  Warren  R. 
Miller.  Columbus.  Counties:  Boone, 
Burt,  Colfax.  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor;  Richard  M. 
Pitsch.  Seward.  Counties:  Butler. 

Hamilton.  Polk.  Saunders.  Seward. 
York. 

, Seventh  District:  Councilor:  Clarence 

! Zimmer,  Friend.  Counties:  Clay,  Fill- 

I more.  Jefferson.  Nuckolls.  Saline. 

Thayer. 

Eighth  District:  Councilor;  Thomas  H. 
Wallace,  Gordon.  Counties;  Boyd, 
1)  Brown.  Cherry.  Holt,  Keyapaha,  Rock. 

H Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
|f  son.  Kearney.  Counties:  Blaine.  Buf- 

i falo.  Custer.  Dawson,  Garfield,  Grant. 

Greeley.  Hall.  Hooker.  Howard.  Loup. 
Sherman.  Thomas.  Valley.  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt, 

I Hastings.  Counties:  Adams.  Chase, 

‘i  Dundy.  Franklin.  Frontier.  Furnas. 

Gosper.  Harlan.  Hayes,  Hitchcock. 
Kearney.  Phelps.  Red  Willow.  Web- 
I ster. 

j Eleventh  District:  Councilor:  Berl  W. 

j Spencer.  Ogallala.  Counties:  Arthur, 

Deuel,  Garden.  Keith.  Lincoln,  Logan. 
McPherson,  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  ^ottsbluff.  Counties:  Banner. 
Box  Butte.  Cheyenne.  Dawes.  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT  SECRETARY-TREASURER 


Adams 

•Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball- Deuel 
Cuming 
Custer 
Dawson 
Dodge 
•Five 
Four 
Gage 
Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seweu-d 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
W ashington-  Burt 
York 

•(Northeast 


Lawrence  A.  McKinnis,  Hastings 
R.  E.  Kopp.  Plainview 
Gary  Smith,  Newmein  Grove 
John  H.  Floyd,  AUieince 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph,  David  City 
R.  J.  Dietz,  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 

James  E.  Bridges,  Fremont 
Henry  J.  Billerbeck,  Randolph 

Patrick  C.  Gillespie,  Beatrice 
Gordon  D.  Bainbridge.  Gr.  Island 
Gary  D.  Penner.  Aurora 


Douglas  M.  Laflan,  Creighton 
D.  W.  Ebers,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Harold  Dahlheim,  Norfolk 
Edward  M.  Malashock,  Omaha 
Robert  Rasmussen,  Chadron. 
Dean  R.  Thomson,  Syracuse 
Bryce  G.  Shopp,  Imperial 
Warren  R.  Miller,  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
J.  Paul  Glabasnia.  Papillion 
John  E.  Hansen.  Jr.,  Wahoo 
Donald  M.  Gentry.  Gering 
R.  Paul  Hoff,  Seward 
Richard  E.  Penry,  Hebron 
H.  C.  Stewart.  Pawnee  City 
P.  L.  Wiebe,  McCook 
Kenneth  C.  Bagby,  Blair 
James  D.  Bell,  York 


George  J.  Lytton,  Hastings 

D.  F.  Johnson,  Jr.,  Osmond 
Charles  Sweet.  Albion 
Bruce  D Forney.  Alliance 
William  W.  Lyons,  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 

E.  L.  Sucha,  West  Point 

N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson,  Gothenburg 
Willieun  B.  Eaton,  Fremont 
Robert  B.  Benthack,  Wayne 

Klemens  E.  Gustafson.  Beatrice 
Sheridan  T.  Anderson,  Gr.  Isleuid 
Richard  O.  Forsman,  Aurora 


Delwyn  J.  Nagengast,  Bloomfield 
W.  E.  Lundak,  Lincoln 
Mark  B.  Sorensen,  North  Platte 
G.  Tom  Surber,  Norfolk 
John  F.  Fitzgibbons,  Omeiha 
. Robert  Hanlon.  Chadron 
Paul  R.  Madison.  Nebraska  City 
Paul  F.  Bottom.  Grant 
Ronald  W.  Klutman,  Columbus 
Angelito  C.  Dela  Cruz,  Friend 
Michael  J-  Moran.  Papillion 
Robert  E.  Morris.  Ralston 
Robert  C.  Calkins.  Scottsbluff 
Roger  A.  Jacobs.  Seward 
Charles  F.  Ashby,  Geneva 
R.  L.  Burghart.  Falls  City 
Elizabeth  D.  Edwards,  McCook 
Clifford  M.  Hadley.  Lyons 
Ben  N.  Greenberg.  York 
Gordon  Adams,  Norfolk) 
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Family  Care  in  a Family  Practice  Group  — 

L.  S.  Fujikawa  et  al  (L.  J.  Schneiderman, 
Univ  of  California,  San  Diego,  La  Jolla,  CA 
92093)  J Fam  Pract  8:1189-1194  (June) 
1979. 

A fundamental  claim  of  family  medicine  is 
that  the  family  physician  treats  the  “whole” 
family  — an  ideological  principle  that  guides 
undergraduate  and  residency  education.  Using 
archival  data  obtained  from  a random  sample 
of  500  patients  in  one  group  of  family 
physicians,  this  study  analyzed  the  extent  to 
which  this  principle  is  carried  out  in  practice. 
Physicians  trained  in  family  practice  residency 
programs  were  compared  with  their  colleagues. 
Family  types  and  marital  stability  were  also 
examined.  Results  indicate  that  in  only  28%  of 
families  (excluding  single  person  households) 
were  all  family  members  seen  by  the  same 
family  physician.  This  occurred  despite  the 
high  preponderance  and  stability  of  traditional 
nuclear  families  in  the  practice.  There  was  no 
significant  difference  in  this  rate  between 
graduates  and  nongraduates  of  approved 
family  practice  residency  programs. 

Variant  Angina  Pectoris  — D.  Robertson  et 
al  (Vanderbilt  Medical  Center,  Nashville, 
TN  37232)  Am  J Cardiol  43:1080-1085 
(June)  1979. 

Of  1,045  spontaneous  episodes  of  S-T 
segment  elevation  observed  in  three  patients 
over  72  days  of  continuous  electrocardio- 
graphic monitoring,  89%  were  asymptomatic. 
Chest  pain  tended  to  occur  with  episodes 
longer  than  three  minutes,  and  ventricular 
ectopy  occurred  almost  exclusively  with 
symptomatic  episodes.  Nitroglycerin  regularly 
relieved  angina  or  S-T  elevation,  or  both. 
Plasma  and  urinary  catecholamines  and  their 
metabolites  were  normal.  Episodes  of  variant 
angina  were  not  associated  with  a generalized 
increase  in  sympathetic  outflow  because  serum 
catecholamine  levels  at  the  onset  and  termina- 
tion of  the  S-T  abnormalities  were  not 
elevated.  Controlled  trials  of  propranolol 
showed  no  significant  beneficial  effect.  Pro- 
pranolol substantially  increased  the  length  of 
episodes  of  S-T  elevation  in  one  patient, 
increasing  ventricular  irritability.  The  overall 
course  of  variant  angina  was  quite  variable, 
with  spontaneous  and  long-lasting  remissions, 
necessitating  cautious  interpretion  of  clinical 
trials. 
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PERCOCET-5  (II 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERCOCET"^  -5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET--5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIDNS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism.  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  llgbt-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET'-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERC0CET'''-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Rerjuired 

PERCOCET"  IS  a U S.  registered  trademark  of  Endo  Inc. 

£ndo  Inc. 


Manati.  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories.  Inc 
Subsidiary  of  the  DuPont  Company 


EDO  644E  bZ9 


Each  tablet  contains  5 mg  oxycodone  HCI  (WARNING:  May  be  habit'ferfning) 


and  325  mg  acetaminophen  (APAP) 


•FOR  THOSE  WHO  CAN’T  TOLERATE  ASPIRIN 


I indicated  for  moderate  to  moderately 
severe  pain 

1 contains  well-tolerated  acetaminophen 
I provides  the  effective  analgesia  of 
oxycodone 


□ scored  tablet  permits  finer  titration 

□ convenient,  economical  q6h  dosage 

Please  see  opposite  page  for  brief  summary  of 
prescribing  information. 


Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  President 

Russell  L.  Gorthey,  M.D.,  Lincoln President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  John  D.  Coe,  M.D.,  Omaha 
AMA  Alternate  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  Central  Medical  Conference  — Dwaine  J.  Peetz,  M.D.,  Neligh 

COUNCIL  ON  PROFESSIONAL  ETHICS 


BOARD  OF  DIRECTORS 


Charles  W.  Landgraf,  Jr.,  M.D.,  Chm Hastings 

Russell  L.  Gorthey,  M.D.,  Vice-Chm Lincoln 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Houtz  G.  Steenburg,  M.D Torrington,  Wyo. 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Carlyle  E.  Wilson,  Jr.,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

R.  L.  Cassel,  M.D Omaha 

Louis  J.  Gogela,  M.D Lincoln 

Clyde  L.  Kleager,  M.D Hastings 

J.  P.  Schlichtemier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Allen  J.  Alderman,  M.D Chadron 

Patrick  E.  Clare,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

John  G.  Yost,  M.D Hastings 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

S.  I.  Fuenning,  M.D Lincoln 

Charles  W.  Newman,  M.D Lincoln 

John  G.  Yost,  M.D Hastings 

George  F.  Sullivan,  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY 
MEDICAL  SERVICES 

Richard  B.  Svehla,  M.D.,  Chm Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

Kenneth  F.  Kimball,  M.D Kearney 

Dean  A.  McGee,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & 

CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

John  W.  Goldkrand,  M.D Omaha 

Glenn  L.  Haswell,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

William  L.  Rumbolz,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  .Stryker,  M.D.,  Chm Omaha 

James  R.  Brown,  M.D., Omaha 

Richard  A.  Cottingham,  M.D McCook 

Dale  W.  Ehers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


Charles  F.  Ashby,  M.D Geneva 

Russell  J.  Mclntire,  M.D Hastings 

Arthur  L.  Smith,  Jr.,  M.D Lincoln 

C.  N.  Sorensen,  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Carl  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

John  D.  Coe,  M.D Omaha 

William  Doering,  M.D Franklin 

John  F,  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

R.  F.  Sievers,  M.D Blair 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

John  H.  Bancroft,  M.D Kearney 

James  H.  Dunlap,  M.D Norfolk 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Arthur  L.  Smith,  Jr.,  M.D Lincoln 

R.  L,  Tollefson,  M.D Wausa 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

John  W.  Smith,  M.D.,  Chm Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Robert  J.  Stein,  M.D Lincoln 

Paul  R.  Young,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf.  M.D.,  Chm Omaha 

Leonard  J.  Chadek,  M.D West  Point 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Warren  Richard.  M.D Hastings 

C.  N.  Sorensen.  M.D Scottsbluff 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Arnold  W.  Lempka,  M.D.,  Chm Omaha 

John  Bancroft,  M.D Kearney 

Rex  Haberman Omaha 

Roger  P.  Massie,  M.D Plainview 

John  T.  McGreer,  III,  M.D Lincoln 

Robert  S.  Wigton,  Jr.,  M.D Omaha 
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brand  of 


dmetidine 


How  Supplied: 

Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 


When  painful  spasm 
is  the  presenting 
symptom 


..in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent. '' 


•This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 
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Bentyl' 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  “prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  Incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  In  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  tailure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  Increased  ocular  tension;  loss  of  taste: 
headache;  nervousness:  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  menfal  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg,  capsule  and  syrup:  Adults:  1 or  2 
capsules  or  teaspoonfuls  syrup  fhree  or  four  times  dally.  Children. 
1 capsule  or  teaspoonful  syrup  fhree  or  four  times  daily.  Infants:  'h 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg,:  Adults  1 tablet  three  or  four 
times  daily.  Bentyl  injection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  fhe  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Benfyl 
with  Phenobarbital  has  been  ingested.  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Intormation  as  of  October,  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC,.  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  lor  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc,,  Cincinnafi, 
Ohio  45215,  U S A, 


Multiphasic  View  of  Medial  Meniscectomy 

— J.  M.  Fox  et  al  (Sherman  Oaks,  CA 
91413)  Am  J Sports  Med  7:161-164  (May/ 
June)  1979. 

This  is  a retrospect  study  of  the  records  of 
816  patients  who  had  tears  of  the  medial 
meniscus  alone  and,  according  to  the  operative 
reports,  had  no  other  structural  or  pathologic 
findings  at  the  time  of  medial  meniscectomy. 
In  an  average  of  2.0  years  after  initial  surgery 
to  the  knee,  210  patients  required  subsequent 
surgical  procedures  for  progressive  meniscal 
pathology  (38),  articular  cartilage  damage  (64), 
or  ligamentous  instability  (108).  The  recogni- 
tion of  possible  future  surgery  after  medial 
meniscectomy  is  important  and  this  must  be 
acknowledged  by  the  treating  physician  as  well 
as  the  patient. 


What  Pediatricians  Say  to  Mothers  of  Sick 

Newborns  — R.  I.  Clyman  et  al  (1403-HSE 

Univ  of  California,  San  Francisco,  CA 

94143)  Pediatrics  63:719-723  (May)  1979. 

Thirty-seven  physicians  (8  neonatologists, 
29  pediatric  house  officers)  and  21  mothers 
completed  forms  about  hypothetical  situa- 
tions. From  these  forms,  quantitative  in- 
formation was  obtained  about  what  each 
physician  thought  the  chances  of  survival  for  a 
hypothetical  infant  were,  what  each  physician 
would  tell  a parent  about  the  child’s  chances  of 
survival,  and  how  a mother  would  interpret  the 
physician’s  statement  about  her  child.  Mothers 
heard  poorer  prognoses  for  their  infants  than 
current  nursery  survival  rates  would  predict;  in 
addition,  mothers  heard  poorer  prognoses 
when  counseled  by  house  officers  than  by 
neonatologists.  The  physicians’  lack  of  ap- 
preciation of  their  own  nursery’s  survival  rates 
was  the  major  factor  that  accounted  for  the 
mothers’  poorer  estimation  of  the  prognoses. 
House  officers,  inexperienced  in  newborn  care, 
had  a significantly  worse  estimation  of  an 
infant’s  actual  prognosis  than  did  neona- 
tologists; this  difference  in  knowledge  of  actual 
survival  rates  accounted  for  the  worse  prog- 
nosis that  mothers  heard  when  counseled  by  a 
house  officer  vs  a neonatologist.  Training 
programs  in  neonatology  are  needed  to  make 
physicians  aware  of  changing  experiences  so 
that  they  can  counsel  parents  appropriately. 
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MERRELL  NATIONAl  LABORATORIES 
Division  of  Richardson  Morrell  Irtc 
Cincinnati  Ohio45?1S  USA 


ORGANIZATIONS,  STATE 


American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  W.  McClure.  F'xecutive  Vice  President 
Overland  Wolf  Centre.  Suite  210. 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska. Affiliate,  Inc. 

Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas.  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212.  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  "E  ‘ St..  Lincoln  68501 
The  Arthritis  Foundation.  Nebraska  Chapter,  Inc. 

Phyllis  L.  Miller.  Executive  Director 
120  No.  69th  St..  Rm.  202,  Omaha  68132 
EUue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey.  Executive  Director 
Karen  Mundy,  Associate  Director 
8401  West  Dodge  Road,  Suite  17.  Omaha  68114 
Dairy  Council  of  Central  States.  Inc. 

6901  Dodge  Street,  Room  104.  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Director 
1047  South  Street.  Lincoln  68502 
Health  Manpower  Referral  Service.  State  of  Nebraska 
State  Capitol  Building.  Lincoln  68509 
Senator  Thomas  C.  Kennedy.  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams.  Ph  D..  Executive  Director. 

8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212.  215  Centennial  Mall.  Lincoln  68508 
Missouri  V' alley  Dermatologic  Society 
Richard  Q.  Crotty.  M.D..  Secretary 
634  The  Doctors  Building.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level.  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch.  Executive  Director 
740  Keeline  Bldg..  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker.  Jr..  M l)..  Secretary-Treasurer 
225  No.  Cotner  - E Bldg..  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley.  M.D.,  President 
811  West  W'Uliam  Avenue.  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco.  M.D.,  President 
8601  Dodge  Rd..  Suite  234.  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton.  PA.  President 
302  East  Sixth  St..  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife.  M.D..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  SecV-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St..  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.D..  Sec'y-Treas. 

601  No.  30th  St..  Omaha  68131 

Nebraska  Chapter  — American  College  of  Emergency  Physicians 
John  Gwin,  M.D.,  Secretary-Treasurer 
502  South  44th  Street.  Omaha  68105 
Nebraska  Chapter  — American  College  of  Radiology 
W.  Benton  Copple.  M.D.,  Secretary- Treasurer 
One  Country  Club  Medical  Plaza 
6801  No.  72nd  St..  Omaha  68122 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith.  M.D..  Secretary-Treasurer 
8300  Dodge  St..  #124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gra\Ts  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S..  Secretary 

1007  Lincoln  Benefit  Life  Bldg..  Lincoln  68508 


Nebraska  Dietetic  Association 

Ann  C.  Grandjean.  R I)..  M S..  President 
8401  West  Dodge  Road.  Room  101.  Omaha  68114 
Nebraska  Easter  Seal  Society 

David  E.  Evans.  Executive  Director 
P.O.  Box  14204.  West  Omaha  Station, 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown,  Executive  Director 
Box  30247,  3100  “O’  Street,  Suite  7.  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks.  President 

Nebraska  Methodist  Hospital,  8303  Dodge  St..  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26.  10730  Pacific  St..  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N Kettleson.  M.D.,  Secretary 

Embassy  Plaza  #290,  90lh  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
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Orthopedic  Injuries  in  Athletes  (Ages  6 to 

17)  — R.  B.  Chambers  (Univ  of  Cincinnati 

Medical  Center,  Cincinnati,  OH  45267)  Am 

J Sports  Med  7:195-197  (May/June)  1979. 

A prospective  study  of  orthopedic  injuries  in 
children  (aged  6 to  17  years)  was  conducted  for 
a calendar  year  in  the  controlled  environment 
of  a military  post.  Data  were  collected  on  the 
number  of  participants,  the  hours  of  participa- 
tion, and  the  number  of  injuries  for  six 
supervised  sports  (football,  soccer,  basketball, 
baseball,  swimming,  and  gymnastics).  An 
injury  index  factor  was  derived  by  a formula: 
(number  of  injuriesKlO"*)  divided  by  {(number 
of  participants)X(average  number  of  hours  of 
participation)X(number  of  weeks  in  the  season 
of  the  sport)}.  When  the  injury  index  factors 
were  compared,  the  risk  a participant  has  for 
sustaining  an  injury  in  football  was  twice  as 
high  (1.72)  as  its  nearest  competitors,  basket- 
ball (0.88)  and  gymnastics  (0.85).  Soccer  had 
an  index  factor  of  0.29;  baseball,  0.14;  and 
swimming  had  a factor  of  zero.  Eighty  percent 
of  all  sports-related  orthopedic  injuries 
involved  the  upper  extremities.  Lower  ex- 
tremity orthopedic  injuries  occurred  only  in 
football  and  gymnastics.  Persons  concerned 
with  reducing  the  number  of  injuries  to  the 
growing  athlete  in  supervised  sports  should 
focus  their  attention  on  reducing  the  risk  to  the 
upper  extremities. 


“We  like  to  refer  to  it  as  being  on  the  critical  list, 
not  as  an  endangered  species.” 


Quinamm 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  guinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (vi/ith  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  guinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell" 
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Quinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 


specific  ther^iy  for  painful 
night  leg  cramps 


Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


emoccult 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital  examination 


25  cm.  — Sigmoidoscopy 


^^l^r^SmithKhne  Diagnostics 

^51  ll^880  West  Maude  Ave  I 


880  West  Maude  Ave..  P.O.  Box  1947 
Sunnyvale.  CA  94086 


I I Please  send  me  the  Hemoccult 
Complimentary  Starter  Package 


Name 


Title 


Institution 
Address  — 
City 


State- 


Phone 


Routine  digital  examinatioti^ 
explores  only  8 cm.  of  the  colon. 

Sigmoidoscopy  reveals  an  additional 
1 7 cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it’s  often 
asymptomatic. 

That’s  why  the  Hemoccult’  guaiac 
method  is  so  valuable  as  a preliminary 
diagnostic  screen.  Hemoccult’  is  a 
reliable  detector  of  blood  throughout 
the  colon. 

In  addition,  it’s  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  the  physician’s  office  in 
minutes,  or  given  to  the  patient  to  take 
home  and  return  by  mail, 

More  than  1 12,000  cases  of  colorectal  cancer 
will  occur  in  the  United  States  this  year. 

The  earlier  they  are  diagnosed,  the  greater 
the  chances  for  successful  treatment. 


The  world’s  leading  full-range  test  for 
fecal  occult  blood. 


‘Hemoccult’  is  available  through  local  distributors,  nationwide. 


The  AMA  reports  that  437,000  active 
physicians/osteopaths  were  identified  in  the 
U.S.  as  of  January  1,  1979.  The  number  is 
growing  as  a result  of  a doubling  of  medical 
school  enrollments  from  1970  to  1977.  The 
nation’s  124  medical  schools  had  enrollment  of 
60,456  in  1977-78,  including  16,134  freshmen, 
14,373  women  and  7,466  minorities. 


OWNERSHIP,  MANAGEMENT  AND 
CIRCULATION  STATEMENT 

Owned  by  The  Nebraska  Medical  Association,  1512  First 
National  Bank  Building,  Lincoln,  Nebraska  68508. 

Business  Manager:  Ken  Neff,  same  address  as  above. 

Editor:  Frank  Cole,  M.D.,  No.  13,  Bishop  Square,  3901 
So.  27th  St.,  Lincoln,  Nebraska  68502. 

Printed  monthly  by  Norfolk  Printing  Company,  118 
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The  percentage  of  advertising  does  not  exceed  60%. 

Average  number  of  copies  distributed  monthly  to 
subscribers  by  mail  in  the  year,  2023. 


Remember 

vnoptm 

the  original  (allopunnol) 

100  and  300  mg 
Scored  Tablets  ^ 

The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 


/ Burroughs  Wellcome  Co 

/ Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


A great  way  of  life. 


Modern  medical  practice  has  become  a com 
plex  and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you’re  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (call  collect)  — Copt.  Robert  Brown 
1 16  South  42nd  St.,  Omaha,  NE,  402-221-4319 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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Exposure  to  Injury  in  Major  College 

Football  — B.  R.  Cahill  et  al  (416  St  Mark 

Ct,  Peoria,  IL  61603)  Am  J Sports  Med 

7:183-185  (May/June)  1979. 

Five  football  teams  from  major  colleges  in 
the  nation  were  surveyed  during  practices  and 
games  in  the  1976  season.  Investigators,  with  a 
thorough  knowledge  of  football  and  trained  in 
the  use  of  the  program,  obtained  data  from  a 
given  team  during  every  drill,  practice,  and 
game  of  the  season.  Injury  exposure  rate  was 
calculated  as  a ratio  of  injuries  to  minutes  of 
exposure  in  14  categories  (12  specific  drills, 
practice  games,  and  other  activities).  Agility 
drills  produced  the  fewest  number  of  injuries 
for  the  amount  of  exposure  time  (exposure 
rate,  47,138;  risk  factor,  1)  and,  therefore,  it 
served  as  a base  from  which  risk  factors  for  all 
other  categories  would  be  calculated.  No 
injuries  were  recorded  in  calisthenics.  Practice 
games  had  the  lowest  injury  exposure  rate 
(1,009)  and  the  highest  risk  factor  (47). 
Although  analysis  of  data  is  incomplete  at  this 
time,  the  ultimate  intent  of  the  study  is  to  help 
identify  and  eliminate  harmful  factors,  estab- 
lish norms,  and  provide  a service  to  other 
schools. 


“Well,  you  seem  to  be  all  right . . . your  nose  is  cold.” 
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Librax® 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information.  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
1 Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma:  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  FICI  and  or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g . operating 
machinery,  driving)  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  FICI  Roche)  to  known 
addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules'day  initially,  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression,  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  FICI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  al  lower  dosage 
ranges  Syncope  reported  in  a few  instances 
Also  encountered  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms. increased  and  decreased  libido—  all  infre- 
quent. generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment  blood  dyscrasias  (including 
agranulocytosis),  jaundice,  hepatic  dysfunction 
reported  occasionally  with  chlordiazepoxide  FfCl. 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy 
Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  / e . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and  or  low  residue  diets 


Roche  Products  Inc 
Manali.  Puerto  Rico  00701 


ROCHE 


* Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summarv  of  prescribing  information  on  preceding  page 


Each  capsule  contains 
5 mg  chlordiazepoxide  HCl  (LIBRIUM*) 
and  2.5  mg  clidinium  Br(QUARZAN*). 


^ tispasmodic/antimotility 
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THE  NEBRASKA  MEDICAL  JOURNAL 


WE  NEED  TO  KNOW 

VVe  have  centers  and  registries  where  such 
things  as  bone  tumors  and  leukemia  are 
reviewed,  but  I think  we  need  a center  of 
centers  now,  where  everything  medical  will  be 
studied,  where  the  statistics  from  all  in- 
vestigators can  be  entered  and  gathered 
together,  where  many  small  series  become  one 
large  series,  and  where  decisions  can  be  made 
on  a national  or  even  a worldwide  basis. 
Individualism  has  gone  too  far  and  has  lasted 
too  long.  If  the  alternative  is  regimentation,  let 
us  bravely  adopt  it  and  call  it  standardization; 
but  let  us  decide. 

The  lady  with  cancer  of  the  breast  may  have 
all  sorts  of  different  operations  prescribed, 
depending  on  the  city  where  she  lives;  this  is 
not  right.  We  should  know  whether  to  do 
radical  mastectomy,  modified  radical,  or 
simple.  Should  a second  operation  be  done?  It 
depends  on  the  one  you  ask.  Is  surgery  or 
radiotherapy  better  for  cancer?  It  depends  on 
where  you  are. 

There  are  too  many  unanswered  questions 
in  medicine,  where  the  answers  are  a matter  of 
personal  preference,  based  on  a small  series  of 
cases,  or  even  on  emotion.  Let  us  collect 
everybody’s  series,  let  us  set  up  an  institute 
and  impartial  teams,  and  let  us  find  out 
whether  to  operate,  what  drug  to  use,  and 
which  operation  to  do. 

And  who  ought  to  be  on  the  team,  doctors?, 
no,  statisticians.  Setting  up  four-place  tables  is 
a statistician’s  work.  There  is  only  one  way  to 
know,  and  that  is  to  count  cases.  Let  us  throw 
away  pride  and  personal  differences,  and  learn 
what  treatment  is  best  for  the  patient  in  any 
given  condition.  That  no  two  cases  are  alike  is 
not  so;  many  cases  are  alike.  Given  a thousand 
patients  with  appendicitis,  we  do  not  have  a 
thousand  treatments. 

Is  coronary  artery  bypass  a good  operation? 
Is  cigaret  smoking  harmful?  Is  aspirin  bad  for 
you?  Should  you  stop  drinking  coffee?  Is 
radiotherapy  as  good  as  operating?  When  you 
are  operating  for  lung  cancer  and  the  chest  wall 
is  involved,  should  you  go  on  or  back  out?  Will 
we  let  people  die  who  want  to  die?  Are  we  to 
prescribe  antibiotics  for  common  ailments? 
Shall  we  do  abortions  on  demand?  Is  flu 


vaccine  good;  what  of  swine  flu?  Is  drinking 
bad  for  you?  Is  jogging  all  right?  Should 
severed  arms  and  legs  be  sewn  back?  Should 
hearts  be  transplanted?  Will  you  rest  after 
spraining  your  ankle?  Is  heat  better  than  cold? 
Is  early  ambulation  really  better  than  staying 
in  bed? 

The  woman  with  cancer  of  the  breast  has  the 
right  to  know  that  she  can  go  to  a dozen 
different  surgeons  in  as  many  cities  and  have 
the  same  one  operation  advised,  and  to  know 
that  this  is  the  best  operation. 

I call  on  the  colleges  of  all  divisions  of 
medicine  to  create  an  institute  and  to  set  up 
teams  to  investigate  and  to  resolve  these 
differences  and  these  problems.  Let  us  not  fear 
to  be  regimented.  Let  us  instead  find  out  what 
is  best  for  the  patient. 

— F.C. 

PLAYS  ON  WORDS 

As  an  anesthesiologist,  I would  never  let  my 
associates  say  inspire  and  expire.  Say  inhale 
and  exhale,  I told  them;  our  patients  don’t 
expire. 

As  an  editor,  I balked  at  saying  deadline.  Say 
dateline,  I told  them;  our  patients  aren’t  dead. 

Now  we  have  domiciliaries,  and  nursing 
homes,  and  extended  care  facilities,  and 
hostels,  and  hospices;  all  this  in  addition  to 
self-care  and  intermediate  care,  and  ”arious 
kinds  of  intensive  care.  Don’t  say  hostel,  I want 
to  tell  them;  it  sounds  like  hostile. 

Well,  all  those  facilities  sound  like  bath- 
rooms, nursing  homes  sound  like  they’re  for 
nurses,  and  domiciliaries  suggest  dormancy, 
which  I hope  means  sleep. 

I know  three  triple  puns,  they  are  rare;  one  is 
old  and  tedious  and  may  be  more  than  treble, 
another  is  unprintable,  and  the  third  was 
invented  by  the  fellow  who  named  his  ranch 
Focus,  because  that  is  where  his  sons  raise 
meat;  get  it? 

And  as  a physician  of  sorts,  I would  always 
say,  don’t  say  you  lost  your  patience;  it  sounds 
like  something  has  happened  to  your  patients, 
and  we  don’t  lose  them. 

—F.C. 
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SOMETHING  TO  THINK  ABOUT 

It  is  nice  to  be  known  for  something,  to  be  an 
authority  somewhere,  even  if  it  is  not  the  most 
important  thing  in  the  world.  I know  as  much 
about  the  anesthesia  story  as  anybody,  I think; 
I have  written  a book  about  it,  and  it  was  a lot 
of  work.  I know  as  much  about  medical 
abbreviations  as  you  could  want  to  know;  I 
wrote  a book  about  that,  too.  But  I should  like 
to  be  famous  for  something  else;  I want  to 
leave  my  mark  on  the  world,  and  to  have 
people  say.  Doctor  Cole  did  that;  I knew  him. 

It  is  the  heading  of  the  patient’s  history.  We 
call  it  Past  History,  and  this  is  stupid.  All 
history  is  past.  Just  call  it  History.  Or  even 
story. 

Let  us  stop,  right  now,  stop  saying  Past 
History. 

Say  History. 

— F.C. 

RAISIN  WORDS,  OR  SPARKLE  WORDS, 
OR  WORDS  I CAN  DO  WITH 

I have  a thing  in  each  issue  of  the  Journal 
that  I call  Words  I Can  Do  Without;  you  know 
them.  They  are  abominations  that  creep  into 
our  speech  and  are  seized  on  by  the  great 
unwashed  who  regard  language  as  something 
to  trample  on:  words  like  overview,  hopefully, 
and  affordable. 

But  there  are  words  that  sparkle;  if  some 
words  are  bad,  some  are  good.  Writers  have 


collected  them  and  thrust  them,  helter-skelter 
into  what  they  said,  but  in  a meaningless 
fashion. 

I have  found  some  that  I like,  to  the  point  of 
strewing  them,  like  raisins  in  a pudding,  only 
where  they  will  fit.  Some  have  a grand  sound, 
like  onomatopoeia,  some  have  the  sheen  of 
antiquity,  or  the  richness  of  tradition. 

Words  I can  do  with,  or  raisin  words,  are 
these:  benchmark,  patina,  touchstone, 

plangent,  and  scintillating.  There  is  corusca- 
tion, and  hallmark,  and  plaintive,  and  sparkle. 

Pleasant  words  are  like  a honeycomb. 

So  are  sparkle  words. 

And  there  is  love. 

-F.C. 


NONMEDICAL 

Medicine  touches  everything;  what  does  it 
not  touch?  It  is  life  itself.  It  is  affected  by 
inflation,  by  oil,  by  other  economies  (by  brain 
drains),  by  the  arts,  by  everyday  living,  by 
religion,  by  psychology,  and  by  customs 
everywhere. 

So  I will  from  time  to  time  include  a more  or 
less  unmedical  editorial  in  the  Journal. 

I’ll  start  now. 

-F.C. 
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My  Specialty:  Family  Practice 


WILL  it  be  Mindy  with  her  recur- 
rent hives  (secondary  to 
emotional  stress)  or  Judy  with 
her  wanted  baby?  Will  it  be  Tim  who  has  been 
out  with  the  girls  once  too  often?  Will  it  be 
Agnes  with  her  LE?  Will  it  be  John  who  is  in 
failure  again?  Or,  will  it  be  someone  new  who  is 
walking  in  the  door  with  problems  I don’t  know 
about,  a new  puzzle  to  be  solved,  a new  person 
to  be  reassured  or  aided?” 

The  breadth  of  family  practice  is  what  drew 
me  to  this  specialty.  The  idea  that  I could  see 
and  take  care  of  85  to  90  percent  of  all  the 
problems  of  the  patients  who  walked  in  the 
door  was  attractive  to  me.  I wanted  to  be  the 
person  who  was  able  to  say  “I  don’t  know,  I 
need  some  help”  rather  than  the  person  to 
whom  the  ones  who  couldn’t  be  helped  by  a 
family  practitioner  would  be  sent.  Feelings 
were  so  strong  in  this  matter  that  I went  into 
family  practice  when  it  wasn’t  fashionable  to 
go  into  family  practice.  All  the  way  through 
medical  school  I was  told,  “Oh,  you  don’t  want 
to  be  a family  practitioner,  you’re  too  bright  to 
be  a family  practitioner,  you’ll  be  bored.”  Well, 
it  is  almost  20  years  later  and  I have  been 
practicing  family  medicine  since  then  and  I’m 
still  not  bored. 

Why  did  all  of  this  start?  I remember  the 
disparaging  remarks  by  many  of  the  specialists 
which  had  been  made  about  the  LMD  who  had 
sent  a patient  to  the  University.  What  they 
ignored  then  and  still  sometimes  tend  to  ignore 
is  that  the  LMD  had  the  capacity  to  say  “I 
don’t  know  enough,  therefore,  I would  like  one 
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or  more  of  my  colleagues  to  aid  me  in  the  care 
of  this  patient”  — a statement  which  bespeaks 
a healthy  adult  mind. 

Family  medicine  has  been  practiced  for 
many  years  although  the  American  Association 
of  Family  Physicians  only  recently  celebrated 
its  25th  anniversary.  Boarding  in  Family 
Practice  has  been  going  on  only  since  1969  and 
now  the  only  way  to  get  boarded  is  to  take  a 
Family  Practice  Residency.  But  the  AAFP 
started  in  1947  when  some  physicians  said:  We 
can’t  tolerate  this  attitude  on  the  part  of  many 
of  our  specialist  colleagues.  Maybe  we  haven’t 
kept  up  — let’s  start  an  organization  to  which 
you  can’t  continue  to  belong  unless  you  give 
evidence  of  keeping  up  — 150  hours  of 
continuing  medical  education  every  three 
years.  The  same  idea  has  prevailed  with  the 
establishment  of  the  ABFP  which  requires 
reboarding  every  six  years. 

Family  practitioners  try  to  keep  people  and 
families  healthy  through  preventive  medicine, 
family  counseling,  treating  illness,  and  through 
continuing  comprehensive  care  of  every 
member  of  the  family,  knowing  the  impact  of 
health  and  disease  on  the  family. 

I am  proud  to  be  a family  practitioner. 
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ORIGINAL  ARTICLES 


Graduate  Medical  Education 
at  the  University  of  Nebraska: 
A Ten  Year  Survey 


IN  the  past  decade,  graduate 
medical  education  at  the 
University  of  Nebraska  has 
grown  considerably  both  in  size  and  in  the 
quality  of  the  programs.  The  total  number 
has  increased  threefold  in  ten  years.  The 
number  of  applicants  is  over  ten  times  what 
it  was  in  1967.  This  report  will  examine  some 
of  the  reasons  for  this  growth  and  the  effect 
it  has  had  on  the  number  of  physicians 
practicing  in  Nebraska. 

One  reason  for  the  growth  has  been  the 
increased  number  of  graduating  medical 
students.  Over  the  past  ten  years,  medical 
schools  have  greatly  increased  class  size  in 
response  to  health  manpower  shortages.  In 
1968,  97  students  entered  the  University  of 
Nebraska  College  of  Medicine:  in  1978  there 
were  153.  In  1968,  8,000  students  graduated 
from  United  States  medical  schools,  while 
last  year  there  were  over  14,000.  The 
increased  number  of  graduating  students 
produces  a greater  demand  for  house  officer 
positions. 

A second  reason  for  growth  is  that  a 
greater  percentage  of  medical  graduates  are 
entering  residency  training.  Previously,  a 
significant  number  of  physicians  entered 
general  practice  immediately  following  an 
internship.  Before  1950,  25%  of  this  nation’s 
medical  school  graduates  entered  general 
practice.  That  proportion  decreased  to  less 
than  14%  in  the  1960s  when  the  trend 
toward  specialization  was  at  its  height.  With 
the  establishment  of  residencies  in  family 
practice,  which  require  three  years  of  grad- 
uate medical  education,  the  number  of 
physicians  entering  practice  with  fewer  than 
three  years  of  graduate  medical  education 
has  greatly  diminished.  Thus,  not  only  are 
there  more  graduates,  but  a larger  portion  of 
them  require  residency  training. 

A third  reason  for  growth  of  house  officer 
programs  is  that  we  in  Nebraska,  along  with 
other  states,  have  expanded  our  residency 
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programs  with  the  objective  of  influencing 
the  number  and  distribution  of  physicians 
who  choose  to  practice  in  Nebraska.  This 
decision  was  prompted  by  evidence  of  a need 
for  more  physicians  in  the  state,  particularly 
in  certain  rural  areas.  Several  studies  had 
shown  a relationship  between  where  a 
physician  practices  and  the  state  in  which  he 
received  his  residency  training*  This  implied 
that  residency  programs  not  only  helped  to 
retain  a state’s  own  graduates  but  also 
attracted  physicians  from  other  states. 

Also,  by  selectively  increasing  the  number 
of  positions  in  primary  care  fields  (family 
practice,  internal  medicine,  pediatrics,  and 
obstetrics),  it  was  felt  that  the  need  for  more 
physicians  in  these  areas  could  be  met.  It  is 
reasoned  that  physicians  in  highly  specialized 
fields  are  unlikely  to  settle  in  rural  areas 
because  of  the  large  population  needed  to 
support  their  practice.  On  the  other  hand, 
less  specialized  physicians  who  wish  to 
deliver  primary  patient  care  are  well  suited 
to  practice  in  these  areas.  Thus,  it  is  hoped 
that  a general  increase  in  primary  care 
physicians  will  bring  about  a specific  increase 
in  the  number  practicing  in  underserved 
rural  areas.  There  is  not  enough  information 
yet  to  indicate  whether  this  reasoning  will 
prove  correct. 

The  increase  in  the  number  of  house 
officers  is  shown  in  Figure  1.  There  had  been 
a linear  growth  from  the  1967-1968  academic 

*Weiskotten  HG.  Wiggins  WS,  Altenderfer  ME.  Gooch 
M and  Tipner  A.  Trends  in  medical  practice:  an 
analysis  of  the  distribution  and  characteristics  of 
medical  college  graduates,  IBIS-IB.SO.  .1  Med  Educ  3.5: 
1071-1121,  1960. 
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NUMBER  OF  HOUSE  OFFICERS 


□ TOTAL  HOUSE  OFFICERS  IN  TRAINING 
AT  THE  UNIVERSITY  OF  NEBRASKA 

□ HOUSE  OFFICERS  COMPLETING  TRAINING  OR 

LEAVING  FOR  FURTHER  TRAINING  ELSEWHERE 


ACADEMIC  YEAR 


Figure  1 

House  officers  in  training  at  the  University  of 
Nebraska  showing  both  the  total  number  and  the 
number  completing  training  for  each  year.  The  average 
duration  of  training  is  estimated  by  the  ratio  of  total 
number  of  house  officers  to  number  completing  train- 
ing. Thus,  the  average  length  of  training  is  3.4  years. 


ACADEMIC  YEAR 

Figure  2 

House  officers  at  the  University  of  Nebraska  showing 
the  total  and  the  number  in  each  of  the  primary  care 
fields  by  yesu-. 
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RETENTION  OF  HOUSE  OFFICERS  IN  NEBRASKA 


NUMBER  OF  HOUSE  OFFICERS  COMPLETING  TRAINING 
Figure  3 

House  officers  who  remain  to  practice  in  Nebraska  by 
year  compared  to  the  total  leaving  training  that  year 
[this  total  includes  both  those  completing  training  and 
also  those  who  transfer  for  training  elsewhere).  The 
line  shown  represents'  the  best  fit  using  least-squares 
analysis  with  y=  1.4+  .42x,  r=  .88,  p<  .01. 


year  through  1977,  at  which  time  the  total 
decreased  slightly.  The  number  of  house 
officers  completing  training  (which  includes 
both  those  entering  practice  and  those 
transferring  for  further  training  or  entering 
military  service)  has  risen  at  a rate  that  is 
roughly  30%  of  the  increase  in  the  total, 
suggesting  that  the  average  duration  of 
training  is  just  under  three  and  one  half 
years. 

The  increase  has  been  predominately  in 
the  primary  care  specialties  of  family  prac- 
tice, internal  medicine,  obstetrics,  and  pedi- 
atrics (Figure  2).  The  percentage  of  residents 
in  primary  care  fields  has  grown,  while  that 
in  the  subspecialty  fields  has  substantially 
decreased.  In  fact,  this  analysis  under- 
estimates the  percentage  in  primary  care 
because  the  duration  of  training  in  primary 
care  is  shorter  than  that  in  the  sub- 
specialties. 

As  the  number  who  complete  training  has 
grown,  so  has  the  number  of  residency 
graduates  who  remain  in  the  state  to 


practice.  (Figure  3)  The  number  settling  in 
the  state  appears  to  be  a direct  and  fairly 
stable  function  of  the  number  ending  train- 
ing. This  may  underestimate  the  number 
remaining  in  the  state  because  many  who 
leave  programs  here  enter  other  training 
programs  or  military  service  and  return  to 
practice  at  a later  time. 

Discussion 

Surveys  of  practicing  physicians  have 
shown  that  a large  number  practice  in  the 
state  in  which  they  had  their  residency 
training.  This  observation  suggests  that  a 
state  can  increase  the  number  of  graduates 
who  settle  there  by  expanding  their  house 
officer  programs.  This  ten  year  analysis  of 
residents  at  the  University  of  Nebraska 
supports  that  hypothesis:  An  increase  in 
house  officers  has  resulted  in  an  increase  in 
the  number  of  physicians  staying  in  the  state 
to  practice. 

A second  finding  is  that  the  proportion  of 
residents  who  stay  in  the  state  does  not 
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decrease  as  the  number  graduating  becomes 
larger.  Thus,  there  is  no  evidence  that 
external  factors  such  as  availability  of  prac- 
tice opportunities  has  an  effect  on  the 
percentage  remaining  to  practice  in  the 
state.  This  implies  that  Nebraska  has  not 
reached  a point  where  the  opportunities  for 
practice  are  becoming  saturated.  There  is 
evidence  that  the  distribution  of  new  phy- 
sicians is  changing  and  that  a larger  per- 
centage are  locating  their  practice  outside  of 


Omaha  and  Lincoln.  The  geographic  distri- 
bution of  graduates  will  be  analyzed  in  a 
later  report. 

In  summary,  house  officer  programs  at  the 
University  of  Nebraska  College  of  Medicine 
have  expanded  both  to  meet  the  training 
needs  of  increased  numbers  of  medical 
students  and  also  to  address  perceived 
physician  shortages.  This  growth  has  re- 
sulted in  larger  numbers  of  physicians 
settling  in  Nebraska  to  practice. 


Selection  of  on 

Initial  Family  Practice  Site 


Much  has  been  written  about  the 
maldistribution  of  primary 
care  physicians,  especially  in 
regard  to  the  attraction  of  these  physicians 
to  physician  shortage  areas,  primarily  the 
rural  and  inner  city  areas.  In  contrast,  little 
has  been  written  about  factors  the  in- 
vestigating physician  considers  important  in 
selecting  a practice  site.  This  study  was 
performed  in  an  attempt  to  identify  some  of 
these  factors. 

METHOD: 

A checklist  of  85  possible  factors  was 
developed  to  poll  the  responses  of  32  recent- 
ly graduated  (1971-1976)  young  male  phy- 
sicians in  Nebraska.  Included  in  this  group 
were  18  randomly  selected  practicing  family 
physicians  and  14  family  practice  residents 
(at  all  three  levels  of  training).  Each  phy- 
sician was  asked  to  review  the  factors  (58 
practice-related  and  27  community-related) 
and  identify  each  as  being  very,  fairly,  or  not 
important  as  it  applied  or  would  apply  to  the 
selection  of  their  initial  practice  site.  These 
three  categories  were  assigned  values  of  3.  2, 
and  1,  respectively,  and  average  values  were 
determined  for  each  factor  as  evaluated  by 
the  two  physician  groups. 

RESULTS: 

Most  of  the  factors  fell  into  a middle  range 
of  importance,  with  a limited  number  of 
factors  occupying  the  extremes.  In  the 
interest  of  brevity,  only  the  top  and  bottom 
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12  factors  for  the  two  physician  groups  are 
reported  (Tables  1 and  2).  It  is  apparent  that 
the  two  physician  groups  are  in  general 
agreement  as  to  the  relative  importance  of 
the  factors  listed. 

The  exact  ranking  of  the  top  12  factors  is 
not  identical,  but  there  is  an  emphasis  on 
those  factors  concerned  with  personal/family 
considerations  and  ease  of  practice.  There 
was  more  concurrence  in  the  bottom  12 
factors:  financial  inducement,  political  con- 
siderations, and  several  factors  related  to 
practice  administration  were  classified  as 
being  relatively  unimportant. 

DISCUSSION: 

Other  studies!  have  shown  that  physicians 
in  general  tend  to  agree  that  nonprofessional 
factors  such  as  general  economic  conditions, 
cultural  and  social  opportunities,  and  educa- 
tional opportunities  for  their  children  receive 
a high  priority  when  investigating  potential 
practice  sites.  This  last  factor  had  an 
average  value  of  2.47  as  evaluated  by  the 
practicing  physicians,  placing  it  quite  near  in 
value  to  the  factors  listed  in  Table  1.  No 
explanation  is  offered  to  explain  the  very 
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TABLE  1 

TOP  12  FACTORS 
Practicing  Physicians: 

2.76  — Consultants  (availability,  quality,  etc.) 

2.71  — Call  schedule  (afternoon/day  off,  etc.) 

2.65  — Type  of  practice  (solo,  corporation,  etc.) 

2.65  — Can  community  support  another  physician 

2.65  — Friendly/unfriendly  atmosphere 

2.59  — Equipment  in  office  (EKG,  X-ray,  etc.) 

2.59  — CCU/ICU  in  hospital 

2.56  — Location  (urban,  suburban,  rural) 

2.53  — Hospital’s  willingness  to  accept  new  staff 

2.53  — Hospital  privileges  accorded  new  staff 

2.53  — Availability  of  well-trained  support  staff 
(nurses,  etc.) 

2.53  — Vacation/meeting  time 
Resident  Physicians: 

2.79  — Academic  opportunities  for  children 

2.78  — Maternal/neonatal  monitors  in  hospital 

2.78  — CCU/ICU  in  hospital 

2.78  — Friendly/unfriendly  atmosphere 

2.71  — Call  schedule  (afternoon/day  off,  etc.) 

2.71  — Equipment  in  office  (EKG,  x-ray,  etc.) 

2.71  — Hospital  laboratory  facilities 

2.71  — Consultants  (availability,  quality,  etc.) 

2.71  — Can  community  support  another  physician 
2.64  — Size/age  of  hospital 

2.64  — Method  and  schedule  for  becoming  full  member 
2.62  — Vacation/meeting  time 


high  ranking  given  this  factor  by  the 
resident  physicians. 

The  more  highly-ranked  practice-related 
factors  seem  to  imply  a strong  interest  in 
practicing  medicine  in  an  atmosphere  in 
which  diagnostic,  therapeutic,  and  consultant 
resources  are  available.  In  addition,  the 
respondents  reflect  a desire  to  have  enough 
time  away  from  their  practices  to  allow 
development  of  other  interests. 

Perhaps  the  most  significant  finding  of  this 
study  is  that  both  groups  identified  previous 
financial  inducement  as  the  least  important 
factor  in  selecting  a practice  site.  Many 
recruitment  efforts  by  local,  state,  and 
federal  programs  have  emphasized  this  fac- 
tor, but  this  study  and  others^. 3, 4 consistent- 
ly identify  this  as  being  unpalatable  to  young 
physicians.  Sparks®  concluded  that  no  federal 
manpower  program  has  yet  had  significant 
impact  on  where  physicians  choose  to  prac- 
tice, and  that  current  supply  meets  demand. 


TABLE  2 

BOTTOM  12  FACTORS 
Practicing  Physicians: 

1.67  — Proximity  to  geographic  recreational  areas 

1.65  — Number  of  delivery/operating  rooms  in 
hospital 

1.65  — Tax  structure 

1.59  — Clinic  space  owned  or  leased 

1.59  — Office  manager 

1.59  — Office  fees 

1.59  — Activity  of  County  Medical  Society 

1.53  — Climate 

1.44  — POMR  or  other  charting  system 
1.35  — Availability  of  supplemental  income  sources 
1.29  — Political  opportunities 
1.12  — Previous  financial  inducement  (loan 
forgiveness,  etc.) 

Resident  Physicians: 

1.81  — Number  of  delivery/operating  rooms  in 
hospital 

1.78  — Employment  opportunities  for  spouse 

1.77  — Special  interests/ talents  of  current  physicians 

1.74  — Office  manager 

1.71  — Office  space  owned  or  leased 

1.71  — Tax  structure 

1.60  — Climate 

1.59  — POMR  or  other  charting  system 
1.58  — Activity  of  County  Medical  Society 
1.48  — Availability  of  supplemental  income  sources 
1.32  — Political  opportunities 
1.29  — Previous  financial  inducement  (loan 
forgiveness,  etc.) 


However,  as  medical  school  expenses  rise 
and  the  availability  of  government  funds 
decreases,  programs  similar  to  that  proposed 
by  the  legislature  of  the  State  of  Nebraska 
may  have  more  of  an  impact  in  recruiting 
physicians  to  practice  in  physician  shortage 
areas. 

This  study  was  not  aimed  at  identifying 
those  factors  important  to  the  physician’s 
spouse  in  selecting  an  initial  practice  site. 
However,  the  spouse’s  input  is  indeed  im- 
portant in  this  process,  as  several  of  the 
practicing  physicians  had  relocated  due  to 
the  spouse’s  inability  to  satisfy  her  needs  at 
the  initial  practice  site. 

SUMMARY  AND  CONCLUSION: 

The  selection  of  an  initial  practice  site 
seems  to  involve  a highly  personal  decision 
made  by  the  physician  and  his  family,  with 
many  factors  involved.  Foremost  among 
these  factors  are  those  which  influence  the 
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convenience  and  quality  of  the  practice  of 
medicine,  coupled  with  a community  environ- 
ment suitable  to  the  needs  of  the  physician 
and  his  family.  Loan  forgiveness  and  other 
techniques  of  financial  inducement  currently 
receive  minimal  acceptance  by  young  phy- 
sicians; as  the  cost  of  medical  training  is 
altered,  financial  assistance  may  play  a more 
significant  role  in  determining  the  initial 
practice  site  of  young  physicians. 
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Scalp  Artery  to  Cerebral 
Cortical  Artery  Anastomosis  in  the 
Early  Treatment  of  Stroke 


I.  Introduction 

WE  report  recent  experience  with 
a new  neurosurgical  procedure 
to  establish  adequate  blood 
flow  to  an  ischemic  area  of  the  brain.  A 
branch  of  the  superficial  temporal  artery  of 
the  scalp  is  anastomosed  to  a cortical  artery 
through  a small  craniotomy.  The  procedure 
is  most  effective  when  performed  before 
significant  cerebral  infarction  has  occurred. 
These  two  cases  illustrate  the  importance  of 
early  operation. 

II.  Cases 

Case  #1.  A 48  year  old  left-handed  woman 
in  previously  good  health  was  admitted  with 
a two  day  history  of  transient  ischemic 
attacks  involving  her  speech  and  the  left  arm 
and  leg.  Right  carotid  arteriography  showed 
a normal  carotid  bifurcation.  There  was  very 
high  grade  stenosis  of  the  internal  carotid 
artery  in  its  petrous  portion,  as  it  entered 
the  head  through  the  base  of  the  skuU.  (Fig. 
1)  The  flow  in  the  middle  cerebral  artery 
complex  in  the  right  cerebral  hemisphere 
beyond  the  stenosis  are  markedly  slowed. 

Intravenous  heparin  was  started,  but  she 
continued  to  have  symptoms  of  transient 
cerebral  ischemia  despite  anticoagulation. 
She  developed  fixed  numbness  of  her  left 
side  and  seemed  to  be  in  danger  of  infarcting 
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her  right  hemisphere  because  of  low  blood 
flow. 

A right  superficial  temporal  artery  (STA) 
to  middle  cerebral  artery  (MCA)  anastomosis 
was  performed.  Postoperatively  she  had 
symptoms  of  transient  cerebral  ischemia  on 
the  third  and  fourth  days,  but  these  symp- 
toms cleared  and  thereafter  she  remained 
neurologically  normal  and  had  no  further 
symptoms  of  transient  cerebral  ischemia. 
The  pulse  in  the  STA  was  strong  to 
palpation  through  the  scalp.  A right  carotid 
angiogram  done  ten  days  postoperatively  is 
shown.  (Fig.  2)  A patent  anastomosis  with 
good  blood  flow  from  the  STA  into  the  MCA 
complex  can  be  seen.  The  anterior  branches 
of  the  middle  cerebral  artery  complex  fill 
poorly  from  the  internal  carotid  artery,  as  on 
the  preoperative  study.  The  anastomosis  is 
to  a posterior  branch  of  the  middle  cerebral 
complex  and  good  filling  of  the  posterior 
branches  through  the  anastomosis  is  demon- 
strated. The  diameter  of  the  STA  has 
increased  from  approximately  one  mm  pre- 
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Figure  1. 

Preoperative  Right  Carotid  Angiogram 
A — High  grade  stenosis  in  petrous  portion  of  internal 
carotid  artery. 

B — A branch  of  the  middle  cerebral  artery. 

C — Superficial  temporal  artery  of  the  scalp. 


operatively  to  approximately  two  mm  on  the 
postoperative  study. 

Case  #2.  A 67  year  old  right-handed  man 
had  transient  ischemic  attacks  involving  his 
speech  and  right  side  for  two  days.  He  then 
began  to  have  a progressive  fluctuating  loss 
of  strength  of  his  right  hand  and  leg  and  loss 
of  speech. 

Arteriography  showed  complete  occlusion 
of  the  left  internal  carotid  artery  at  the 
bifurcation.  The  right  carotid  artery  ap- 
peared normal.  At  this  time  he  had  partial 
aphasia  and  right  hemiparesis.  Intravenous 
heparin  was  started.  The  weakness  and 


aphasia  continued  to  fluctuate  and  gradually 
worsened  to  complete  paralysis  of  the  right 
hand  and  nearly  complete  loss  of  speech  over 
two  days.  He  still  was  able  to  comprehend 
speech  well  and  had  some  movement  of  his 
leg. 

Left  STA-MCA  anastomosis  was  per- 
formed. Postoperatively  his  function  sta- 
bilized at  the  level  it  was  immediately 
prior  to  operation.  A few  days  postopera- 
tively he  began  to  recover  a little  more  use 
of  his  leg  and  speech.  Left  carotid  angiog- 
raphy was  done  ten  days  postoperatively. 
The  STA  was  visualized  but  the  flow  was 
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Figure  2. 

Postoperative  Right  Carotid  Angiogram 
A — Stenosis  of  internal  carotid  artery. 

B — Superficial  temporal  artery. 

C — Site  of  STA-MCA  anastomosis. 

D — Middle  cerebral  artery  filling  via  anastomosis. 


very  slight  and  we  could  not  demonstrate 
definite  filling  of  the  intracranial  circulation 
through  the  anastomosis. 

III.  Anatomy  and  operative  technique. 

The  superficial  temporal  artery  is  a distal 
branch  of  the  external  carotid  artery.  It  is 
palpable  just  in  front  of  the  ear,  where  it 
divides  into  anterior  and  posterior  branches. 
A broad-based  parietal-temporal  scalp  flap  is 
turned  and  a branch  of  the  ST  A dissected 
out.  A temporary  vascular  clip  is  applied  to 


the  distal  end.  Next,  a five  cm  diameter 
circular  segment  of  bone  is  removed  just 
above  the  ear  and  the  dura  is  opened.  A 
cortical  artery  on  the  surface  of  the  brain  is 
isolated  between  temporary  clips  and  a linear 
incision  is  made  in  the  artery.  The  end  of 
the  donor  STA  is  fishmouthed  and  the  end-to 
side  anastomosis  is  performed  with  10-0 
suture  with  the  aid  of  the  operating  micro- 
scope. The  arteries  are  approximately  1.0  to 
1.5  mm  in  diameter.  The  segment  of  skull 
bone  previously  removed  is  then  replaced 
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after  trimming  one  edge  to  permit  unob- 
structed passage  of  the  superficial  temporal 
artery  through  the  skull. 

This  procedure  (STA-MCA  bypass)  was 
first  performed  by  Yasargil  and  associates  in 
1967'  and  has  since  gained  acceptance  as  a 
means  of  restoring  cerebral  blood  flow  in  the 
treatment  of  cerebral  ischemia. 

rV.  Discussion. 

Most  episodes  of  transient  cerebral 
ischemia  are  believed  to  be  secondary  to 
emboli  originating  from  atherosclerotic  pla- 
ques at  the  carotid  bifurcation.  Only  a large 
plaque  which  causes  high  grade  stenosis  or 
complete  occlusion  of  the  internal  carotid 
artery  will  cause  a significant  decrease  in 
cerebral  blood  flow.  The  surest  way  to 
restore  flow  is  by  removal  of  the  stenotic 
plaque  by  carotid  endarterectomy.  However, 
if  the  stenosis  has  progressed  to  total 
occlusion  there  is  little  chance  of  reopening 
the  artery  by  endarterectomy.  Also,  some 
stenotic  lesions  from  atherosclerosis  or  other 
causes  occur  distally  in  the  internal  carotid 
artery  where  they  are  inaccessible  to  direct 
operation. 

Total  occlusion  of  one  internal  carotid 
artery  may  be  well  tolerated  or  may  cause  a 
cerebral  infarction,  depending  on  the  ade- 
quacy of  the  collateral  circulation  to  the 
ipsilateral  hemisphere.  This  collateral  cir- 
culation is  through  the  Circle  of  Willis  and 
the  external  to  internal  carotid  collaterals, 
chiefly  by  reversal  of  flow  through  the 
ophthalmic  artery. 

Normal  cerebral  blood  flow  is  approxi- 
mately 50  ml  per  100  grams  of  cerebral 
tissue  per  minute.  If  blood  flow  in  a certain 
region  drops  to  approximately  16-18  ml/100  g 
per  minute  the  area  of  brain  will  infarct  after 
a few  minutes.  Regional  blood  flows  between 
approximately  20  to  30  ml/100  g per  minute 
are  borderline.  Patients  with  flows  in  this 
range  are  neurologically  unstable  and  subject 
to  transient  ischemic  attacks  on  the  basis  of 
low  flow. 2 These  symptoms  may  be  pre- 
cipitated by  a further  drop  in  flow  caused  by 
systemic  hypotension  from  many  causes, 
sometimes  just  a change  in  position. 

A bypass  procedure  should  be  considered 
for  restoration  of  cerebral  blood  flow  when 
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a)  ischemic  symptoms  are  due  to  a carotid 
lesion  which  is  inoperable  because  of  inac- 
cessible location,  or  b)  if  symptoms  of 
cerebral  ischemia  persist  after  total  occlusion 
of  the  carotid  artery.  Indications  for  per- 
forming the  STA-MCA  bypass  are  not  com- 
pletely defined  at  this  time.  The  goal  is  to 
restore  adequate  blood  flow  in  an  area  of 
cerebral  ischemia  before  blood  flow  drops 
low  enough  to  allow  infarction  to  occur.  The 
anastomosis  seemed  to  accomplish  this  for 
the  lady  whose  case  we  report.  The  67  year 
old  man’s  neurologic  condition  stabilized  post- 
operatively.  However,  the  degree  of  re- 
covery which  occurred  was  not  noticeably 
different  than  what  might  have  been  ex- 
pected following  a major  stroke.  Bypass  was 
performed  in  the  man  because  of  progressing 
and  fluctuating  ischemic  symptoms,  despite 
an  area  of  infarction  in  the  MCA  distribution 
visualized  preoperatively  on  CT  head  scan. 
The  anastomosis  was  technically  satisfactory. 
The  low  flow  or  possible  occlusion  of  it 
postoperatively  may  be  a reflection  of  the 
low  demand  for  blood  flow  by  the  infarcted 
brain. 

The  outcome  of  the  two  cases  illustrates 
that  the  procedure  is  primarily  prophylactic. 
Restoration  of  blood  flow  to  areas  of  is- 
chemia may  end  ischemic  symptoms  and 
prevent  infarction.  Restoration  of  flow  to  an 
area  of  infarction  will  not  restore  dead 
tissue,  though  a zone  of  marginal  perfusion 
around  an  area  of  infarction  theoretically 
might  benefit.  The  demand  for  blood  flow  is 
high  in  an  area  of  ischemia.  Dilatation  of  the 
STA  and  increase  in  blood  flow  through  the 
anastomosis  in  the  first  few  months  post- 
operatively is  a frequent  occurrence.  The 
patency  rate  for  the  anastomosis  has  been 
reported  as  high  as  95%  on  followup  ar- 
teriography.^ 
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Fifty  Years  in  Medicine 


IN  1929  I was  not  concerned  with 
reminiscing  some  50  years 
later.  However,  in  1979  I am 
accepting  the  Editor’s  invitation  for  a synopsis 
of  these  interesting  years.  All  of  my  active 
practice  has  been  limited  to  Orthopaedic 
Surgery. 

In  the  1930  decade,  anterior  poliomyelitis 
and  hematogenous  osteomyelitis  occupied 
most  of  our  time,  lesser  degrees  devoted  to 
congenital  deformities,  cerebral  palsy,  arth- 
ritis, fractures,  and  burn  residuals.  With  the 
development  of  an  anterior  poliomyelitis  vac- 
cine and  of  antibiotics,  the  former  two  are  now 
almost  nonexistent.  I vividly  remember  a 
draining  osteomyelitis  of  the  femur  of  some  30 
years  duration  in  a 50  year  old  patient 
undergoing  the  Orr  treatment  at  the  University 
of  Iowa  Hospital.  Dr.  Orr,  while  visiting  Dr. 
Steindler,  was  asked  to  demonstrate  his 
routine  of  the  first  postoperative  “sterile” 
dressing  and  cast  change  as  the  usual  four  to 
six  weeks  had  elapsed.  With  the  entire 
orthopedic  staff  gathered  about  the  anes- 
thetized patient.  Dr.  Orr  proceeded  to  remove 
the  hip  spica  cast  exposing  the  large  sinus, 
extruding  vaseline  gauze,  granulations,  and 
four  to  six  weeks  of  accumulated  foul  B.  Coli 
drainage.  The  latter  odor  was  so  powerful  that 
the  staff  gradually  “sneaked”  out  one  by  one 
until  only  patient,  anesthetist,  one  lone 
orthopedic  resident  and  Dr.  Orr  remained.  To 
this  day,  this  former  resident  is  accused  of 
having  a severe  cold  on  that  day  and  not 
appreciating  the  odors.  Despite  these  offensive 
odors  and  the  associated  skin  irritation  from 
drainage,  this  routine  of  infrequent  dressings 
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to  prevent  reinfection  with  new  organisms  was 
vital  for  success  with  the  Orr  treatment. 

In  1929,  fracture  treatment  was  primarily 
conservative  in  nature  with  wards  filled  with 
tractions  and  overhead  frames.  Over  the 
intervening  years,  a gradual  trend  towards 
open  surgical  treatment  developed  because  of 
better  understanding  of  joint  mechanics  and 
better  diagnosis.  However,  with  open  surgical 
treatment,  the  infection  possibility  increased. 
To  a great  degree,  this  is  ameliorated  and  even 
controlled  by  the  wide  variety  of  available 
antibiotics.  The  principle  of  adequate  drainage 
of  the  surgical  wound,  however,  must  follow.  In 
these  instances,  I hope  the  Orr  principles  of 
drainage  plus  immobilization  will  be  remem- 
bered. Hopefully,  the  surgeon  will  still  be 
capable  of  applying  adequate  cast  fixation  of 
“one  joint  above  and  one  joint  below”  the 
involved  area. 

The  most  spectacular  advance  has  been  in 
the  replacement  of  joints  by  components  of 
metal  or  plastics  or  of  combinations  of  both. 
Current  literature  demonstrates  a trend 
towards  total  joint  replacement  from  cadavers. 
Beyond  a doubt,  the  1979  graduate  will  be 
describing  the  successes  and  failures  of  the 
whole  joint  transplants  from  appropriate  joint 
banks  50  years  hence. 
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Down  Memory  Lane 


1.  It  seems  to  me  whenever  I write  a paper,  I 
get  more  out  of  it  than  anyone  else. 

2.  Vitamin  D until  recently  has  been 
known  as  Vitamin  A. 

3.  The  underlying  cause  of  stammering  is 
purely  mental. 

4.  Fire  crackers  are  doomed  to  banishment 
and  we  should  be  glad  of  it.  The  toll  in  life  and 
injuries  has  been  too  great. 

5.  Indiana,  Michigan  and  Wisconsin  have 
removed  the  speed  limit,  but  provided  severe 
penalties  for  reckless  driving. 

6.  As  well  make  up  your  mind  that  the 
woman  smoker  has  come,  and  get  used  to  it. 


7.  Up  to  January  1,  1929  I have  done  or 
have  had  done  under  my  supervision  over 
seven  thousand  transduodenal  biliary  tract 
drainages. 

8.  Mentally  defective  children  nearly 
always  have  bad  teeth. 

9.  Heredity  plays  an  important  part  in  the 
disturbances  of  the  thyroid  gland. 

10.  The  popular  belief  that  children  who  do 
not  learn  to  talk  at  the  normal  age  are  mentally 
defective  is  responsible  for  much  unwarranted 
anxiety. 
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In  consideration  of  the  holiday  near  at  hand, 
I had  considered  a Thanksgiving  Day  com- 
ment. But,  since  Thanksgiving  Day  is  sort  of 
Christmas-oriented,  anyway  (in  some  not 
altogether  commendable  ways).  I’ll  wait  and 
essay  comment  about  Christmas  later. 

Meantime,  here’s  Ken  Neff,  our  inestimable 
Executive  Director  with  pertinent  comment 
about  membership  — with  my  thanks! 

— CWL  Jr 

The  NMA  is  a constituancy  of  1,600 
individuals  whose  opinions  are  diverse  as  their 
individual  philosophy,  training,  and  environ- 
ment. The  profession  has  been  fortunate  in 
that  no  great  disparity  or  visible  factions  are 
apparent.  For  this  reason  the  Association  can, 
in  this  atmosphere  of  general  harmony,  set 
policy  and  carry  out  programs  in  a positive 
manner  that  is  complimentary  to  the  medical 
profession  of  this  state. 

As  one  expands  the  horizon  of  this  concept, 
specifically  to  the  national  level,  the  cam- 
araderie of  harmony  diminishes  and  the 


difficulty  accelerates  with  regard  to  supporting 
a national  policy  on  certain  issues. 

The  evidence  of  difficulty  in  acceptance  of 
AMA  policy  is  based  on  membership.  At 
present,  AMA  does  not  have  a comparable 
percentage  of  physicians  in  the  U.S.  to  those 
physicians  belonging  to  the  State  Association 
which  is  85%  plus.  Why  the  disparity?  Here  are 
some  comments  from  non-AMA  members: 
“AMA  does  not  represent  me.”  (Probably  the 
most  common  statement  made);  “I  do  not 
agree  with  the  AMA’s  position  on  National 
Health  Insurance.”;  “I  cannot  afford  AMA 
dues.”;  “My  voice  does  not  make  any  dif- 
ference.” The  list  could  go  on  but  suffice  it  to 
say,  the  foregoing  comments  are  representa- 
tive. 

What  is  the  point?  Simply  this  — organized 
medicine,  be  it  county,  state  or  national,  is  the 
voice  of  the  physician.  There  must  be  a voice, 
consolidated  and  strong,  if  medicine  is  to  be 
heard.  In  Nebraska,  85%  of  the  physicians  are 
members  of  the  NMA,  why  don’t  we  have  the 
rest.  The  AMA  has  a lesser  percentage  of  the 
nation’s  physicians,  why  don’t  they  have  all  of 
the  physicians.  Medicine  v/ill  speak  through 
some  mechanism. 

Much  has  been  written  about  the  demise  of 
private  health  care  and  its  practitioners  around 
the  world.  One  of  the  critical  factors  in  those 
countries  was  the  inability  of  the  profession  to 
close  ranks  and  speak  with  one  voice. 

Let  us  discuss  our  differences  and  then 
decide  in  a democratic  manner.  Once  the 
decision  has  been  made,  let  medicine  speak 
with  one  voice. 

The  nonmember  physician  is  not  excluded 
from  the  tidal  wave  of  political  decisions;  but  if 
he  joins  the  cause,  it  would  well  have  a 
significant  effect  upon  the  final  impact  of  those 
decisions. 

In  conclusion,  a portion  of  Hamlet’s 
soliloquy  is  appropriate.  “To  be  or  not  to  be, 
that  is  the  question.”  Is  it  more  noble  to  let 
others  fight  the  battle  or  to  take  up  arms  with 
your  fellow  physicians  and  by  opposing,  stem 
the  tide  of  government  incursion?  Each  one  is 
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the  judge  of  his  own  destiny.  If  he  chooses  to 
remain  silent,  then  he  must  accept  the 
consequences.  If  he  chooses  to  join  the 
growing  company  of  his  colleagues  at  all  levels 


Between  Cases 

The  Admitting  Desk. 

He  was  admitted  at  the  consistency  of  his 
mother. 

The  Patient. 

It  don’t  hurt  to  play  football  or  basketball, 
but  it  hurts  to  move. 

Q & A: 

How  long  does  it  last? 

They’ll  stay  until  they  go  away. 

The  Cigarette  Problem,  A Solution. 

I recommended  he  continue  to  discontinue 
smoking. 

Words  I Can  Do  Without. 

Various  and  sundry,  life-styles,  living 
situation,  putting  it  all  together,  no  way. 

To  The  Patient,  Gently,  Gently. 

You’d  better  sit  down  for  this  one. 

IQs. 

No  wonder  the  country  is  in  a mess;  half  the 
people  are  below  average  intelligence. 

Cole’s  Law. 

Sliced  cabbage. 

I Give  Up. 

I am  seeing  this  man  because  he  is  my 
patient. 

On  Philosophy. 

There  exist  unthinkable  thoughts. 

Lines  I Like. 

Never  apologize. 


of  organized  medicine,  then  he  can  be  justly 
proud  of  his  role  in  determining  the  future  of 
his  profession. 

K.E.N. 


Man’s  Best  Friend. 

Nobody  ever  puts  out  a sign  that  says  Nice 
Dog. 

Medicine  And  The  Law. 

To  find  a policeman  in  a hurry,  double-park. 

On  Telling  The  Patient. 

The  sooner  you  announce  bad  news,  the 
better. 

Birth,  Growth,  And  Death. 

Life  is  a game,  the  object  of  which  is  to 
discover  the  object  of  the  game. 

Anon. 

On  Conforming. 

If  they  give  you  ruled  paper,  write  the  other 
way. 

On  Advice. 

He  has  been  advised  to  have  coronary  artery 
disease  for  evaluation  for  coronary  artery 
bypass. 

D.E.N. 

On  Temperature. 

His  fever  defervesced, 
and  he  was  no  longer  febrile. 

Egg-yolks. 

Cholesterol-eyes. 

F.C. 

On  Reserach,  Of  A Sort. 

It  is  not  worth  while  to  go  round  the  world  to 
count  the  cats  in  Zanzibar. 

Thoreau. 

-F.C. 
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The 

Auxiliary 

HEALTH  GALLERIES 

Leaving  a cavernous  corridor  lined  with 
displays  of  prehistoric  animals,  early  teenagers 
amble  through  a door  into  a spacious  room, 
and  find  themselves  immersed  in  a disco 
atmosphere,  whirling  colored  lights  and  rock 
music  ricocheting  from  the  acoustical  ceiling 
and  the  thickly  carpeted  floor,  shaped  into 
tiers. 

Volunteers  from  the  medical  auxiliary  and 
the  Lincoln  Junior  League  are  developing 
curriculum  for  programs  on  nutrition,  mood 
modifiers,  human  sexuality,  and  smoking. 
These  programs  are  being  designed  for  use  in 
the  mobile  gallery  as  well  as  for  presentation  in 
the  Learning  Center. 

PHASE  I OPEN  TO  PUBLIC 

The  second  completed  gallery  is  a small 
auditorium  which  is  the  new  home  of  Ceres, 
the  transparent  woman.  Ceres,  who  was 
imported  from  Germany  about  20  years  ago 
with  funds  provided  by  Ralph  Mueller,  has 
been  rewired  and  updated. 

PHASE  II  — Walk-through  Galleries 

and  Mobile  Unit 

With  the  completion  of  the  galleries,  the 
Auxiliary  to  the  Nebraska  Medical  Association 
is  continuing  efforts  to  raise  the  necessary 
funds  to  complete  the  construction  of  the 
“walk-through”  electronic  exhibits  and  the 
mobile  gallery.  Scheduled  for  construction  are: 
The  Transition  Gallery  which  highlight  simi- 
larities and  differences  between  man  and  other 
animal  forms;  The  Adaptation  Area  which 
involves  viewers  in  actual  exercises  in 
adaptation;  The  Structural  System,  a walk- 
through gallery  highlighting  the  cell  as  the 
basic  building  block  of  life;  the  Feeding 
System  which  includes  organs  related  to 
respiration,  circulation  and  nutrition;  The 
Control  System  which  concerns  the  nervous 
system,  endocrine  system  and  the  sensory 
organs;  The  Future  Gallery  that  will  deal  with 
issues  of  survival. 

The  Mobile  Gallery  is  a unit  which  will  take 
exhibits  and  learning  exercises  to  outstate 


Newly  completed  Ceres  Theater 


Galleries  Learning  Center 


schools  and  communities.  The  proposed 
vehicle  will  be  designed  to  carry  a variety  of 
participatory  equipment  which  will  allow  the 
driver/educator  to  conduct  special  programs  at 
all  grade  levels. 


Helen  L.  Hayes 
Health  Galleries  Chairman 
Auxiliary  to  the  Nebraska 
Medical  Association 


November  1979 


Nebraska  Medical  Journal  343 
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Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 

Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit)  . $5,000-$25,000 

PATRONS  (name  on  a patron  plaque)  1,000-  4,999 

tSPONSORS  (certificate  of  appreciation)  200-  999 

Other  Supporters  lO-  199 


Lancaster  County  Medical  Auxihary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxihary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 
PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 
Blue  Cross  - Blue  Shield 
E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic  : 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxihary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* 
•House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Chnic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 


Continued 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
ihary  Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
§ A State  Museum 


liffjGaTleries 


Lincoln  Benefit  Life.  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  W.  Wood 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  II 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  V\’.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ralzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benlhack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P.C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 

Dr.  Ralph  Luikart 

Dr.  Arnold  W.  Lempka 

Dr.  and  Mrs.  Harold  A.  McConahay 

Dr.  and  Mrs.  R.  E.  Collins 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q,  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women's  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  .Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  Russell  J.  Mclntire 
Dr.  and  Mrs.  Hiram  D.  Hilton 

Dr.  M.  E.  Samuelson 
Dr.  Bruce  F.  Clauseen 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  Raymond  O.  Naumann 

Dr.  and  Mrs.  L.  Dwight  Moell 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Louise  F.  Eaton 

Dr.  John  R.  Feagler 


Dr.  and  Mrs.  O.  S.  Troester 

Dr.  and  Mrs.  M.  Jack  Mathews 

Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 

Dr.  and  Mrs.  C.  A.  McWhorter 

Dr.  John  C.  Robbins 

Dr.  and  Mrs.  O.  Garland  Bare 

Dr.  and  Mrs.  Harold  E.  Cahoy 

Dr.  and  Mrs.  R.  F.  Statton 

Dr.  and  Mrs.  John  C.  Denker 

Dr.  F.  E.  Stivers 

Dr.  and  Mrs.  Robert  Hillyer 

Dr.  and  Mrs.  Duane  W.  Krause 

Dr.  Hobart  E.  Wallace 

Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dc.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 
Dr.  and  Mrs.  Robert  M.  Stryker 
Dr.  and  Mrs.  John  B.  Davis 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Ehot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  I.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  M.  L.  Scheffel 

Dr.  and  Mrs.  Dwight  Snyder 
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OTHER  SUPPORTERS:  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 

Dr.  and  Mrs.  John  L.  Gordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David,  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 

Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  Wesley  G.  Wilhelm 

Dr.  Ernest  W.  Beehler 

Dr.  and  Mrs.  Thomas  H.  Wallace 

Dr.  George  Larson 

Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Burt-Washington  County  Medical 
Auxiliary 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr,  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B/Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  Donald  L.  Arkfeld 

Otoe  County  Medical  Society 

Quad  County  Auxiliary 

Dr.  Stanley  M.  Truhlsen 

Dr.  Louise  F.  Eaton 

Dr.  M.  L.  Scheffel 

Mrs.  Gertrude  F.  Finney 


Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  Wilbam  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Wesley  G.  Wilhelm 

Dr.  and  Mrs.  Charles  Henkel 

Dr.  Max  Fleishman 

Dodge  County  Medical  Auxiliary 

Northwest  Medical  Auxiliary 

Dr.  and  Mrs.  James  F.  Kelley,  Jr. 

Dr.  and  Mrs.  M.  J.  Epp 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Health  Galleries  has  been 
raised!  ! Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 

University  of  Nebraska  State  Museum  Health  Galleries 

In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address: 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

★ October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 


346  Nebraska  Medical  Journal 


November  1979 


Welcome  New  Members 


Paulo  R.  Bahr,  M.D. 

Box  80499 

Lincoln,  Nebraska  68510 

Terry  R.  Clementson,  M.D. 

600  North  Cotner,  #204 
Lincoln,  Nebraska  68505 

Douglas  W.  Curry,  M.D. 

555  South  70th 

Lincoln,  Nebraska  68510  (reinstated) 


The  Letter  Box 

Dear  Frank: 

As  an  eye  physician  and  surgeon  who  uses 
those  words  on  his  stationery,  I agree  that  eye 
physicians  and  surgeons  should  not  use  a 


Lawrence  D.  Helmich,  M.D. 
2221  South  17th 
Lincoln,  Nebraska  68502 

Gene  F.  Stohs,  M.D. 

3440  “0”  Street 
Lincoln,  Nebraska  68510 


confusing  and  difficult  to  spell  word  that  tends 
to  obscure  meaning,  to  refer  to  practitioners  in 
their  field. 

Sincerely  yours, 

Neil  Joseph,  M.D. 


Books 


Review  of  physiological  chemistry;  by  Harold 
Harper,  Ph.D.,  Victor  Rodwell,  Ph.D.,  and  Peter  Mayes, 
Ph.D.,  and  associate  authors;  limpcover  $14.50;  702 
pages;  published  June  1979  by  Lange  Medical  Publica- 
tions, Los  Altos,  California. 


This  book  first  appeared  in  1939,  and  is  now  in  its  17th 


edition.  It  has  been  translated  into  10  other  languages, 
and  5 more  are  being  prepared. 

It  is  conveniently  divided  into  41  chapters;  there  is  an 
index,  a list  of  abbreviations,  and  many  figures  and  tables. 
The  book  seems  to  be  remarkably  complete  and  of  course 
is  as  new  as  it  can  be.  It’s  a good  book. 

-F.C. 
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Coming  Meetings 


47TH  ANNUAL  POSTGRADUATE  AS- 
SEMBLY of  the  Omaha  Mid-West  Clinical 
Society,  October  29,  30  and  31,  1979, 
Omaha  Hilton  Hotel,  Omaha,  Nebraska. 
Write  to:  Lorraine  E.  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical 
Society,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

CRIPPLED  CHILDREN’S  CLINICS  — 
November  10  Alliance,  Central  School 

Building 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 
Hotel,  Honolulu,  Hawaii. 

26TH  ANNUAL  SCIENTIFIC  SESSION, 
Nebraska  Obstetrics  & Gynecological 
Society,  MGM  Grand  Hotel,  Las  Vegas, 
Nevada,  December  6,  7 & 8,  1979.  Write  to: 
Dennis  Beavers,  M.D.,  8552  Cass  Street, 
Omaha,  Nebraska  68105. 

The  Nebraska  Pharmacists  Association  is 
holding  a seminar  entitled  “Everything  You 
Always  Wanted  to  Know  About  Generics,  But 
Didn’t  Know  Who  to  Ask,”  at  the  Villager 
Motel  in  Lincoln,  on  December  9th  at  9:30 
a.m. 

Speakers  and  topics  for  the  seminar  are  as 
follows: 

Rex  C.  Higley,  R.P.,  Nebraska’s  Drug  Product 
Selection  Law 

Richard  R.  Abood,  R.P.,  J.D.,  Legal  Liabilities 
Involved  in  Drug  Product  Selection 
Clarence  T.  Ueda,  Pharm.D.,  Ph.D.,  Practical 
Bioavailability  Decisions 
Richard  Fowler,  R.P.,  Present  and  Future 


Regulations  of  Generic  Manufacturing 
and  Distribution 

Tuition  for  the  daylong  Seminar  is  $25  for 
non-N.P.A.  members,  which  includes  lunch 
and  coffee  break. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 

The  Center  for  Sports  Medicine  of  North- 
western University  Medical  School  in 
conjunction  with  The  Division  of  Sports 
Medicine,  North  Carolina  Department  of 
Public  Instruction  is  sponsoring  a post 
graduate  course  in  Sports  Medicine  at  the 
Intercontinental  Hotel,  Maui,  Hawaii,  March  9- 
16,  1980. 

The  program  will  cover  problems  in  runners, 
racket  sports,  the  adolescent  athlete,  and 
athletic  emergencies.  Twenty  five  hours  of 
CME  Category  I credit  will  be  available  for 
physicians  completing  the  course. 

For  further  information,  write  to  Marianne 
Porter,  Center  for  Sports  Medicine,  2-063,  303 
E.  Chicago  Avenue,  Chicago,  Illinois  60611. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 
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WashingtoNotes 


Hospital  cost  containment. 

The  House  Commerce  Committee  late  this 
month  approved  the  Administration’s  hospital 
cost  containment  proposal  by  a 23 -to- 19  vote 
and  thus  removed  all  barriers  to  the  appear- 
ance of  the  controversial  bill  for  denial  or 
acceptance  before  the  full  House. 

The  Senate  is  marking  time  on  the  bill  until 
the  House  acts.  Both  chambers  are  closely 
divided  on  the  issue. 

As  approved  by  the  Commerce  Committee, 
the  bill  is  tougher  than  a similar  one  approved 
earlier  by  the  House  Ways  and  Means 
Committee.  However,  all  federal  facilities, 
including  Veterans  Administration  hospitals, 
would  be  exempted  in  the  Commerce  Com- 
mittee version. 

The  measure  is  still  a ghost  of  the  plan 
submitted  more  than  two  years  ago  to  impose 
federal  limits  on  hospital  expenditure  increase 
immediately.  The  bill  now  triggers  controls 
only  if  the  Voluntary  Effort  fails  to  hold 
hospital  increases  under  11.6  percent  a year. 
However,  a major  loophole  exempts  most 
hospital  wage  hikes  from  consideration,  the 
price  for  labor  union  support. 

Certain  types  of  hospitals  are  exempt  as  are 
all  hospitals  in  states  that  have  hospital 
regulatory  programs.  As  a result,  more  than 
half  of  the  nation’s  6,000  hospitals  would  not 
be  covered. 

The  Administration,  which  has  made  the  bill 
its  showpiece  anti-inflation  program,  des- 
perately wanted  Commerce  Committee  ap- 
proval, not  only  to  rid  the  bill  of  damaging 
provisions  contained  in  the  Ways  and  Means 
measure,  but  for  psychological  purposes  when 
the  bill  comes  to  the  House  floor.  Rejection  by 
a committee  that  shared  jurisdiction  over  the 
bill  would  have  been  a strong  argument  against 
it. 

National  health  insurance. 

Sen.  Kennedy  and  Rep.  Henry  Waxman 
have  introduced  the  sweeping  national  health 
insurance  plan  they  and  organized  labor  want 


Congress  to  adopt.  58  House  members  lined 
up  with  Waxman  on  the  bill;  7 senators  joined 
Kennedy. 

Kennedy  made  clear  that  the  breach 
between  his  forces  and  the  Administration  on 
national  health  remains  unbridged.  President 
Carter’s  plan  is  unacceptable,  Kennedy  told 
the  Senate. 

Waxman  said  in  a speech  to  the  House  that 
“our  bill  will  benefit  the  doctor  and  the 
consumer  by  assuring  that  medical  treatment 
is  based  entirely  on  sound  medical  practice, 
not  on  one’s  ability  to  pay  for  needed 
treatment.” 

Kennedy  revealed  last  May  the  outline  of  the 
new  plan  drafted  by  his  staff  and  organized 
labor  experts.  More  than  a year  ago,  the 
Senator  and  his  labor  cohorts  broke  with  the 
President  on  NHI,  chiefly  because  Carter 
wanted  Congress  to  implement  a NHI  program 
in  stages,  whereas  Kennedy  thinks  Congress 
should  approve  everything  now. 

The  Kennedy-Labor  bill  sets  forth  an 
ambitious  national  scheme  combining  private 
and  federally-financed  insurance  with  rigid 
budget  controls.  Cost  is  estimated  at  well  over 
$30  billion  annually,  by  far  the  most  expensive 
NHI  plan  before  Congress. 

Borrowing  a leaf  from  President  Nixon’s 
NHI  plan,  Kennedy  would  mandate  employers 
to  provide  comprehensive  insurance  for 
workers.  The  government  would  pick  up  the 
tab  for  the  aged  and  the  poor.  Prospective 
budgeting  for  hospitals  and  negotiated  fee 
schedules  for  physicians  would  be  the 
principal  cost  control  features.  A national 
health  budget  would  be  set. 

“Sen.  Kennedy’s  bill  is  remarkable  in  a 
number  of  ways,”  the  AMA  commented.  “In  an 
era  of  destructive  inflation,  he  would  add 
billions  to  the  nation’s  health  care  costs.  In  an 
era  when  Federal  regulation  is  regarded  as  an 
impediment  to  economic  and  personal  free- 
dom, he  would  add  new  layers  of  health  care 
regulations.  In  an  era  when  the  demand  for 
health  care  is  growing,  he  would  subject  the 
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nation  to  the  possibility  of  health  care 
rationing.” 

“Sen.  Kennedy’s  program,  while  it  gives  the 
appearance  of  being  based  on  the  private 
sector,  would  reduce  insurance  companies  to 
little  more  than  administrators  of  the  plan. 
Furthermore,  his  plan  ignores  the  current 
realities  of  the  U.S.  economy  and  the  long- 
range  forecasts  of  continuing  inflation  and 
would  impose  an  additional  $30  billion  burden 
on  the  nation.  The  AMA  will  continue  to 
support  an  expansion  of  adequate  basic  and 
catastrophic  insurance  through  private  sector 
programs.” 

National  health  plan. 

Shortly  after  Kennedy’s  NHI  bill  intro- 
duction President  Carter  sent  Congress  his 
“National  Health  Plan”  calling  for  employers 
to  provide  comprehensive  insurance  for 
workers  and  establishing  a “Healthcare” 
umbrella  plan  for  the  aged,  disabled,  poor, 
unemployed  and  anyone  who  can’t  get  private 
health  insurance. 


The  bill  mandates  employers  to  provide 
coverage  for  all  full-time  workers  and  their 
families.  Catastrophic  coverage  would  apply 
after  the  first  $2,500  in  expense.  Employers 
would  have  to  pay  at  least  75  percent  of  the 
premium  costs. 

Required  benefits  are  similar  to  those  under 
Medicare,  but  broader.  Unlimited  hospital 
inpatient  and  physician  services  would  be 
furnished.  Complete  prenatal  and  delivery 
care  for  mother,  one  year  of  infant  care  and 
preventive  services  for  children  through  age  18 
would  be  provided. 

Medicare  and  Medicaid  would  be  lumped 
into  a broad,  new  federal  health  insurance 
program  called  “Healthcare.”  People  unable  to 
obtain  private  insurance  at  reasonable  costs 
could  purchase  the  Healthcare  insurance.  This 
plan  would  be  financed  with  Social  Security 
money,  general  revenues  and  state  government 
funds.  Medicare  and  Medicaid  benefits  would 
become  identical,  but  the  two  programs’ 
operations  financing  would  remain  essentially 
the  same. 
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Effect  of  High-Energ>'  Feedings  on  Low- 
Birthweight  Infants  — J.  H.  Drew  et  al 
(Mercy  Maternity  Hosp,  East  Melbourne, 
Vic,  Australia)  Med  J Aust  1:467-468  (May 
19)  1979. 

Nutritional  management  of  low-birthweight 
infants  presents  a challenge  to  every  pedia- 
trician. Early  nutrition  has  a beneficial  rela- 
tionship to  survival,  gluconeogenesis,  brain 
size,  and  ultimate  neurological  development, 
whereas  deprivation  of  protein  may  increase 
susceptibility  to  infection.  A comparison  of  the 
effect  of  100.5  kJ/30  mL  (24  kcal/30mL) 
feedings  with  that  of  84  kJ/30  mL  (20 
kcal/30  mL)  feedings  on  infants  with  a 
birthweight  of  1,500  g or  less  was  made.  No 
consistent  benefits  in  growth  occurred,  and 
there  was  a tendency  for  an  increase  in 
complications  in  infants  fed  the  100.5  kJ/30 
mL  milk.  Hence  the  higher-energy  feeding 
cannot  be  recommended  as  the  routine  feeding 
for  low-birthweight  infants. 


Physicians'  Classified  — 

AdvertiBemeots  in  this  columo  are  run  at  a rate  of  twenty  centa 
per  word  with  a minimum  of  SIO.OO  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508. 


FAMILY  PRACTICE;  Opportunity  for  family 
practice  physician.  N.VV.  Metropolitan,  Omaha, 
Nebraska.  Prefer  Boarded  Diplomate  A.A.F.P. 
Contact:  Family  Practice  Clinic,  2020  North  72nd 
Street,  Omaha,  Nebraska  68134,  (402)  393-4461. 


FAMILY  PRACTITIONERS:  Good  opportunity 
for  one  or  two  family  practice  physicians  to  join  a 
well  established  three-man  clinic  (includes  sur- 
geon). Present  staff  leases  modern,  up-to-date,  ten 
year  old  clinic  from  city.  Unlimited  potential  in  a 
setting  suited  for  aggressive,  progressive  physicians 
like  yourself.  J.C.A.H.  hospital  physically  attached 
to  175-bed  nursing  facility.  Receiving  consultant 
specialty  visitation  services  via  the  University  of 
Minnesota  in  areas  of  Otolarymgology,  Pulmonary- 
Medicine,  Neurology,  Cardiology,  Urology,  and 
Internal  Medicine.  Located  in  heart  of  state’s  finest 
goose  hunting  area,  fishing  and  lake  cabin  life  a 
stone’s  throw  away.  Good  schools;  quiet  com- 
munity, with  slow  pace  of  living  that  includes  our 


T 

Opportunities  For 
Primary  Care  Physicians 

Seven  Midwestern  rural  communities  are  looking  for 
primary  care  physicians  and  general  surgeons.  All  areas  olfer 
modern  hospital  and  clinic  facilities,  with  local  physician(s)  to 
offer  support  and  coverage. 

Liberal  incentive  offers  are  available  lor  relocation  and 
practice  set-up.  Vacation  and  conference  time  are  also 
included  in  the  benefits  of  several  sites. 

If  interested  in  more  detailed  information,  please  write 
Physician,  P O Box  3909,  Omaha,  Nebraska  68103 


The  AMA  reports  that  medical  procedures 
that  are  most  likely  to  result  in  heaviest 
malpractice  costs  in  terms  of  frequency  and 
awarded  damages  are  partial  gastrectomy, 
open-heart  valvutomy  and  eye-muscle  surgery. 
Physicians  over  65  years  old  are  responsible 
for  the  highest  settlements  paid  for  claimed 
injuries  and  deaths. 


own  cultural  affairs  building  for  staging  local  drama 
and  musical  activities.  Are  you  interested  enough  to 
find  out  more  abouF  us?  If  so,  contact  Mr.  Richard 
L.  Range,  Administrator,  Madison  Hospital  As- 
sociation, 820  Third  Avenue,  P.O.  Box  184, 
Madison,  Minnesota  56256,  or  call  collect  (612) 
598-7556  (office)  or  (612)  598-7974  (home). 


OPHTHALMOLOGIST  RETIRING  — Wants 
to  sell  building  and  practice.  Excellent  Real  Estate 
Investment.  In  practice  31  years.  95%  collection 
rate.  Located  Jacksonville,  Florida,  Gateway  City  to 
Florida,  and,  its  largest!  Call  (904)  398-0354  after 
8:30  p.m. 

PHYSICIAN  OPPORTUNITIES  - Family 
Practice  - Internal  - Urology  - Oncology  - Neurology 
— Join  in  partnership  or  individual  practice  in 
professional  building  attached  to  350-bed  JCAH 
hospital.  Located  in  a northeast  Iowa  city  of 
100,000  population  with  a drawing  area  over 
275,000.  Presently  a large  segment  of  this 
population  is  without  complete  medical  care.  The 
hospital  provides  a minimum  fee  guarantee  for 
some  practice  openings.  All  specialties  are  cur- 
rently on  active  hospital  staff  and  relief  coverage  is 
available.  An  excellent  opportunity  for  family 
physician  and  urologist  to  assume  established 
practices.  Please  contact;  JAMES  T.  WALTER, 
PRESIDENT,  ALLEN  MEMORIAL  HOSPITAL, 
1825  LOGAN  AVENUE,  WATERLOO,  IOWA 
50703.  Telephone  No.  (319)  235-3987. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8V^  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7. 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Letters-to-the-Editor  should  be  double-spaced,  and  accompanied  by 
the  notations:  (a)  for  publication,  and  (b)  no  galley  proof  needed. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278.  Norfolk.  Nebraska  68701. 


Chronic  Persistent  Hepatitis  — R.  G.  Chad- 
wick et  al  (Royal  Free  Hosp,  Hampstead, 
London,  England)  Gut  20:372-377  (May) 
1979. 

Twenty-six  untreated  patients  with  chronic 
persistent  hepatitis  were  followed  prospective- 
ly for  one  to  17  years  (mean  5.6  years).  No 
clinical  features  of  chronic  liver  disease 
developed.  Raised  serum  transaminase  levels 
were  usually,  but  not  consistently,  the  only 
biochemical  abnormality;  gamma  globulin 
values  were  normal.  Serum  markers  of  past  or 
present  hepatitis  B infection  were  found 
initially  in  14  patients:  in  another  two  markers 
developed  during  follow-up.  Nine  patients 
progressed  to  a mild  or  moderate  chronic 
active  hepatitis  as  shown  by  serial  needle  liver 
biopsies  but  there  was  no  evidence  of  cirrhosis. 
This  progression  was  not  associated  with  any 
clinical  or  biochemical  deterioration.  Seven  of 
these  patients  had  insidious  symptoms,  seven 
had  serum  markers  of  hepatitis  B infection, 
and  the  four  who  were  HB,Ag  positive  had 
relatively  lower  serum  HB,Ag  concentrations 
than  did  those  patients  who  continued  with 
chronic  persistent  hepatitis. 
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ROCHE 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS 

I Each  tablet  contains  1 60  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

I Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 


Double 

strength 

Tablets 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  piease  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii  It  is  recommended 
that  initial  episodes  of  uncompiicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinil  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens- Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d,  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1'/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc, 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Bactrim  hasshovyn  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero-\ 
bacteriaceae  in  the  bowel  without  the  emergence  of  resi^ 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introitf 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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i:2k  »2k  all  its  own. 


r V Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-actinq  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiuivf® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states:  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation,  symptomatic  relief  of  acute  agiU 
tion,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use. 
that  is,  more  than  4 months,  has  not  been  assessed  by  systemati 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 
Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol)  i 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed: 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 
Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usui 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  tc 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported:  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults.  Ten 
Sion,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b i d.  to  q i d 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t i.d.  o 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i  d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2’/2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100.  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containinc 
10  strips  of  10:  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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Does  Screening  by  ‘Pap’  Smear  Help 
Prevent  Cervical  Cancer?  — E.  A.  Clarke 
(Dept  of  Preventive  Medicine  and  Bio- 
satistics,  Univ  of  Toronto,  Toronto,  Canada) 
Lancet  2:1-4  (July  7)  1979 

The  Papanicolaou  (Pap)-smear  histories  of 
212  cases  of  invasive  cervical  cancer  were 
compared  with  those  of  1,060  age-matched 
controls  drawn  from  neighbors.  In  the  five 
years  before  the  year  of  diagnosis  32%  of  the 
cases  had  been  screened  by  Pap  smear, 
compared  with  56%  of  the  controls.  This 
difference  was  statistically  significant  and 
indicated  a relative  risk  of  invasive  cancer  of 
2.7  in  women  who  had  not  been  screened  by 
Pap  smear,  compared  with  those  who  had. 
Differences  in  Pap-smear  history  between 
cases  and  controls  persisted  when  the  data 
were  stratified  by  age,  income,  education, 
marital  history,  smoking  habit,  employment 
status,  and  access  to  medical  care.  These 
results  support  the  belief  that  the  Pap  smear  is 
an  effective  screening  procedure  for  invasive 
cervical  cancer. 
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and  claims  expressed  in  the  articles  published  here. 
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author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Uetters-to-the-Editor  should  be  double-spaced,  and  accompanied  by 
the  notations:  (a)  for  publication,  and  (b)  no  galley  proof  needed. 

Manu.scripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co..  Inc.,  P.O.  Box  278,  Norfolk.  Nebraska  68701. 


With  structured  steel  substantially  complete  on  the  parking  garage,  and  well  along 
on  the  new  Doctors  Building,  the  basic  framework  for  the  new  complex  is  coming  alive. 

Before  long,  the  floors  on  both  structures  will  be  completed.  As  a point  of  interest, 
the  floors  in  the  parking  ramp  will  be  constructed  of  prestressed  concrete  for  greater 
resistance  to  freezing  and  thawing  action  of  salt  and  water. 

Physician  interest  continues  unabated  and  more  progress  is  being  made  with 
additional  layouts  for  these  offices.  By  the  end  of  the  year,  we  will  be  developing  layouts 
for  the  rest  of  the  floors. 

Please  contact  our  management  office  soon  for  more  information  on  how  you  can 
become  a part  of  our  new  complex: 

R.  Daniel  Brown,  Property  Management  Director, 

Clarkson  Doctors  Building,  4239  Farnam  Street,  Room  28, 

Omaha,  Nebraska  68131,  (402)  348-3116 


CLARKSON  HOSPITAL  DOCTORS  BUILDING 
November  Progress  Report 
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PROFESSIONAL  LIABILITY 
INSURANCE 

ii  a mcu'L 

of  iliitinction 

tHiia 

> fat  t J A 

Jiamtf  flftiaat  touftayA 

Professional  Protection  Exclusively  since  1899 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


Impact  of  Cardiopulmonar>'  Resuscitation 
Training  on  Resuscitation  — W.  H. 

Bernhard  et  al  (Rte  1 - Box  80,  Evergreen 
Rd,  Oxford,  MD  21654)  Grit  Care  Med 
7:257-262  (June)  1979. 

Restoration  of  adequate  spontaneous  cir- 
culation after  “arrest”  and  cardiopulmonary 
resuscitation  (CPR)  of  546  patients  before  and 
460  patients  after  initiation  of  a CPR  training 
course  in  a 500-bed  city  hospital  is  reported. 
Between  January  1972  and  June  1976,  ade- 
quate circulation  after  CPR  was  achieved  in 
38.6%  of  patients  before  and  50.4%  after 
training  ICU  nurses  and  house  physicians  in 
modem  resuscitation  techniques.  Factors 
crucial  to  resumption  of  adequate  circulation 
are  (1)  CPR  training  of  all  hospital  personnel 
so  that  effective  CPR  can  be  started  im- 
mediately after  recognition  of  an  arrest 
situation,  (2)  production  of  a palpable  pulse 
with  closed  chest  cardiac  massage,  and  (3) 
prompt  effective  therapy  so  that  the  time 
interval  between  arrest  and  resumption  of 
adequate  spontaneous  circulation  is  short. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota,  Dixon,  Knox. 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge.  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton.  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline. 
Thayer. 

Eighth  District:  Councilor;  Vhomas  H, 
Wallace,  Gordon.  Counties;  Boyd. 
Brown,  Cherry,  Holt.  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son, Kearney.  Counties:  Blaine,  Buf- 
falo, Custer,  Dawson,  Garfield,  Grant, 
Greeley,  Hall,  Hooker,  Howard.  Loup. 
Sherman,  Thomas,  Valley,  Wheeler. 
Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase. 
Dundy.  Franklin,  Frontier,  Furnas, 
Gosper,  Harlan.  Hayes,  Hitchcock. 
Kearney,  Phelps.  Rea  Willow,  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer.  Ogallala.  Counties:  Arthur. 
Deuel,  Garoen,  Keith,  Lincoln.  Logan. 
McPherson,  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbiuff.  Counties:  Banner. 

Box  Butte,  Cheyenne,  Dawes.  Kimball. 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

•Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne>Kimball>Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington- Burt 
York 

•(Northeast 


Lawrence  A.  McKinnis,  Hastings 
R.  E.  Kopp,  Plainview 
Gary  Smith.  Newman  Grove 
John  H.  Floyd,  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph.  David  City 
R.  J.  Dietz.  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 

James  E.  Bridges.  Fremont 
Henry  J.  Billerbeck,  Randolph 

Patrick  C.  Gillespie.  Beatrice 
Gordon  D.  Bainbridge.  Gr.  Island 
Gary  D.  Penner.  Aurora 


Douglas  M.  Laflan,  Creighton 
D.  W.  Ebers,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Harold  Dahlheim.  Norfolk 
Edward  M.  Malashock,  Omaha 
Robert  Rasmussen.  Chadron. 
Dean  R.  Thomson.  Syracuse 
Bryce  G.  Shopp,  Imperial 
Warren  R.  Miller,  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
J.  Paul  Glabasnia,  Papillion 
John  E.  Hansen.  Jr..  Wahoo 
Donald  M.  Gentry,  Gering 
R.  Paul  Hoff.  Seward 
Richard  E.  Penry.  Hebron 
H.  C.  Stewart.  Pawnee  City 
P L.  Wiebe.  McCook 
Kenneth  C.  Bagby,  Blair 
James  D.  Bell,  York 


George  J.  Lytton,  Hastings 

D.  F.  Johnson.  Jr.,  Osmond 
Charles  Sweet,  Albion 
Bruce  D-  Forney.  Alliance 
William  W.  Lyons,  Kearney 
Gerald  W.  Luckey.  David  City 
Glen  D.  Knosp.  Elmwood 

E.  L.  Sucha,  West  Point 

N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson.  Gothenburg 
William  B.  Eaton.  Fremont 
Robert  B.  Benthack,  Wayne 

Klemens  E.  Gustafson.  Beatrice 
Sheridan  T.  Anderson.  Gr.  Island 
Richard  O Forsman.  Aurora 


Delwyn  J.  Nagengast,  Bloomfield 
W.  E.  Lundak,  Lincoln 
Mark  B.  Sorensen,  North  Platte 
G.  Tom  Surber,  Norfolk 
John  F.  Fitzgibbons.  Omaha 
. Robert  Hanlon.  Chadron 
Paul  R.  Madison.  Nebraska  City 
Paul  F.  Bottom.  Grant 
Ronald  W.  Kiutman.  Columbus 
Angelito  C.  Dela  Cruz.  Friend 
Michael  J.  Moran.  Papillion 
Robert  E.  Morris.  Ralston 
Robert  C.  Calkins,  Scottsbiuff 
Roger  A.  Jacobs.  Seward 
Charles  F Ashby.  Geneva 
R.  L.  Burghart.  Falls  City 
Elizabeth  D.  Edwards,  McCook 
Clifford  M.  Hadley,  Lyons 
Ben  N.  Greenberg.  York 
Gordon  Adams.  Norfolk) 


6-A  Nebraska  Medical  Journal  December  1979 


It’s  just  what  the 
Doctor  ordered! 

Computer  software  for  the  Health  Professions 


Doctor... 

Now  Availal)le  ...  A 
complete  micro 
computerized  patient 
accounts  management 
system  (PAMS)  for  your 
office. 

This  unic|ue,  flexible 
and  comprehensive 
system  was  develo{)ed 
by  a practicing 
physician  to  handle  the 
specialized  needs  of  all 
health  care 
professionals. 


nSo/u/  Soft 
Corporation 


I he  PAMS  will  provide: 

• Account  B(x)kkeeping 
Functions 

• Accounts  Receivable 

• Aged  Accounts  Balance 

• Audit  Trail  — Daily  Log(s) 

• Statement  Pitx  essing 

• Past  Due  Notices  (d)  — Final 
Notice  Letters 

• E()M/LO\  Services  Rendered 
Re[H)rt 

• Patient  Recall  Letters 

• Insurance  Processing  and 
Billing  (up  to  4 r ompanies  per 
family  account) 

• “yTYPE”  Word  Processing 
Also  Available 

. . . All  for  a price  the  big  name 
companies  can’t  match. 

Start  enjoying  the  speed, 
efficacy,  accuracy  and  prestige 
only  computerization  can  afford 
your  office.  Your  staff  will  love  it. 


per 


SVSTEmS 


CALLTOD.AY  FOR  A DEMONSTRATION  OR  FURTHER  INFORMATION. 
®1979  Solid  Soft  Corporation 


CPenec  Computer  Corporation  1979 


AUTHORIZED  MICROSYSTEMS  DEALER 
of 


PCC 


PB7TEC 

COmPUTBi 

CORPGRPIIDn 


Contact: 

Gary  L.  Green 
COMPUTER  SYSTEMS 
611  No.  27th 
Lincoln,  Nebraska  68503 


Optimum  Dosage  of  an  Oral  Contracep- 
tive — J.  S.  Lawson  et  al  (FMC  Corp, 
Princeton,  NJ  08540)  Am  J Obstet  Gynecol 
134:315-320  (June  1)  1979. 

A statistically  designed  study  was  carried 
out  to  determine  an  optimum  combination  of 
norgestimate  and  ethinyl  estradiol  as  an  oral 
contraceptive,  based  on  efficacy,  safety,  and 
side-effect  patterns.  A total  of  1,991  patients 
were  studied  for  more  than  two  years  while 
they  were  receiving  various  dosage  combina- 
tions of  these  steroids.  There  were  seven 


dosage  combinations  studied  as  part  of  a 
statistically  orthogonal  experimental  design, 
augmented  by  three  combinations  near  the 
center.  The  data  from  these  studies  were  used 
to  fit  approximate  functions  relating  the 
amount  of  norgestimate  and  ethinyl  estradiol 
to  the  rate  of  spotting  and  breakthrough 
bleeding,  gastrointestinal  disturbance,  and 
pregnancies.  These  functions,  in  turn,  helped 
to  identify  an  optimum  dosage  (0.125  mg  of 
norgestimate  plus  0.035  mg  of  ethinyl 
estradiol)  in  the  entire  range  of  combinations 
studied. 


WINTER  TRAVELING  MEDICAL  EDUCATION  COURSE 

presented  by 

Kansas  City  Southwest  Clinical  Society 

You,  Your  Spouse,  and  Your  Friends  Are  Cordially  Invited  to 
Join  Us  for  a Week  in  the  Sun  ...  In  the  Middle  of  Winter 


* ♦ * 

MEDICAL  SEMINAR  AT  SEA 
February  2 - 9,  1980 

Aboard  the  luxurious  M/S  Starward  offering  every  convenience  and  innovation  for  your  cruising  pleasure. 
Leaving  Miami  and  calling  at  Port  Antonio,  Jamaica;  Port  au  Prince,  Haiti;  Nassau  and  a private  Outer  Island  in  the 
Bahamas. 

Physicians’  Program:  21  Hours  of  AM  A Category  1 credit. 

Spouses’  Program:  Specifically  designed  for  her/him. 

* * * 

MAUI,  HAWAII 

February  23  - March  1,  1980 

In  the  Royal  Lahaina  Hotel  located  directly  on  Kannapali’s  inviting  white  sand  beach  and  boasting  every  facility  for 
your  pleasure. 

Optional  Extension  Arrangements  to  Honolulu  available. 

Physicians’  Program:  16  Hours  of  AMA  Category  1 credit. 

* * * 

Please  send  program  brochure: 

□ Medical  Seminar  at  Sea 

Deadline  for  reservations:  Dec.  14,  1979 

□ Maui,  Hawaii 

Deadine  for  Reservations:  Jan.  18,  1980 


Name 


Address 


City 


State 


Zip 


Mail  to:  K.  C.  Southwest  Clinical  Society,  2220  Holmes,  Kansas  City,  Mo.  64108 
Phone:  816/471-3876 

I B<oooeooeooooocoocoo<sooocoeooooGOooooeoooooooooccoeoeooooeoo0Ooeooeeooooeoee« 
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brand  of 


dmetidine 


How  Supplied:  . 

Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


SK&F  LAB  CO. 


a SmithKIine  company 


ITS  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically,  so 
the  risk  of  sensitization  is  minimal 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes;  1 oz  tube,  Vz  oz  tube,  or  the  versatile,  single-use 
foil  packet 


4^ 


NEOSPORIN'Ointmen! 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3 5 mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  Is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses.  It  should 
be  borne  In  mind  that  the  skin  Is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  lor  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptib 
organisms,  including  fungi  Appropriate  measures  shout 
be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommo 
cutaneous  sensitizer  Articles  in  the  current  literatur 
indicate  an  increase  in  the  prevalence  of  persons  allerg 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  bee 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Prole: 
sional  Services  Dept  PML 

t|&  / Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
WMcMit  / North  Carolina  27709 


Etiology,  Manifestations  and  Therapy  of 
Acute  Epididymitis  — R.  E.  Berger  et  al 
(K.  K.  Holmes,  US  Public  Health  Service 
Hosp,  Seattle,  WA  98114)  J Urol  121:750- 
754  (June)  1979. 

Fifty  medical  histories,  physical  examina- 
tions, and  microbiologic  studies,  including 
cultures  for  aerobes,  anaerobes.  Neisseria 
gonorrhoeae,  Chlamydia  trachomatis,  and 
Ureplasma  urealyticum,  were  performed  on  50 
patients  with  acute  epididymitis.  Escherichia 
coli  was  the  predominant  pathogen  isolated 
from  the  urine  of  men  older  than  35  years, 
while  C trachomatis  and  N gonorrhoeae  were 
the  predominant  pathogens  isolated  from  the 
urethra  of  men  younger  than  35  years.  The 
etiologic  role  of  E coli  and  C trachomatis  was 
confirmed  by  isolation  from  epididymal 
aspirates  from  a high  proportion  of  men  with 
positive  urine  or  urethral  cultures  for  these 
agents.  C trachomatis  epididymitis  accounted 
for  two  thirds  of  idiopathic  epididymitis  in 
young  men  and  often  was  associated  with 
oligospermia.  Of  nine  female  sexual  partners  of 
men  with  C trachomatis  infection,  six  had 
antibodies  to  C trachomatis,  of  whom  two  had 
positive  cerv’ical  cultures  for  this  organism  and 
two  others  had  nongonococcal  pelvic  inflam- 
matory disease.  Tetracycline  was  effective  for 
the  treatment  of  men  with  C trachomatis 
epididymitis  and  should  be  offered  to  the 
female  sex  partners. 

Handling  of  Nonsevere  Head  Injuries  — L. 

E.  Weeks  (Cottonwood  Hosp,  Murray,  UT 
84107)  JACEP  8:257-260  (July)  1979. 

In  emergency  patients  with  nonsevere  head 
injuries,  there  are  conflicting  opinions  over 
which  patients  should  be  admitted  for  observa- 
tion, but  little  data  directly  useful  to  the 
emergency  physician  in  making  this  decision. 
The  literature  was  reviewed  and  records  of  182 
patients  with  head  injury  were  examined. 
Although  many  factors  must  be  considered,  by 
far  the  most  helpful  element  in  predicting 
outcome  is  the  mental  status  of  the  patient  as 
observed  in  the  emergency  department. 
Features  suggesting  depressed  skull  fracture 
or  possible  foreign  bodies  require  radiographic 
examination.  Most  patients  can  be  observed 
mainly  for  changes  in  level  of  consciousness 
and  discharged  with  instructions  for  further 
observation  at  home. 


T 
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Opportunities  For 
Primary  Care  Physicians 


Seven  Midwestern  rural  communities  are  looking  for 
primary  care  physicians  and  general  surgeons  All  areas  otter 
modern  hospital  and  clinic  lacilities.  with  local  physiciah(s)  to 
otter  support  and  coverage 

Liberal  incentive  otters  are  available  lor  relocation  and 
practice  set-up  Vacation  and  conlerence  time  are  also 
included  in  the  benelits  o(  several  sites 
It  interested  in  more  detailed  inlormation.  please  write 
Physician  PO  Box  3909.  Omaha,  Nebraska  68103 


AMA  membership  exceeded  210,000  in 
1978,  including  181,500  paid  members.  In  43 
states,  1978  AMA  memberships  exceeded 
1977  figures. 

♦ * ♦ 

The  AMA  finds  that  the  most  common 
sources  for  malpractice  suits  are  abdominal 
hysterectomy,  bilateral  tubal  ligation,  and 
reduction  of  closed  fractures.  Injuries  by 
hormones  and  antibiotics  lead  the  drug- 
treatment  suits  in  prevalence  and  expense. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


You’re  familiar  with  them  by  now  — at- 
torneys, accountants  and  salesmen  — all 
interested  in  your  time  and  money. 

They  represent  modern  business.  And, 
if  you're  like  many  physicians,  you’re  prob- 
ably spending  a greater  percentage  of  your 
time  each  year  as  a businessman  ...  at  the 
expense  of  your  practice. 

We  believe  that  Air  Force  medicine  pro- 
vides a viable  alternative  to  the  rigors  of 
today’s  practice.  We  provide  well  staffed, 
modern  facilities,  an  excellent  program  of 
compensation,  and  opportunities  for  pro- 
fessional growth  and  specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 

Contact  (call  collect)  — Capt.  Robert  Brown 
116  South  42nd  St.,  Omaha,  NE,  402-221-4319 

A great  way  of  life. 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SIPPLV  CDMPAIVY 

2425  Si.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr,  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  “M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
National  Multiple  Sclerosis  Society 
Miss  Svivia  Lawrv,  Exec.  Dir. 

205  East  42nd  St.'.  New  York.  N.Y.  10017 
National  Rehabilitation  Association 
1522  "K"  St..  N.W.,  Suite  1120, 

Washington.  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers.  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman,  M.D.,  Councilor 
626  Sharp  Bldg.,  Lincoln,  Nebraska  68508 
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IS  IT  STREP? 

Isoculf  answers  on  the  spot. 

in-office  diognostic  culturing  system 


• identifies  beto-hennolytic  streptococci 
in  24-48  hours 

• provides  o convenient  method  of 
testing  for  cure 

•detects  corriers  in  potient's  family 

• simple,  reliable,  efficient 

Isoculf®  culture  tests  olso  ovoiloble  for: 


Send  to: 

SmifhKIine  Diagnostics 
880  West  Moude  Avenue 
PO.  Box  61947 
Sunnyvole.  CA  94086 

Please  send  me  additionol  informotion  on  the  Isocult® 
In-Office  Diognostic  Culturing  System 

Nome 

Medical  Specialty 


• Docteriurio 

• Neisserio  qonorrhoeoe 

• Candida  (Monilia) 

• Combinotion  N.  gonor- 
rhoeoe/Condido 


• Trichomonos  voginolis 

• Combinotion  T.  voginolis/ 
Condido 

• Stophylococcus  oureus 

• Pseudomonos  oeruginoso 


• Address I 

I City Stote Zip | 

I Telephone i 

I I 


SI^D 

a SfiMthKIme  cotnpaim 


SmithKIine  Diagnostics 

©SmithKIine  Diagnostics,  1979  880  West  Maude  Avenue  • P.O.  Box  61947  • Sunnyvole,  CA  94086 


ORGANIZATIONS,  STATE 

American  Cancer  Society.  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210. 

6910  Pacific  Street.  Omaha  68106 
American  Diabetes  Association  — Nebraska.Affiliate.  Inc. 

Mr.  Christopher  Jepson,  Executive  Director 
819  Dorcas,  Omaha  68108 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter.  Executive  Director 
7363  Pacific.  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  “E"  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner.  Executive  Director 
120  No.  69th  St..  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey.  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey.  Executive  Director 
Karen  Mundy,  Associate  Director 
8401  West  Dodge  Road.  Suite  17.  Omaha  68114 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street.  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service.  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J.  Williams.  Ph  D..  Executive  Director. 

8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs.  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D..  Secretary 
634  The  Doctors  Building.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-lowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker,  Jr.,  M.D.,  Secretary-Treasurer 
225  No.  Cotner  - E Bldg.,  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley,  M.D..  President 
811  West  William  Avenue,  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco,  M.D..  President 
8601  Dodge  Rd.,  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton,  PA.  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife.  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St.,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire,  M.D.,  Sec’y-Treas. 

601  No.  30th  St..  Omaha  68131 

Nebraska  Chapter  — American  College  of  Emergency  Physicians 
John  Gwin,  M.D.,  Secretary-Treasurer 
502  South  44th  Street,  Omaha  68105 
Nebraska  Chapter  — American  College  of  Radiology 
W.  Benton  Copple,  M.D.,  Secretary-Treasurer 
One  Country  Club  Medical  Plaza 
6801  No.  72nd  St..  Omaha  68122 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W,  Smith,  M.D..  Secretary-Treasurer 
8300  Dodge  St..  /('I24.  Omaha  68114 
NebroNka  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

I).  W.  Edwards.  D.D.S.,  Secretary 

1007  Lincoln  Benefit  Life  Bldg..  Lincoln  68508 


Nebraska  Dietetic  Association 

Ann  C.  Grandjean.  R.D..  M.S..  Pre.sidenl 
8401  West  Dodge  Road,  Room  101.  Omaha  68114 
Nebraska  Easter  Seal  Society 

David  E.  Evans.  Executive  Director 
P.O.  Eiox  14204,  West  Omaha  Station, 

12177  Pacific  St.,  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road.  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Mr.  Jim  Brown.  Executive  Director 
Box  30247.  3100  ‘ O”  Street.  Suite  7.  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  "L”  St.,*Lincoln  68509 
Nebraska  League  for  Nursing 
Mary  L.  Hicks.  President 

Nebraska  Methodist  Hospital.  8303  Dodge  St..  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26.  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D..  Secretary 

Embassy  Plaza  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10,  Swanson  Professional  Center 
8601  W.  Dodge  Road,  Omaha  68114 

Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 
301  Centennial  Mall  South,  Lincoln  68509 

Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D.,  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr..  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Internal  Medicine 
Joseph  E.  Stitcher.  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP),  President 
920  No.  Ash.  Gordon  69343 
Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention  of 
Blindness.  Inc  , 4600  Valley  Road.  Room  203.  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M.D.,  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital,  Fremont  68025 

Nebraska  Society  of  Radiologic  Technologists 
A1  Robinson.  RT.  President 
Dept,  of  Radiology,  Great  Plains  Medical  Center 
601  West  Leota,  North  Platte  69101 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
P.O.  Box  95007.  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Norma  Parker.  CMA-AC,  President 
4002  No.  78th  St..  Omaha  68134 
Nebraska  Urological  Association 

Cecil  T.  Bromfield.  M.D..  President 
4740  "A"  St..  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky.  Executive  Director 
1600  No.  56th  St..  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow.  M.D..  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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Pediatric  Drops 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Charles  VV.  Landgraf,  Jr.,  M.D.,  Hastings  President 

Russell  L.  Gorthey,  M.D.,  Lincoln President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  John  D.  Coe,  M.D.,  Omaha 
AMA  Alternate  Delegates  — Louis  J.  Gogela.  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  Central  Medical  Conference  — Dwaine  J.  Peetz,  M.D.,  Neligh 

COUNCIL  ON  PROFESSIONAL  ETHICS 


BOARD  OF  DIRECTORS 


Charles  W.  Landgraf,  Jr.,  M.D.,  Chm Hastings 

Russell  L.  Gorthey,  M.D.,  Vice-Chm Lincoln 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Houtz  G.  Steenburg.  M.D Torrington,  Wyo. 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Carlyle  E.  Wilson,  Jr.,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz.  M.D..  Chm Neligh 

R.  L.  Cassel,  M.D Omaha 

Louis  J.  Gogela.  M.D Lincoln 

Clyde  L.  Kleager.  M.D Hastings 

J.  P.  Schlichtemier.  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  .M.  Stryker,  M.D.,  Chm Omaha 

Allen  J.  Alderman,  M.D Chadron 

Patrick  E.  Clare.  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

John  G.  Yost.  M.D Hastings 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D..  Chm Lincoln 

S.  I.  Fuenning,  -M.D Lincoln 

Charles  W.  Newman.  M.D Lincoln 

John  G.  Yost.  M.D Hastings 

George  F.  Sullivan,  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY 
.MEDICAL  SERVICES 

Richard  B.  Svehla,  M.D.,  Chm Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

Kenneth  F.  Kimball,  .M.D Kearney 

Dean  A.  McGee.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & 

CHILD  HEALTH 

William  L.  Rumbolz,  .M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

John  W.  Goldkrand,  M.D Omaha 

Glenn  L.  Haswell,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

VV'illiam  L.  Rumbolz.  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  .M.  Strvker,  M.D,,  Chm Omaha 

James  R.  Brown,  M.D Omaha 

Richard  A.  Cottingham,  .M.D McCook 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


Charles  F.  Ashby,  M.D Geneva 

Russell  J.  Mclntire.  M.D Hastings 

.\rthur  L.  Smith,  Jr.,  M.D Lincoln 

C.  N.  Sorensen.  .M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Carl  J.  Cornelius,  Jr..  M.D.,  Chm Sidney 

John  D.  Coe,  M.D Omaha 

William  Doering.  M.D Franklin 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

R.  F.  Sievers,  M.D Blair 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D,,  Chm Lincoln 

John  H.  Bancroft,  M.D Kearney 

James  H.  Dunlap,  M.D Norfolk 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Arthur  L.  Smith,  Jr.,  M.D Lincoln 

R.  L.  Tollefson,  M.D Wausa 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

John  W.  Smith,  M.D.,  Chm Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Robert  J.  Stein,  M.D Lincoln 

Paul  R.  Young,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack.  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf.  M.D.,  Chm Omaha 

Leonard  J.  Chadek,  M.D West  Point 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  .M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Warren  Richard,  M.D Hastings 

C.  N.  Sorensen,  M.D Scottsbluff 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Arnold  W.  Lempka,  M.D.,  Chm Omaha 

John  Bancroft,  M.D Kearney 

Rex  Haberman Omaha 

Roger  P.  Massie,  M.D Plainview 

John  T.  McGreer,  ni,  M.D Lincoln 

Robert  S.  Wigton,  Jr.,  M.D Omaha 
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MY  HEART  CLOCK  OR 
HOW  TO  LIVE  FOREVER 

Right  after  death,  if  the  heart  is  squeezed,  it 
will  often  beat  again,  and  chicken  hearts  have 
been  kept  alive  for  years.  So  I have  this 
wonderful  idea.  Put  my  heart  in  a nutrient 
solution,  when  I am  done  with  it,  and  set  it  in  a 
pretty  ginger  jar  and  get  it  going,  and  let  it  set 
the  time  for  a clock.  You  could  call  it  my  heart 
clock. 

Or  connect  it  to  a pulse  watch,  and  it  would 
register  my  pulse  rate  forever.  It  could  light  up 
a digital  display,  and  you  could  look  at  the 
number  and  say,  when  I am  gone  to  where  good 
editors  go.  Doctor  Cole’s  pulse  is  normal 
today.  It  might  fluctuate  with  the  weather,  and 
I could  tell  you  when  it  was  going  to  snow. 

Or  we  might  write  a story  about  Doctor 
Cole’s  everlasting  and  everloving  heart,  going 
on  working  for  years  and  years  after  the  rest  of 
him  was  done  with  and  he  was  gone  to  his 
reward  to  the  great  big  magazine  in  the  sky. 

You  could  hook  up  my  brain;  but  that’s  been 
tried.  But  nobody  thought  about  the  heart.  I 
could  be  immortal. 

Remember  me. 

-F.C. 

WHY  DOES  YOU-KNOW-WHAT 
COST  SO  MUCH? 

The  ice  milk  in  a cup  in  a machine  had  been 
25  cents,  and  then  35  cents;  today  it’s  50  cents, 
a jump  of  over  40  percent.  The  65  cent 
sandwich  is  85  cents.  The  sandwich-shop  salad 
went  up  all  at  once  from  $1.25  to  $1.75:  that’s 
40  percent. 

And  I went  into  my  restaurant  (I  wish  it  were 
mine)  and  ordered  what  had  been  $1.95  and  it 
was  now,  overnight,  $2.50;  that’s  a rise  of  27 
percent.  These  aren’t  7 or  8 percent  rises; 
they’re  27  and  30  and  40%  sudden  increases. 

And  my  dinner  was  $5.95  last  week,  and  it’s 
(the  same  dinner)  $6.95  now. 

Wasn’t  this  $2.50  thing  $1.95  yesterday?  I 
asked  the  lady  in  charge.  Yeah,  ain’t  it  awful, 
where  will  it  end?  she  said. 

—F.C. 


MAKE  THE  CALL  YOURSELF 

Secretaries  are  nice  people  and  wonderful 
dinner  companions.  But  they  are  not  for 
making  telephone  calls  to  another  doctor  and 
then  asking  you  to  hold.  If  the  secretary’s 
doctor  is  standing  right  there,  he  should  make 
the  call.  If  he  is  in  the  next  room,  then  the 
doctor  he  is  calling  is  being  made  to  wait.  In 
either  case,  it  is  wrong. 

When  the  secretary  calls  to  discuss  some- 
thing, it  is  worse;  she  will  be  unable  to  answer 
the  first  question  asked  by  the  doctor  she  has 
called.  And  when  the  secretary  writes  a letter 
herself,  it  becomes  ridiculous. 


Dictated,  but  not  read  sends  me  up  the  wall, 
too. 


-F.C. 


TO  YOUR  GOOD  HEALTH 

I once  suggested  in  print  that  insomnia  can 
be  resisted  by  silently  reciting  the  5 great 
lakes,  the  9 muses,  the  4 cardinal  virtues,  the  3 
graces,  the  7 deadly  sins,  the  3 fates,  the  9 
planets,  and  the  50  states  (with  their  capitals  if 
you  can  do  it);  the  4 flatteries,  the  4 genuine 
arts;  and  by  once  again  reading  my  editorial. 

My  Alma  Mater  was  Yale;  I could  not  think 
of  my  winning  my  P,  and  H has  no  mascot  I 
ever  heard  of.  Yale  chooses  its  presidents  very 
carefully;  its  newest  is  A.  Bartlett  Giamotti. 
His  predecessor,  Kingman  Brewster,  is  our 
Ambassador  to  the  United  Kingdom  or  the 
Court  of  St.  James,  anyway,  it’s  England,  and 
he  has  written  a provocative  article  in  the 
October  1979  issue  of  the  Journal  of  the  Royal 
Society  of  Medicine,  entitled  Health  at  any 
price? 

I have  struggled  with  Mr.  Brewster’s  essay 
no  less  than  8 times,  without  understanding, 
without  finishing  (I  got  to  the  penultimate 
paragraph),  and  without  once  staying  awake. 
He  doesn’t  seem  to  like  fee-for-service,  and 
that’s  all  right,  but  he  spoke  to  a receptive 
audience.  This  was  a lecture  for  the  laity,  and 
in  socialized-medicine  England,  of  all  places, 
but  of  course  that’s  where  he  is  now. 

President  Giamotti  is  Arts;  I am  Science, 
and  Arts,  too.  His  literary  effort  in  October 
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1979  Yale  Alumni  Magazine  and  Journal  is  all 
Science,  but  they  taught  me  none  when  I was 
there,  and  Mr.  Giamotti  my  only  be  repentent; 
it  is  too  late,  however.  I will  not  repeat  what 
they  said  about  the  atom. 

Still,  Yale  is  our  first  college  to  win  700 
football  games;  we  started  early.  And  as  I 
write,  our  record  this  year  is  8 wins  and  no 
losses.  But  we  consider  it  a winning  season  if 
we  lose  all  the  first  games  and  then  beat 


Harvard.  We  might  defeat  Nebraska,  but  we’re 
not  likely  to  try  (Nebraska  hasn’t  challenged 
Yale);  and  as  an  honorary  Nebraska  alumnus,  I 
might  not  know  for  whom  to  cheer  if  Nebraska 
came  to  the  Yale  Bowl;  that’s  the  oldest  bowl, 
you  know.  Anyway,  we’re  number  one  in  other 
things. 

Read  Mr.  Brewster’s  article  if  you  can,  and 
stay  awake  if  you  can.  I recommend  it. 

— F.C. 


My  Specialty:  Radiology 


Radiology  began  in  1895  with 

the  discovery  of  x-rays  by 
Roentgen.  Radiation  therapy 
was  greatly  augmented  in  1901  with  the 
isolation  of  radium  by  the  Curies.  In  1896  x- 
rays  were  being  used  to  show  fractures,  opaque 
foreign  bodies  and  calculi,  as  well  as  gross 
lesions  of  the  chest  and  skeleton.  The  gastro- 
intestinal tract  was  first  opacified  in  1896  by 
Walter  Cannon  (under  whom  I prepared  a 
masters  thesis  at  Harvard  in  1926).  Pulmonary 
vessels  of  a cadaver  were  first  opacified  in 
1904  by  Preston  Hickey  (under  whom  I served 
a residency  in  radiology  at  Michigan,  1928- 
1930).  Among  some  of  the  many  other 
developments  in  diagnostic  radiology  have 
been  myelography  by  Sicard  and  Forestier  in 
1922,  cerebral  angiography  by  Moniz  in  1927, 
cholecystography  by  Graham  and  Cole  in 
1924,  I.V.  urography  by  Roseno  and  Binz  in 
1929,  aortography  by  Santos  in  1929,  angio- 
cardiography by  Robb  and  Steinberg  in  1938, 
fluoroscopic  image  intensification  by  Morgan 
around  1948,  ultrasonography  by  Wild  and 
Howry  in  1952,  and  in  1972  computerized  x- 
ray  tomography  by  Hounsfield  and  Ambrose. 

Radiology  now  has  three  primary  divisions: 
(1)  Diagnostic  radiology  including  morphologic 
imaging  by  x-rays,  nuclear  emission,  and 
ultrasonography.  (2)  Radiation  therapy  utiliz- 
ing x-rays,  accelerated  particles  and  gamma 
rays  from  telecobalt,  radium,  and  other  ra- 
dionuclides. (3)  Nuclear  medicine  including  all 
radionuclide  in  vitro  and  in  vivo  procedures. 
Certification  by  examination  is  attainable  in 
each  category.  The  basic  training  program  in 
radiology  requires  four  years  beyond  the  M.D. 
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University  of  Nebraska  Medical  Center,  Omaha,  Ne. 

degree  with  at  least  six  months  of  the  first  year 
served  outside  of  radiology.  A residency 
training  program  has  existed  at  the  University 
of  Nebraska  Medical  Center  since  1929  and  is 
currently  approved  in  each  major  division. 

Diagnostic  radiology  encompasses  sub- 
specialties such  as  pediatric  radiology,  neuro- 
radiology, angiocardiology,  pulmonary,  gastro- 
intestinal, and  skeletal  radiology.  Each 
requires  additional  training  over  one  or  more 
years.  Diagnostic  radiologists  are  increasingly 
involved  with  percutaneous  biopsies,  vascular 
intervention  and  other  special  procedures. 
Currently  the  most  popularized  new  develop- 
ment is  computerized  tomography.  However, 
cross  sectional  ultrasonography  is  the  most 
promising  due  to  its  total  elimination  of 
ionizing  radiation  and  ongoing  technical  im- 
provements. 

Since  1900  radiation  therapy  has  progressed 
from  a faltering  empirical  art  to  a well  regarded 
scientific  clinical  discipline.  Initially,  radium 
was  the  primary  agent,  with  reproducible 
dosage  expressed  in  milligram-hours  at 
specified  geometries.  X-ray  therapy  became 
measurable  and  reproducible  only  after  intro- 
duction of  the  roentgen  unit  in  1928.  Control 
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of  deeper  cancers  by  x-ray  beams  was  greatly 
enhanced  by  replacement  of  200  KVP  (usual 
energy  1920-50)  by  radiation  of  higher 
energies-gamma  rays  of  1-2  million  volt  equi- 
valence from  telecobalt  in  1951  and  more 
recently  x-rays  of  4-20  MEV  and  above  from 
linear  accelerators.  Even  more  important  to 
progress  in  radiation  therapy  have  been 
improved  dosimetry  control,  clinical  applica- 
tions of  radiobiology  and  maturation  of  clinical 
experience.  In  Europe  and  England,  radiation 
oncology  developed  independently  from  diag- 
nostic radiology,  and  therapy  was  concentrated 
before  1930  at  special  cancer  centers  such  as 
the  Radium  Institute  in  Paris,  Radiumhemmet 
in  Stockholm,  and  the  Marsden  Cancer 
Hospital  in  London.  Currently  in  Nebraska, 
new  radiotherapy  installations  are  being 
limited  to  centers  registering  600  or  more  new 
cancer  patients  annually,  equipped  with  one  or 
more  megavoltage  generators  and  staffed  by 
one  or  more  full  time  radiation  therapist 
supported  by  radiation  physicists  and  tech- 
nologists. 

Research  in  nuclear  medicine  began  with 
radioisotopes  of  iodine  (1-131)  and  phosphorus 
(P-32)  generated  by  the  Lawrence  cyclotron 
(1932)  at  U.S.  Berkeley.  By  1946  radio- 
nuclides had  become  abundant  from  A.E.C. 
nuclear  reactors  at  Oak  Ridge  and  available  to 
licensed  investigators  and  physicians.  Early  in 
vitro  laboratory  determinations  and  in  vivo 
studies  monitored  by  hand  held  scanners  were 
soon  followed  with  topographic  imaging  re- 
corded by  rectilinear  scanners  and  now  by 
pinhole  cameras.  Anatomic  and  physiologic 
studies  are  being  further  extended  by  the 
synthesis  of  exotic  radionuclides  and  com- 


puterized analysis  of  data.  In  vivo  radionuclide 
therapy  is  now  limited  primarily  to  radioiodine 
for  reduction  of  thyroid  activity. 

The  role  of  a radiologist  in  health  care  varies 
widely  from  private  office  practice  to  institu- 
tionalized administration.  Income  may  be 
generated  on  an  individual  fee  for  service 
basis,  a percentage  hospital  contract,  or  by  a 
fixed  salary.  Diagnostic  participation  can  vary 
from  film  reading  with  no  patient  contact  to  a 
consultative  service  in  which  patients  are  seen 
individually,  x-ray  examinations  tailored  to 
specific  problems  and  interpretations  cor- 
related with  clinical  findings.  Likewise  a 
radiation  therapist  may  serve  as  an  efficient 
dispensor  of  computed  rads  to  a specific  lesion 
or  become  totally  involved  as  a consulting 
radiation  oncologist.  Each  category  of  par- 
ticipation is  rewarding  in  its  own  way.  Cur- 
rently, I find  serving  as  a diagnostic  consultant 
in  a limited  practice  to  be  a motivating 
challenge  and  a fulfilling  clinical  experience. 

Among  pioneering  radiologists  in  Lincoln 
were  Dr.  E.  W.  Rowe,  a cofounder  of  the 
Radiological  Society  of  North  America  and  its 
President  in  1927,  also  Dr.  R.  L.  Smith  who 
pioneered  million  volt  x-ray  therapy  St  the 
Lincoln  General  Hospital  in  about  1934.  In 
Omaha  Dr.  D.  T.  Quigley  operated  the  Radium 
Hospital  on  Farnam  Street  during  the  1920s. 
The  first  Professor  of  Radiology  at  Creighton 
was  Dr.  A.  F.  Tyler,  followed  by  Dr.  J.  F.  Kelly, 
Sr.  The  first  Professor  of  Roentgenology  at 
Nebraska  was  Dr.  C.  B.  Pierce  appointed  in 
1927,  whom  I followed  1930-1970.  The 
Nebraska  Radiological  Society  when  organized 
in  1924  had  six  members,  current  membership 
is  about  100. 
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ORIGINAL  ARTICLES 


Cancer  of  the  Breast,  A Rational 
Approach  to  Present  Day  Therapy 


NO  entity  of  comparable  import  is 
discussed  today  with  such  a 
diversity  of  opinion  in  the  lay 
and  scientific  press  as  is  breast  cancer.  This 
situation  is  most  disturbing  to  those  who  are 
presently  attempting  to  give  optimum  care 
to  each  individual  who  develops  a malignant 
breast  tumor.  It  is  likewise  both  distressing 
and  unnerving  for  the  90,000  women  in  the 
United  States  who  will  this  year  be  afflicted. 
Figures  show  that  90  percent  of  the  women 
who  consult  physicians  with  a malignant 
nodule  in  the  breast  discovered  it  themselves 
and  they  are  understandably  very  appre- 
hensive when  first  seen. 

Our  intent  is  to  present  a protocol  for  the 
treatment  of  breast  cancer  in  its  various 
stages  which  would  be  acceptable  today  to 
the  majority  of  experienced  surgeons,  radiolo- 
gists, and  che  mo  therapists  who  have  a 
special  interest  in  this  subject.  No  effort  will 
be  made  to  include  reference  to  the  tre- 
mendous bibliography  available  on  this  sub- 
ject or  to  quote  extensively  from  published 
series,  including  our  own.  Rather  we  would 
present  a working,  current  outline  for  the 
management  of  this  condition  which  we 
believe  gives  that  individual  the  best  pos- 
sible chance  for  survival. 

The  work-up 

1.  A very  careful  history  and  physical 
examination  is  essential  with  particular  at- 
tention to  the  size  of  the  primary  lesion,  its 
location  in  the  breast,  fixation  to  the  skin  or 
fascia  and  any  evidence  of  extension  to 
regional  nodes.  2.  The  present  menstrual 
status  of  the  patient  is  extremely  important, 
and  the  family  history  should  be  critically 
reviewed  with  special  reference  to  others 
with  breast  cancer.  3.  Routine  laboratory 
data  should  include  blood  and  urine  studies 
and  ideally  a multiphasic  screening  deter- 
mination should  be  obtained,  especially  for 
the  alkaline  phosphatase  determination.  4.  A 
chest  x-ray.  5.  Electrocardiogram  in  all 
patients  50  years  or  over  and  any  others 
with  evidence  of  cardiac  irregularity  or 
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abnormality.  6.  A bone  scan  and  liver  scan 
should  be  obtained  prior  to  surgery  if  the 
primary  tumor  is  large,  nodes  palpable,  or  if 
there  be  suspicion  that  disseminated 
metastases  are  present.  Patients  with  very 
small  primary  lesions  with  no  clinical  sug- 
gestion of  dissemination  which  are  proven 
malignant  should  have  a bone  scan  and  liver 
scan  in  the  postoperative  period  as  a baseline 
for  further  therapy.  7.  We  consider  aspira- 
tion both  safe  and  indicated  in  any  , breast 
lesion  which  is  questionably  cystic  or  solid. 
We  believe  all  lesions  found  to  be  solid 
warrant  open  biopsy. 

Definitive  therapy 

1.  Biopsy  is  mandatory  in  all  solid  or 
questionable  lesions,  and  we  believe  it  should 
be  open  in  character  and  excisional  if  feasible. 
2.  Prior  to  operation  one  should  always 
discuss  in  great  detail  the  decision  which 
confronts  the  surgeon  if  he  does  a biopsy  and 
finds  it  malignant.  3.  If  the  patient 

understands  her  problem  and  accepts  the 
surgeon’s  advice  previously  given  in  event  of 
a malignant  tumor  one  should  proceed  with  a 
modified  radical  mastectomy  of  the  Patey 
type,  preserving  the  pectoralis  major  muscle. 
4.  On  a patient’s  insistence  to  delay  mas- 
tectomy and  in  those  instances  where  no 
clear  decision  has  been  made  on  definitive 
surgery  there  is  no  proven  hazard  in  waiting 
for  two  or  three  days  to  obtain  fixed  tissue 
sections  following  biopsy  before  proceeding 
with  any  further  definitive  procedure,  es- 
pecially if  the  biopsy  was  excisional  in  type. 
In  our  experience  such  a delay  is  often 
traumatic  for  the  patient  and  has  very  few 
real  advantages  but  certainly  is  totally 
acceptable  in  today’s  environment.  5.  Very 
elderly  patients  and  those  with  extensive 
local  lesions  are  candidates  for  a palliative 
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simple  mastectomy  to  remove  the  bulk  of 
tumor,  particularly  if  ulceration  has  oc- 
curred. 6.  Radiation  therapy  as  a principal 
means  of  definitive  treatment,  after  estab- 
lished microscopic  diagnosis,  is  not  generally 
accepted  today  as  an  equally  comparable 
modality  and  should  only  be  considered  for 
some  very  specific  reason  which  precludes 
surgical  therapy  and  only  employed  when 
supervoltage  radiation  is  available  in  ex- 
perienced hands.  7.  Lumpectomy  and  seg- 
mental resection  for  small  tumors  followed  by 
radiation  therapy  has  advocates  but  has  not 
yet  received  equal  approval  of  the  majority 
of  workers  in  this  field.  8.  All  tumor  tissue 
should  be  submitted  not  only  to  a micro- 
scopic grading  for  degree  of  activity  but  an 
estrogen  receptor  examination  should  prob- 
ably be  run,  regardless  of  age.  Admittedly, 
this  is  most  important  in  patients  younger 
than  sixty  years,  especially  if  the  estrogen 
receptor  examination  is  negative.  There  is 
reasonable  justification  for  obtaining  E.R. 
levels  on  tissue  from  all  patients,  including 
those  definitely  postmenopausal,  since  it  will 
form  an  important  baseline  if  they  develop 
recurrence  and  are  being  considered  for 
hormonal  therapy.  Experience  indicates  that 
E.R.  negative  patients  rarely  respond  to 
accepted  forms  of  hormonal  therapy  while 
E.R.  positive  patients  have  in  general  a 
considerably  better  prognosis  and  tend  to 
respond  more  favorably  to  all  forms  of 
treatment  for  recurrence.  9.  A very  careful 
study  of  the  axillary  lymph  nodes  is  ex- 
tremely important,  not  only  the  number  of 
nodes  involved  but  particularly  the  ratio  of 
involved  to  recovered  innocent  nodes  and 
their  location  in  the  axilla.  Less  than  four 
involved  nodes  in  an  axilla  yielding  from  15 
to  30  lymph  nodes  on  study  probably  means 
that  the  patient  is  at  no  greater  risk  than  if 
all  the  nodes  had  been  negative  but  three 
involved  nodes  in  an  axillary  dissection 
yielding  only  nine  nodes  indicates  a 33 
percent  involvement  and  is  a very  worrisome 
finding. 

Radiation  as  an  immediate  adjunct  to  surgery 
1.  All  medial  lesions  should  probably  have 
parasternal  and  supraclavicular  radiation  fol- 
lowing surgery  unless  aged  and  debilitated. 
2.  All  patients  with  four  or  more  positive 
axillary  nodes  should  receive  this  therapy 


regardless  of  tumor  site.  3.  A considerable 
number  of  people  believe  that  patients  with 
any  involved  lymph  nodes  should  receive 
initial  radiation  therapy  to  the  parasternal 
and  supraclavicular  areas,  a position  which 
we  can  accept.  4.  Standard  radiation 
therapy  of  this  type  today  takes  from  four  to 
five-thousand  roentgens  to  these  areas  noted. 
There  is  little  advantage  to  axillary  radiation 
if  a careful  dissection  of  this  area  has  been 
carried  out  surgically. 

Chemotherapy  as  an  adjunct  to  primary 
surgical  care 

There  is  a great  deal  of  confusion  in  the 
minds  of  the  profession  today  as  to  who 
should  receive  chemotherapy  in  the  absence 
of  demonstrable  metastasis  at  the  time  of 
initial  mastectomy.  To  date  prophylactic 
chemotherapy  has  been  shown  to  be  of  value 
only  in  premenopausal  patients  with  the 
drugs  available.  If  its  employment  is  to  be 
limited  to  premenopausal  patients  as  an 
adjunct  to  mastectomy,  should  all  receive 
this  therapy  or  should  it  be  selective? 

We  believe  the  following  rules  are  helpful 
in  making  this  decision.  Prophylactic  chemo- 
therapy should  be  considered  in  younger 
patients  at  risk  with  two  or  more  of  the 
following  findings:  1)  A primary  breast 

lesion,  two  centimeters  or  larger  in  di- 
ameter; 2)  Those  with  positive  nodes  in  the 
axillary  specimen;  3)  The  estrogen  receptor 
study  on  the  removed  tissue  was  negative; 
4)  The  patient  is  still  menstruating;  5)  There 
is  a definite  family  history  of  breast  cancer; 
6)  The  younger  the  patient,  in  general,  the 
greater  the  hazard,  and  we  are  particularly 
concerned  about  those  individuals  who 
develop  breast  cancer  under  45  years  of  age. 

The  number  of  these  criteria  present  in  a 
given  individual  would  increasingly  influence 
us  strongly  in  urging  such  a patient  to  have 
prophylactic  chemotherapy  following  sur- 
gery. The  accepted  drug  combination  used 
today  is  that  known  as  CMF,  which  includes 
cyclophosphamide,  methotrexate,  and  5 FU. 
Treatment  should  be  started  early  and  not 
delayed  for  months  after  the  initial  operative 
procedure.  It  should  probably  be  continued 
for  a period  of  two  years  and  may  be  given 
simultaneously  with  radiation  therapy  if  this 
is  also  employed. 
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PATIENT  WITH  BREAST  CANCER 

i 

Acceptable  work-up 

History,  Px,  chest  x-ray,  EKG  above  50  yrs.  - MS-12 
Liver  and  Bone  scan  - possible  aspiration 

i 

Open  biopsy 

Preferable  excisional  - Obtain  estrogen  receptor  study  on  tissue 

/ N 

Being  done  in 
some  clinics, 
still  contro- 
versial 


Modified  radical  proc. 


Delay  - further  discussion 

a)  Lumpectomy 

b)  Segmental  resection 

c)  Definitive  X-ray 
Therapy 


Prophylactic  radiation  therapy  - who? 

(to  supraclavicular  & parasternal  areas) 

a)  Patients  with  medical  lesions 

b)  Patients  with  4 or  more  positive  nodes 

c)  Some  feel  any  patient  with  any  positive  nodes 


1 


Prophylactic  chemotherapy  [CMF]  — who? 


YES  NO 

Pts.  at  risk  — 2 or  more  of  following: 

a)  Young,  menstruating  Postmenopausal  woman 

b)  Lesion  larger  than  2 cm.  / 

c)  4 or  more  positive  nodes  / 

d)  Aggressive  tumor  on  histology  / 

e)  Positive  family  history  / 

f)  Neg.  E.R.  study  on  tissue  / 

\ / 


Recurrent  breast  cancer 


Radiation 

a)  Bone  pain 

b)  Path,  fractures 

c)  Nodal  rec. 

d)  Skin  rec. 


Therapeutic  chemotherapy 
Cooper  5-Drug  Regime 

Ongoing  - Indefinite 
Depending  on  Disease 
Process 


Hormonal  Rx 

a)  Oophorectomy 

1)  Adrenalectomy 

2)  Hypophysectomy 

b)  Halotestin 

c)  Stilbestrol 

d)  Tamoxifen 

e)  Megace 


A critical  evaluation  of  its  real  place  in 
prophylactic  therapy  for  breast  cancer  in 
premenopausal  women  can  probably  be  ob- 
tained sometime  within  the  next  five-year 
span.  This  will  be  possible  since  almost  80 
percent  of  those  patients  with  breast  cancer 
who  develop  a recurrence  will  do  so  in  the 
first  five  years  following  their  initial  opera- 
tion. The  incidence  of  these  recurrences  will 
either  be  strikingly  reduced  or  the  interval 
between  operation  and  the  first  evidence  of 
recurrence  will  be  greatly  lengthened  if  the 
positive  value  of  prophylactic  chemotherapy 
is  to  be  established. 


Specific  therapy  for  recurrent  cancer 

The  basic  forms  of  therapy  available  for 
the  treatment  of  recurrent  breast  cancer  can 
be  listed  under  three  major  headings: 
Radiation:  Chemotherapy;  and  Hormonal 

therapy. 

Radiation  Therapy:  1)  It  is  certainly  the 
prime  treatment  tor  bone  metastasis,  par- 
ticularly those  producing  pain  and  it  has  no 
equal  in  the  treatment  of  pathological  frac- 
tures which  will  heal  under  therapy;  2)  It  is 
the  treatment  of  choice  for  cerebral  metas- 
tasis, in  which  the  results  are  often  dramatic: 
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3)  It  is  an  excellent  therapeutic  modality  for 
skin  recurrences  involving  the  chest  wall; 

4)  It  is  the  treatment  of  choice  for  nodal 
involvement  in  the  supraclavicular  and  medi- 
astinal areas. 

Chemotherapy:  Therapeutic  chemotherapy 
may  be  used  alone  or  in  conjunction  with 
radiation  in  the  treatment  of  patients  with 
recurrent  breast  cancer.  The  so-called  Cooper 
five-drug  therapy  is  generally  employed 
today  and  is  continued  indefinitely  as  in- 
dicated by  the  disease  process.  The  drugs  of 
choice  are  vinicristine,  methotrexate,  5 FU, 
cyclophosphamide,  and  prednisone. 

Hormonal  Therapy:  Bilateral  oophorectomy 
is  the  oldest  and  best  recognized  form  of 
hormonal  therapy  which  has  been  employed 
for  decades  in  the  treatment  of  breast 
cancer,  both  prophylactically  and  thera- 
peutically. Most  believe  that  oophorectomy 
should  in  general  be  reserved  and  employed 
only  when  actual  recurrence  makes  its 
appearance.  If  the  patient  is  E.R.  positive, 
results  from  bilateral  oophorectomy  are 
sometimes  very  dramatic  in  younger  in- 
dividuals and  often  will  give  a recession  of 
tumor  growth  lasting  up  to  nine  months. 
Striking  response  to  oophorectomy  en- 
courages consideration  of  adrenalectomy  act- 
ing in  a similar  manner,  and  the  same  can  bd 
said  for  hypophysectomy.  All  of  these  modali- 
ties seem  to  work  better  when  the  major 
metastases  are  in  solid  tissue,  namely  bone. 


rather  than  in  soft  tissue  such  as  lung  and 
liver.  There  is  relatively  little  evidence  that 
oophorectomy  carried  out  ten  years  after  the 
menopause  is  of  benefit  and  is  probably  not 
worth  considering  in  a patient  who  is 
estrogen  receptor  negative. 

Fluoxymesterone  and  diethylstilbestrol  are 
two  drugs  widely  employed  in  the  medical 
hormonal  therapy  of  recurrent  cancer.  They 
are  very  useful  in  postmenopausal  patients, 
especially  those  who  are  E.R.  positive. 
These  drugs  are  probably  ineffectual  in 
patients  who  are  E.R.  negative,  an  important 
reason  for  running  this  test  on  the  tissue  of 
all  patients.  Tamoxifen  which  is  a strong 
estrogen  inhibitor  is  also  being  used  in- 
creasingly in  certain  clinics  as  an  adjunct  to 
ongoing  therapy.  Another  useful  hormonal 
agent  that  may  occasionally  work  when  the 
E.R.  determination  is  either  positive  or 
negative  is  Megace  which  is  a progestational 
agent.  The  great  advantage  of  all  these 
drugs  is  that  they  can  be  used  in  the 
treatment  of  people  in  widely  separated 
geographical  areas  who  find  it  difficult  to 
come  in  for  ongoing  intravenous  medication. 

The  accompanying  chart  graphically  lists 
in  summary  the  most  generally  accepted 
forms  of  therapy  for  carcinoma  of  the  breast 
in  its  various  stages  today.  It  is  entirely 
possible  that  further  advances  in  non- 
invasive  therapy  will  alter  our  procedures  in 
future  years,  hopefully  with  benefit  to  those 
thousands  of  new  patients  who  will  be  seen 
with  breast  cancer. 
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Diabetes  AAellitus  in  the  Adult: 
Treatment  in  the  Office  Setting 


Each  physician  knows  that  dia- 
betes mellitus  is  a common, 
chronic  disorder  manifest  by: 

1.  Generalized  disturbance  of  metabolism 
(more  than  a sugar  problem)  affecting  car- 
bohydrate, lipid,  and  protein  metabolism. 
The  intensity  of  the  metabolic  disorder 
presents  a full  spectrum  ranging  from  im- 
paired glucose  tolerance,  with  normal  fasting 
glycemia,  to  the  other  extreme  of  diabetic 
ketoacidosis.  The  catabolic  nature  of  the 
diabetes  syndrome  is  best  shown  by  the 
profound  weight  loss  in  those  of  moderate  or 
severe  intensity. 

2.  Nonmetabolic  features  representative  of 
which  are  altered  response  to  infections, 
neuropathy,  and  vascular  disease  (micro- 
angiopathy of  a characteristic  type,  clinically 
manifest  by  retinopathy  and  nephropathy; 
and  large-vessel  disease).  Whether,  and  to 
what  extent,  these  manifestations  relate  to 
the  metabolic  disturbance  remains  a contro- 
versy. 

In  the  usual  clinical  situation,  treatment  is 
directed  at  the  metabolic  component,  usually 
viewed,  or  assessed,  in  terms  of  hypergly- 
cemia and  glycosuria.  Intervention  aimed  at 
restoring  a more  normal  metabolic  state  is 
done  because  the  physician  believes  that  this 
will  help  the  patient.  Because  of  the  con- 
tinuing controversies,  related  to  the  in- 
complete understanding  of  the  syndrome,  the 
physician  is  often  ambivalent  about  his 
recommendations.  However,  the  practicing 
physician: 

1.  Knows  what  diabetes  is. 

2.  Detects  diabetes  commonly. 

3.  Initiates  and  carries  out  some  type  of 
treatment  plan. 

4.  He,  and  the  patient,  become  frustrated 
and  discouraged  because  the  treatment 
plan  often  does  not  work. 

The  following  points  of  view  will  be 
addressed  to  specific  questions  focused  on 
the  treatment  of  adults  with  diabetes  mel- 
litus in  the  office  setting: 


JOSEPH  C.  SHIPP,  M.D. 

Professor  and  Chairman 
Department  of  Internal  Medicine 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska  68105 

A.  Why  treat? 

1.  Patient  will  feel  better  and  be  able  to 
pursue  activities  at  work  and  at  home 
more  fully. 

2.  Prevent  infections. 

3.  Prevent  coma  (diabetic  ketoacidosis 
and  hyperglycemic  nonketotic) 

4.  Prevent  or  retard  the  development  of 
neuropathy  and  microangiopathy.  This 
remains  controversial.  It  is  established 
that  the  diabetic  state  (in  man  as  well 
as  in  experimental  animals)  produces 
neuropathy  and  microangiopathy. 
Furthermore,  treatment  which  ame- 
liorates the  diabetic  state  prevents 
and,  under  certain  conditions,  reverses 
the  microangiopathic  changes. 

B.  Who  should  be  treated? 

Should  everyone  with  glucose  intol- 
erance be  treated?  1 think  not.  Physicians 
caring  for  adults  know  that  diabetes 
mellitus  is  often  one  of  5 to  10  problems 
of  a given  patient.  The  only  manifestation 
of  diabetes  mellitus  may  be  impaired 
glucose  tolerance.  This  may  be  of  much 
less  clinical  significance  than  problems  of 
other  organ  systems.  Thus,  in  the  older 
or  the  very  sick  with  multiple  problems 
the  hyperglycemic  state  of  modest  degree 
does  not  merit  treatment  in  the  same 
manner  as  one  with  more  severe  or 
symptomatic  diabetes  mellitus. 

C.  Treatment:  Office  setting 

The  following  suggestions  are  appli- 
cable to  the  typical  adult  patient.  He  is 
age  50,  a college  graduate,  married,  and  a 
successful  businessman  with  income  in 
the  upper  middle  class.  He  smokes  I'z 
packs  of  cigarettes  daily  and  rarely  exer- 
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ANATOMY  OF  TREATMENT  PLAN 


DIAGNOSIS 

1 

PHYSICIAN  ATTITUDE 

I 

TREATMENT  MAKES  A DIFFERENCE 
► No 

T 

Yes 

I 

1.  Physician  Attitude 

2.  Education/Understanding/Practice 

3.  Specific  Objectives 

4.  The  Signed  Agreement:  Physician  and 
Patient 

5.  The  Diabetic  Record 

•Home 

•Office 

6.  How  will  we  know? 

•Weight 
•Urine  Tests 
•Blood  Tests 

7.  Diet  and  Exercise:  Individualized 

8.  Insulin 

9.  Office  visits 

10.  Health  Care  Maintenance:  No  Smoking 


cises.  He  is  5’10”  tall  and  weighs  230 
pounds.  Blood  pressure  is  160/100.  Glyco- 
suria, fasting  plasma  glucose  concentra- 
tion of  230  mg/dl  (repeated  twice)  and 
plasma  triglycerides  of  360  ml/dl  were 
demonstrated  during  a periodic  medical 
examination. 

1.  Physician  Attitude 

This  is  crucial  from  the  moment  that  the 
diagnosis  is  communicated.  If,  as  often 
happens,  the  busy  physician  says,  “Yes,  you 
have  diabetes.  Your  sugar  is  a little  high.  It’s 
no  problem.  All  you  need  is  diet,”  the  results 
will  be  predictable.  The  patient  is  not 
reassured  and  will  usually  see  another 
physician. 

In  contrast,  if  the  physician  takes  the 
necessary  time  to  indicate  what  the  diagnosis 


of  diabetes  means  for  this  particular  patient 
he  can,  over  weeks  or  months,  carry  out  a 
successful  treatment  plan.  The  patient  needs 
to  know  that  treatment  is  desirable,  that  it 
can  be  done  effectively  and  safely  and  that 
there  is  no  emergency. 

2.  Education/Understanding/ Practice 

These  are  three  distinct  phases.  The  initial 
educational  program  needs  to  be  individ- 
ualized and  specific.  The  areas  of  information 
include : 

a.  General 

b.  Diet 

c.  Urine  testing 

d.  Insulin 

e.  Hypoglycemia 

f.  Coma 

g.  Foot  Care 

h.  Other  (Ex:  Sick  Day  Rules) 
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Thus,  initially  the  patient  presented  needs 
a,  b and  c only. 

How  To  Provide  Information 

A.  Book-form.  Chose  one  and  use  it.  I like 
The  Good  Life  with  Diabetes  by  Theodore 
G.  Duncan.  (Published  by  Garfield  Dun- 
can Research  Foundation.  829  Spruce 
Street,  Philadelphia,  Pennsylvania  19107) 

B.  Video  cassettes.  I like  the  series  compiled 
by  the  Medfact  Patient  Education  Sys- 
tem. Medfact,  Inc.,  Box  458,  Massillon, 
Ohio) 

C.  Individualized  time  with 

•physician  — time  best  used  to  set  ob- 
jectives and  assess  progress. 

•nurse  and  dietitian.  They  are  more 
effective  in  providing  information  and  in 
listening  to  the  patient  which  permits 
individualization  of  treatment. 

Practice  is  the  translation  of  information 
into  a new  daily  life  style  and  is  objectively 
assessed  by  the  diabetic  record  which  should 
indicate  weight  and  results  of  urine  testing. 

3.  Specific  Objectives:  Understood  and  ac- 
cepted by  the  patient.  For  our  patient  this 
should  include: 

A.  Commitment  to  learn. 

B.  Diet  and  exercise  change  to  approach 
ideal  weight 

C.  No  glycosuria  and  normal  plasma  glucose 
and  triglyceride  concentrations. 

4.  The  Agreement 

This  is  the  moment  of  truth  and  should  be 
a written,  signed  (patient  and  physician) 
agreement.  I use  the  following: 

“I,  John  Doe,  understand  that  I have 
diabetes  mellitus.  I understand  that  treat- 
ment is  important  and  that  it  is  my 
responsibility.  I agree  to  the  objectives 
which  include: 

A.  Commitment  to  learning 

B.  Specific  diet,  plus  regular  exercise,  to 
achieve  ideal  body  weight. 

C.  No  glycosuria  and  normal  blood  glucose 
and  triglyceride  (blood  fats)  concentra- 
tions. 

D.  I agree  to  maintain  a diabetic  record.  1 
will  bring  it  with  me  at  the  time  of  each 
office  visit. 


Furthermore,  I understand  that  insulin 
will  be  required  now  or  later,  if  diet  is  not 
effective.” 

Patient:  

Physician:  

5.  The  Diabetic  Record 

a.  Patient  - home  record.  Use  the  Clinilog 
(Ames  Co.).  Compact,  check-book  size, 
space  for  1 year,  low  cost.  He  should 
bring  this  at  the  time  of  each  office  visit. 

b.  Office  record.  This  should  be  a flow  sheet 
with  recordings  done  by  a nurse  (or 
appropriate  office  assistant)  prior  to  the 
physician  - patient  review. 

Figure  1 shows  my  office  Flow  Record. 
I have  found  this  to  be  especially  useful 
for  the  office  care  of  the  adult  with 
diabetes  and  associated  problems  such  as 
obesity,  hypertension,  hyperuricemia  and 
renal  disease.  The  data  presented  is  for 
the  patient  presented.  It  selectively 
shows: 

•initial  successful  regulation  with  diet 
•progressive  nature  of  diabetes  to  an 
insulin  requiring  stage. 

6.  How  will  we  know? 

We  can  look  at  the  objectives  and  the 
diabetic  record.  It  is  quite  specific  — 

• What  is  the  weight? 

• Is  there  glycosuria  and  hyperglycemia? 

• What  are  plasma  triglycerides? 

Urine  testing:  The  patient  must  know  how 
to  test  urine  for  glucose  and  ketones.  I use 
the  Clinitest  Two  Drop  Method  (quantita- 
tive) for  glucose  and  Ketostix  (Ames  Co.)  for 
ketones.  The  glucose  oxidase  strip  tests 
(such  as  Testape)  may  be  convenient  to  use 
when  the  aglycosuric  state  is  reached. 

7.  Diet  — Individualized 

Most  diets  are  not  followed.  Reasons  for 
this,  among  others,  include  failure  to  com- 
municate the  importance  of  the  diet  and 
failure  to  individualize  the  diet.  Both  fea- 
tures take  time.  However,  unless  done  it  is 
preferable  not  to  proceed. 

Options  for  the  patient  presented: 

A.  Diet  profile.  Have  patient  record  type 
and  amount  of  food  for  one  week.  From 


360 


Nebraska  Medical  Journal 


December  1979 


FIGURE  I 


NEBRASKA  MEDICAL  CENTER  FLOW  SHEET 
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this  negotiate  where  he  will  reduce 
calories. 

B.  Arbitrary  diet  of  1500  calories. 

C.  Fast  for  1 week  followed  by  800  calorie 
diet 

Each  approach  can  work.  For  this  patient 
I would  start  with  A.  If  no  success  in  6 
months  I would  move  to  C. 

The  patient  will  quickly  grasp: 

• All  calories  count. 

• 1 pound  is  equal  to  3500  calories 

• Exercise  helps 

• The  combination  of  reduced  calories  plus 
caloric  equivalent  of  exercise  will  be  re- 
flected by  weight  on  flow  sheet. 

• Numbers.  Assume  2500  calories  are  re- 
quired to  maintain  ideal  body  weight.  If  he 
eats  1500  calories  daily  and  walks  1 hour 
(500  calories),  he  will  use  1500  calories 
from  tissues  (fat)  and  lose  almost  Vi  pound 
daily. 

• Compare  the  caloric  game  to  the  money 
game.  There  is  so  much  and  no  more.  Ex- 
cessive caloric  intake  is  like  overspending, 
with  an  inevitable  debt  to  pay. 

• That  the  recommended  diet  can  be  gourmet 
in  quality. 

The  diet  formulation  is  and  should  be  pre- 
sented as  a prescription.  It  is  beyond  the 
scope  of  this  presentation  to  detail  the 
variations  on  diabetic  diets.  These  are  widely 
available  to  physicians  and  are  less  effective 
than  the  individualized  diet. 

I recommend,  in  addition  to  the  appro- 
priate calorie  level: 

1.  High  carbohydrate  (60%  calories)  and  low 
fat  (20%  calories) 

2.  Low  cholesterol  (eliminate  eggs) 

3.  Low  salt 

8.  Insulin 
Indicated  for 

• Ketosis 

• Persistent  hyperglycemia 
When  indicated 

• Tell  the  patient  insulin  is  indicated  and  will 
be  needed  twice  daily. 


• Personally  assist  with  first  injection  (con- 
veys the  importance  directly  to  the  patient) 

•Use  only  U 100  Lente  and  Regular 

• Begin  with  20  u of  Lente  each  morning  and 
adjust 

• Add  pre-supper  Lente  if  fasting  hypergly- 
cemia is  present  after  maximal  morning 
dose  (as  judged  by  afternoon  hypoglycemia) 
is  reached.  Most  insulin  dependent  dia- 
betics require  twice  daily  insulin  for  op- 
timal regulation. 

• Add  regular  to  morning  injection  if  hyper- 
glycemia and  or  glycosuria  remain  in  late 
morning. 

• Make  clear  that  diet  is  basic  and  that 
regular  frequent  food  intake  is  essential. 
This  must  include  3 regular  meals  and  mid 
afternoon  and  bedtime  snacks.  Snacks 
should  not  be  omitted  based  on  urine  tests. 


9.  Office  Visits:  Progress  Assessment 

• Frequent  (biweekly  for  3 months) 

• Patient  brings  Clinilog 

• Patient  test  urine  for  glucose  and  ketones, 
under  supervision  of  nurse 

• Review  Flow  Sheet  with  patient 

• Physician  time  can  be  spared  by  telephone 
follow  ups  and  office  visits  with  nurse,  and 
dietitian  if  available. 


10.  Health  Care  Maintenance 

• Cigarettes  — stop!  Unlike  diabetes,  it  is 
not  controversial  that  smoking  produces 
cardiovascular  disease.  The  physician 
should  take  a clear  and  strong  stand  on 
this. 

D.  When  to  refer: 

• For  initial  patient  education  if  time  and 
interest  do  not  permit  this  to  be  done  in 
your  office. 

• For  regulation  during  unstable  periods. 
The  ultimate  expression  of  this  is  the 
brittle  diabetic. 

• For  complications  such  as  retinopathy 
(photocoagulation  may  be  indicated  for  pro- 
liferative changes),  severe  and  symptomatic 
neuropathy,  and  nephropathy  with  renal 
failure  (some  are  candidates  for  renal 
transplantation). 
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Health  Education  and  Nebraska 
Physicians:  A Statewide  Study 


During  the  fail  of  1977,  under 
the  auspices  of  the  Nebraska 
Medical  Association,  a study 
was  conducted  to  determine  the  extent  of 
involvement  in  health  education  programs  by 
Nebraska  physicians.  A questionnaire  was 
prepared  which  covers  the  following  major 
areas:  type  of  practice  and  specialty,  iden- 
tifiable school  and  community  health  educa- 
tion program  involvement  and  perceived 
effectiveness,  patient  education  programs 
involvement  and  continuing  education,  and 
number  of  hours  spent  in  health  education 
activities  each  week. 

Over  1500  questionnaires  were  mailed  to 
all  Nebraska  physicians  that  were  members 
of  the  Nebraska  Medical  Association.  Only 
273  physicians  returned  the  completed  ques- 
tionnaire. 

Due  to  the  nature  of  the  physician’s  time 
schedule,  it  was  necessary  to  develop  a 
simple  questionnaire  that  would  not  be 
demanding  on  their  time. 

Background  and  significance  of  the  study 
The  health  systems  agency  created  by 
Public  Law  93-641  in  1974  was  authorized  to 
establish  a state  health  plan.  One  portion  of 
this  state  health  plan  was  concerned  with 
health  education  since  it  was  identified  as 
one  of  the  ten  priorities  in  Public  Law 
93-641.  This  concern  was  stated  as  follows: 

“Developing  effective  methods  of  educat- 
ing the  general  public  concerning  proper 
personal  health  care,  and  effective  use  of 
available  health  service.” 

The  Health  Education  in  Schools  and  Col- 
leges committee  of  the  Nebraska  Medical 
Association  responded  for  input  into  the 
health  education  standards  of  the  state 
health  plan  by  initiating  this  baseline  study 
on  physician  involvement  in  health  education 
in  Nebraska.  It  was  important  to  know  the 
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extent  physicians  were  involved  in  health 
education  activities  and  in  the  component 
parts  of  a health  education  program.  The 
committee  has  studied,  in  depth,  the  problem 
of  health  promotion,  especially  in  schools  and 
colleges  for  the  past  fifteen  years.  Several  of 
these  studies  have  stimulated  further 
development  of  health  promotion  in  the  State 
of  Nebraska.  Within  the  last  three  years  it 
was  discovered  that  if  significant  progress  in 
school  health  education  was  to  be  achieved, 
community  support  and  particularly  the 
support  of  parents,  was  vit^d.  In  addition, 
coordination  and  integration  of  an  over-all 
comprehensive  health  education  program 
within  a community  was  considered  essential 
for  an  effective  school  health  education 
program.  The  committee  studied  this 
question  carefully  and  felt  that  in  order  to 
offer  significant  recommendations  to  the 
State  Health  Plan  in  regard  to  health 
standards,  a baseline  study  was  essential. 


Results  of  the  survey 

Most  physicians  responding  were  involved 
in  a group  practice.  (See  Table  I).  The  next 
largest  type  of  practice  was  individual,  or 
solo,  accounting  for  35%  of  the  respondents. 
The  remaining  106  physicians  or  39%  were 
involved  in  a variety  of  practices  ranging 
from  health  department  to  teaching. 
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TABLE  I 

Reported  type  of  practice  and  specialty 
Type  of  Practice  N 


Associate  1 

Group  136 

Health  Department  . 1 

Hospital  1 

Industry  1 

Institution  2 

Partnership 9 

Residents  and  Students  5 

Solo  97 

Teaching 7 

Unknown 13 

TOTAL  273 


Speciedty 

N 

Cardiovascular 

36 

Pediatrics 

20 

General  

27 

General  Surgery 

22 

OB-GYN 

11 

Opthalmologist 

12 

Orthopedics 

17 

Psychiatry 

9 

Radiology 

14 

Unknown 

13 

Others 

92 

TOTAL 

273 

School  health  education  program  involvement 

Many  physicians  were  involved  in  a num- 
ber of  different  program  units  within  the 
confines  of  a public  or  private  school.  The 
questionnaire  specified  fifteen  different  pro- 
gram units  with  an  additional  “other”  cat- 
egory for  physicians  to  write  in  a program 
not  represented  on  the  questionnaire. 

Of  particular  importance  is  the  diversity  of 
involvement  of  Nebraska  physicians  in 
school  health  education  programs  and  their 
perceived  effectiveness.  Overall,  most  phy- 
sicians felt  that  their  involvement  in 
individual  school  program  units  were 
effective  in  terms  of  contributions  to  sound 
health  education  directed  at  students  at  all 
educational  levels. 

TABLE  II 

Reported  school  health  education  program  involvement 
type  of  program  and  perceived  effectiveness 


Program  Unit  N 

Drug  Abuse 38 

Smoking  47 

Alcohol  33 

Sex  Education 49 

Teen-age  Pregnancies  29 

Life  Styles  23 

Environmental  Concerns  20 

Disease  Prevention  40 

Health  Care  Delivery  ...  29 
Public  Health  Controls  13 
Citizenship  Responsibility 
for  Health  18 

Nutrition  26 

Athletic  Injuries  40 

PTA  Programs  8 

Health  for  Teachers  20 

Other  36 


Effectiveness 

No.  involved 

Don’t 

in  numerous 

Yes 

No 

know 

programs 

30 

5 

8 

5 

33 

7 

14 

9 

31 

2 

6 

4 

40 

4 

19 

11 

24 

3 

10 

6 

24 

3 

3 

17 

4 

1 

35 

13 

6 

23 

5 

7 

2 

3 

14 

1 

2 

18 

9 

9 

4 

34 

2 

4 

2 

15 

2 

17 

24 

4 

Four  percent  of  the  physicians  reported 
that  they  served  on  the  Board  of  Education 
for  a high  school  or  a college. 


Community  health  education  programs 

Table  HI  is  a compilation  of  both  committee 
involvements  and  lectures  to  community 
groups  by  physicians. 

Approximately  44%  of  the  responding 
physicians  stated  that  they  were  involved  in 
or  a member  of  a health  education  committee 
of  either  an  official  or  voluntary  health 
agency.  The  main  involvements  appear  to  be 
with  Cancer  Society  and  the  Heart  Associa- 
tion affiliates  which  are  known  to  be  active 
nationally. 

With  respect  to  community  group  lectures, 
most  physicians  (77%  ) responded  that  they 
gave  lectures  to  service  clubs,  social  agen- 
cies, and  churches.  (See  Table  III).  Data  on 
the  frequency  of  the  lectures  was  not 
available. 

TABLE  III 

Reported  physician  involvement  on  health  education 
committees  and  lectures  to  community  groups 


Health  Educ.  Committee 

N 

Comm.  Group  Lect. 

N 

Cancer  Society 

32 

Service  Clubs  . 

77 

Heart  Association  

27 

Social  Agencies 

39 

Lung  Association 

9 

Welfare  Agencies 

17 

Dairy  Council  

0 

Churches 

64 

State/Local  Health 

Business 

5 

Department 

15 

Hospitals 

4 

Arthritis  Foundation 

6 

Patients  . 

2 

March  of  Dimes  

4 

Nurses 

3 

Kidney  Foundation 
Other  

2 

25 

Fire  Department 

1 

Patient  education 

The  majority  of  physicians  (92%  ) reported 
that  they  were  involved  in  patient  education 
programs.  (See  Table  IV).  It  was  noted  that 
the  majority  of  respondents  were  involved  in 
office  and  hospital  (75%  ) patient  education 
programs.  However,  it  must  be  mentioned 
that  no  information  is  available  as  to  the 
specific  types  of  patient  education  programs 
that  are  being  conducted. 

TABLE  rV 

Reported  type  of  patient  education  organized 
program  involvements 


Program  N 

Office  Practice  92 

Hospital  115 

Nursing  Homes  20 

Community  Mental  Health  Centers  12 

Rehabilitation  Facilities  14 
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Health  education  in  the  workplace 

Very  few  physicians  were  involved  (6%  ) in 
health  education  programs  involving  private 
industry.  (See  Table  V).  Of  those  involved 
the  majority  felt  that  the  health  education 
programs  were  effective. 


TABLE  V 

Reported  workplace  health  education  involvements 
and  perceived  effectiveness 


Workplace  N 

Health  industry  ....  8 

Private  industry ....  7 

Public  service 3 

School  affiliated. ...  2 


EfTectiveneaH 

Target  (;roup  Yea  No  Don't 

know 

Patient,  physicians, 

employees 8 

Employees 3 1 3 

Employees 3 

Students 2 


Additional  data 

The  remaining  categories  did  not  yield 
sufficient  data  to  put  into  tabular  form. 
These  categories  included;  continuing  educa- 
tion in  the  health  sciences:  number  of  hours 
spent  in  health  education  activities;  and 
Board  of  Education  involvement. 


Thirty  physicians  responded  that  they 
were  involved  in  continuing  education  in  the 
health  sciences  to  various  educational  and 
health  disciplines.  These  involvements 
ranged  from  continuing  education  for  ele- 
mentary school  teachers  to  medical  tech- 
nologists and  nurses. 


committees  of  the  agencies  are  supervised  or 
directed  by  physicians  and  the  data  received 
reflects  the  extent  of  input  and  leadership  by 
Nebraska  physicians.  In  addition  to  the 
community  health  education  committee  in- 
volvements, many  physicians  also  meet  com- 
munity health  education  needs  by  lecturing 
to  community  groups,  specifically  service 
clubs. 

Patient  education  is  a real  target  area  for 
physician  involvement.  According  to  the 
results,  most  patient  education  is  in  the 
office  or  the  hospital.  In  a strict  sense,  in 
both  settings  the  physician  has  a captive 
audience.  Utilizing  the  proper  methods,  this 
could  prove  a very  effective  setting  for 
sound  health  education. 

In  the  past  few  years  much  emphasis  and 
concern  has  been  directed  at  health  educa- 
tion. Many  major  reports  document  the 
need  for  school,  community,  and  patient 
health  education  programs.  However,  even 
though  the  need  is  documented,  there  still 
appears  to  be  a question  among  many 
professionals  as  to  what  constitutes  health 
education.  Some  professionals  feel  that  health 
education  is  merely  the  dissemination  of 
facts  to  individuals  or  groups,  while  others 
feel  it  is  a much  more  comprehensive 
endeavor. 


Ninety-five  physicians  responded  that  they 
spent  approximately  1-2  hours  per  week  in 
health  education  activities.  The  remainder 
ranged  from  50  hours  per  week  to  3-4  hours 
per  we^k. 

Discussion 

Much  of  the  information  obtained  in  this 
study  provides  an  overview  to  the  health 
education  involvements  of  Nebraska  phy- 
sicians. 

School  health  appears  to  be  an  area  of 
concern  for  Nebraska  physicians.  This  is 
reflected  in  the  extent  of  involvement  of  the 
diverse  number  of  different  school  health 
education  programs  in  which  they  are  in- 
volved. Physicians  are  providing  a tremen- 
dous service  to  the  schools  and  youth. 

Community  health  education  is  provided 
by  many  of  the  official  and  voluntary  health 
agencies.  Many  of  the  health  education 


According  to  the  Joint  Committee  on 
Health  Education  Terminology,'*  health 
education  is  “a  process  with  intellectual, 
psychological  and  social  dimensions  relating 
to  activities  which  increase  the  abilities  of 
people  to  make  informed  decisions  effecting 
their  personal,  family,  and  community  well 
being.” 

The  Task  Force  report  on  consumer  health 
education  (1975)  as  adopted  by  the  Bureau  of 
Health  Education  described  the  Consumer 
Health  Education  as  embracing  a set  of 
activities  as  follows: 

a.  inform  people  about  health,  illness,  dis- 
ability, and  ways  in  which  they  can 
improve  and  protect  their  own  health, 
including  more  efficient  use  of  the  de- 
livery system. 

b.  motivate  people  to  want  to  change  to 
more  healthful  practices. 
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c.  help  them  learn  the  necessary  skills  to 
adopt  and  maintain  healthful  practices  and 
lifestyles. 

d.  foster  teaching  and  communication  skills 
in  all  those  engaged  in  teaching  consumers 
about  health. 

e.  advocate  changes  in  the  environment  to 
facilitate  healthful  conditions  and  healthful 
behavior. 

f.  add  to  knowledge  via  research  and  eval- 
uation concerning  the  most  effective  ways 
of  achieving  the  above  objectives. 

Health  Systems  Service  definition  of 
health  education  service  is  as  follows: 

“Those  services  directed  toward  informing, 
educating  and  motivating  the  public  to  adopt 
personal  lifestyles  and  nutritional  practices 
which  will  promote  optimal  health,  avoid 
health  risks,  and  make  appropriate  use  of 
health  care  services  in  a community.” 

These  definitions  represent  the  present 
direction  of  health  education.  One  important 
point  that  is  implied  in  the  definition  of 
health  education,  is  that  the  health  education 
program  is  a multi-disciplinary  effort.  In 
other  words,  many  diverse  professionals  can 
be  catalysts  to  sound  health  education.  The 
one  professional  who  is  in  a strategic  position 
to  promote  sound  health  education  is  the 
physician. 

Summary 

Overall,  the  results  of  the  study  are 
encouraging  in  that  many  physicians  are 
involved  in  health  education  programs  in  a 
variety  of  settings. 


It  has  been  recognized  that  physician 
involvement  and  leadership  is  essential  for 
the  development  of  a comprehensive  health 
education  program  in  the  local  community. 
It  has  been  recognized  that  the  component 
parts  of  a comprehensive  health  education 
program  are  interdependent  and,  therefore, 
it  is  necessary  to  develop  a coordinated 
comprehensive  health  education  program 
within  a community. 

Achieving  optimum  health  throughout  life 
has  its  roots  in  early  years  of  life  and  is  a 
continuing  lifelong  process.  Physicians  have  a 
vital  role  to  play  in  this  continuous  process 
from  birth  to  death. 

The  health  education  committee  of  the 
Nebraska  Medical  Association  expresses  its 
appreciation  to  those  physicians  who  re- 
sponded to  the  questionnaire  and  to  recog- 
nize those  physicians  who  are  making  a 
significant  contribution  in  the  promotion  of 
health  education  and  the  quality  of  life  for 
the  citizens  and  especially  the  youth  in 
Nebraska. 
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Extra-anatomical  Reconstruction  in 
Unilateral  Iliac  Arterial  Occlusive  Disease 


SINCE  the  initial  report  of 
femerofemoral  bypass  graft- 
ing by  Vetto  in  1962, ‘ bypass 
grafting  via  extra-anatomical  routes  has 
become  an  established  alternative  method  of 
reconstructing  the  occluded  iliac  arterial 
segment.  The  following  is  a review  of  our 
experience  with  patients  undergoing  femero- 
femoral and  iliofemoral  bypass  grafting  for 
unilateral  iliac  arterial  occlusive  disease  for 
the  past  two  years  at  the  University  of 
Nebraska  Medical  Center  and  the  Omaha 
Veterans  Administration  Medical  Center. 

Materials  and  Methods 

Nine  femerofemoral  and  two  iliofemoral 
bypasses  were  performed.  Patients  ranged  in 
age  from  48  to  87  years  (average  age-77 
years).  There  were  ten  males  and  one  female 
in  the  group.  Ten  patients  had  signs  and 
symptoms  of  advanced,  limb-threatening  is- 
chemia prior  to  operation:  and  of  these  ten, 
seven  had  ulceration  of  the  skin  of  the 
extremity  or  gangrene  of  one  or  more  toes 
preoperatively.  Claudication  was  the  indica- 
tion for  operation  in  one  patient  in  the  group 
whose  symptoms  developed  secondary  to 
occlusion  of  one  limb  of  an  aorto-bi-iliac  graft. 

Significant  associated  disease  was  common 
in  our  patients.  Nine  of  eleven  patients  had  a 
history  of  significemt  cardiovascular  or 
cerebrovascular  disease.  Additionally,  eight 
of  the  eleven  had  chronic  obstructive  pul- 
monary disease  of  significant  severity  to 
limit  their  activity.  There  were  two  diabetics. 
Two  patients  had  known  bladder  carcinoma. 
Two  patients  had  severe  respiratory  insuf- 
ficiency at  the  time  of  operation,  and  one 
patient  had  had  a stroke  two  days  prior  to 
operation. 

The  arterial  lesion  requiring  correction 
was  atherosclerotic  occlusion  of  one  iliac 
artery  in  seven  patients,  neglected  embolic 
occlusion  of  one  iliac  artery  in  one  patient, 
thrombosis  of  one  limb  of  an  aorto-bi-iliac 
graft  in  one  patient,  and  thrombosis  of  one 
limb  of  an  aorto-bi-femoral  graft  in  two 
patients. 
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Operative  Techniques 

Femorofemoral  Grafts  (9  cases):  Femero- 
femoral bypass  grafting  was  accomplished 
with  local  anesthesia  in  five  cases,  general 
anesthesia  in  three  cases,  and  spinal  an- 
esthesia in  one  case.  Knitted  dacron  grafts, 
either  eight  or  ten  mm  in  diameter,  were 
used  in  all  cases.  Following  anastomosis  to 
the  donor  common  femoral  artery  in  the 
groin,  the  graft  was  tunneled  suprapubically 
in  the  subcutaneous  space  and  anastomosed 
to  the  opposite  common  or  deep  femoral 
artery.  (Fig.  1) 

Diofemoral  Grafts  (2  Cases):  Iliofemoral 
bypass  grafting  was  accomplished  with  gen- 
eral anesthesia  in  both  cases.  The  patent 
donor  limb  of  the  old  aorto-bi-femoral  graft 
was  approached  retroperitoneally  via  a lower 
abdominal  muscle-splitting  incision  and  an 
anastomosis  was  made  between  the  side  of 
the  old  graft  and  the  proximal  end  of  the 
new  graft.  The  graft  was  then  tunneled 
across  the  pelvis  in  the  retroperitoneal  plane. 
The  distal  end  of  the  graft  was  then  drawn 
beneath  the  inguinal  ligament  through  the 
femoral  canal  and  into  the  opposite  groin  for 
anastomosis  to  the  common  or  deep  femoral 
artery.  (Fig.  2) 

Results 

There  were  no  operative  deaths.  The 
initial  patency  rate  for  the  eleven  grafts  was 
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100% . Follow-up  information  ranging  from 
seven  to  twenty-four  months  (average  follow- 
up period  — 16  months)  was  available  for 
nine  of  the  eleven  patients. 

Of  the  seven  patients  with  preoperative 
gangrenous  changes,  the  lesions  had  healed 
in  six,  either  by  the  time  of  discharge  or 
within  the  period  of  follow-up.  Pain  at  rest,  a 
common  preoperative  symptom  in  our  pa- 
tients, was  relieved  postoperatively  in  all  but 
one  patient. 

Only  one  patient  in  the  group  has  required 
a major  amputation  in  the  period  of  follow- 
up. This  was  a patient  with  preoperative 
gangrene  of  the  forefoot  who  subsequently 
required  a below-knee  amputation. 


Figure  1 

Femerofemoral  Bypass  Graft 


Figure  2 

Iliofemoral  Bypass  Graft 


Two  grafts  have  failed.  One  femerofemoral 
graft  occluded  twenty  months  postoperative- 
ly secondary  to  progression  of  disease  in  the 
donor  iliac  artery.  This  patient  subsequently 
underwent  successful  standard  aorto-bi- 
femoral  bypass  grafting.  One  iliofemoral 
graft  occluded  seven  months  postoperatively 
secondary  to  stenosis  of  the  distal  anasta- 
mosis.  This  was  treated  by  thrombectomy  of 
the  graft  and  patch  angioplasty  to  widen  the 
distal  anastamosis.  The  graft  is  presently 
functioning  well  seventeen  months  after 
reoperation. 

Discussion 

Aortoiliac  endarterectomy  and  aorto- 
femoral  bypass  grafting  are  the  standard 
methods  of  reconstructing  the  aortoiliac 
arterial  segment.  The  long-term  patency 
rates  for  these  reconstructions  are  excellent, 
varying  from  72-90%  in  several  large 
series.2. 3, 4 Dissatisfaction  with  these  stan- 
dard methods  in  selected  situations  has  led 
to  the  development  of  alternative  techniques. 
There  are  two  situations  in  which  an 
extra-anatomical  bypass  technique  may  be 
clearly  preferred  in  reconstruction  of  the 
aortoiliac  arterial  segment: 

1)  The  anatomic  route  is  not  available  be- 
cause of  tumor,  radiation  treatment,  pre- 
vious operation,  or  infection. 

2)  A procedure  of  lesser  magnitude  is  pre- 
ferred in  hopes  of  reducing  the  risk  of 
morbidity  and  mortality  in  a “poor-risk” 
patient 

Femerofemoral  and  iliofemoral  bypass 
grafts  were  developed  as  alternative  tech- 
niques in  patients  with  unilateral  iliac  oc- 
clusions. Our  experiences  and  those  of  others 
lend  support  to  the  concept  that  femero- 
femoral and  iliofemoral  bypass  grafting  can 
be  accomplished  with  minimal  morbidity  and 
mortality  and  yield  excellent  results.  Indeed, 
long-term  patency  rates  have  been  com- 
parable to  those  reported  for  endarterectomy 
and  standard  aortofemoral  bypass  grafting.56 

In  patients  who  have  had  previous  aorto- 
bi-femoral  grafts,  we  have  favored  the 
iliofemoral  over  the  femerofemoral  technique 
for  purely  technical  reasons.  These  relate  to 
the  presence  of  the  old  femoral  anastomosis 
on  the  donor  side. 
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Summary 

Femerofemoral  and  iliofemoral  bypass 
grafting  techniques  have  become  accepted 
alternative  methods  of  reconstructing  the 
occluded  iliac  arterial  segment  in  selected 
situations.  We  have  found  these  operative 
procedures  to  be  relatively  simple  and  to  be 
associated  with  low  morbidity  and  mortality 
and  productive  of  excellent  results. 

References 

1.  Vetto  RM:  The  treatment  of  unilateral  iliac  artery 
obstruction  with  a transabdominal,  subcutaneous, 
femerofemoral  graft.  Surgery,  52:342,  1962. 


2.  Mozersky  DJ,  Sumner  DS,  Strandness  DE:  Long- 
term results  of  reconstructive  aortoiliac  surgery.  Amer- 
ican Journal  of  Surgery,  123:503,  1972. 

3.  Minken  SL,  DeWeese  TA,  Wheelock  AS,  Mahoney 
EB,  and  Rob  CG:  Aortoiliac  reconstruction  for  athero- 
sclerotic occlusive  disease.  Surgery,  Gynecology,  Ob- 
stetrics, 126:1056,  1960. 

4.  Pitcher  DB,  Barker  WF,  and  Cannon  JA:  An 
aortoiliac  endarterectomy  case  series  followed  10  years 
or  more.  Surgery,  67:5,  1970. 

5.  Mannick  JA,  Balby  SM:  Femerofemoral  grafting: 
indications  and  late  results.  American  Journal  of 
Surgery,  136:190,  1978. 

6.  Sheiner  NM:  Peripheral  vascular  surgery;  alter- 
native, anatomical  pathways  and  the  use  of  allograft 
veins  as  arterial  substitutes.  Current  Problems  in 
Surgery,  15:  1-76,  August,  1978. 


The  Pseudothrombophlebitis  Syndrome: 
The  Use  of  Ultrasound  in  Diagnosis 


ABSTRACT 

The  patient  with  arthritis  of  the 
knee  may  develop  calf  swell- 
ing, pain,  and  warmth  as- 
sociated with  a popliteal  cyst.  This  clinical 
presentation,  recently  named  the  pseudo- 
thrombophlebitis syndrome,  is  often  mis- 
taken for  thrombophlebitis.  The  development 
of  this  syndrome  is  dependent  on  (a)  chronic 
knee  effusion  and  (b)  formation  of  a popliteal 
cyst  via  a valvular  communication  with  the 
knee.  The  popliteal  cyst  may  rupture  or 
extend  into  the  calf,  leading  to  the  clinical 
presentation  of  calf  pain,  warmth,  swelling, 
and  tenderness.  Proper  diagnosis  of  pseudo- 
thrombophlebitis avoids  prolonged  hospitali- 
zation and  risks  of  unnecessary  anticoagula- 
tion. Ultrasound  is  a safe,  noninvasive,  rapid, 
and  sensitive  diagnostic  aid.  Although 
pseudothrombophlebitis  usually  responds  to 
medical  management,  anterior  synovectomy 
may  be  required. 

The  popliteal  cyst  in  association  with 
arthritis  was  first  described  by  Adams  ^ in 
1940.  Baker^  in  1887  recognized  that  these 
joint  associated  cysts  could  suddenly  rupture 
and  produce  unilateral  calf  pain  and  swelling, 
mimicking  thrombophlebitis.  This  misleading 
clinical  presentation  of  popliteal  and  calf 
cysts  has  appropriately  been  called  the 
pseudothrombophlebitis  syndrome. ^ The  rec- 
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ognition  of  pseudothrombophlebitis  will  help 
avoid  prolonged  hospitalization  and  risks  of 
unnecessary  anticoagulation.  ^ Contrast 
arthrography  has  been  sensitive  and  specific 
in  detecting  popliteal  cysts.  However,  the 
recently  developed  technique  of  ultrasound 
B-scanning  now  appears  to  be  preferable  for 
initial  screening  and  detection  of  these  cysts.^ 

Two  patients  with  rheumatoid  arthritis 
and  one  with  osteoarthritis  are  presented  to 
illustrate  the  pseudothrombophlebitis  syn- 
drome. A review  of  pathophysiology,  a 
comparison  of  diagnostic  technique,  and  the 
management  of  pseudothrombophlebitis  are 
presented. 

Report  of  cases 

Case  1.  — A 44  year  old  white  male  with 
rheumatoid  arthritis  was  hospitalized  with 
left  leg  pain  and  swelling.  He  had  been  well 
till  seven  months  previously  when  he  de- 

‘Requests  for  reprints  should  be  addressed  to  Robert  S.  Wigton.  M.D.. 
Department  of  Internal  Medicine,  UNMC.  42nd  and  Dewey.  Omaha. 
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veloped  acute  arthritis  in  the  right  shoulder. 
Symmetrical  joint  involvement  of  his  hands, 
wrists,  hips,  knees,  ankles,  and  feet  followed. 
Medical  management  had  included  salicylate 
and  gold  therapy.  One  week  prior  to  admis- 
sion, his  left  leg  from  the  knee  to  the  foot 
became  severely  swollen  with  associated 
pain,  warmth,  and  erythema. 

Physical  examination  showed  subcutaneous 
rheumatoid  nodules  over  both  forearm  ex- 
tensor surfaces.  Active  synovitis  and  ef- 
fusions were  present  in  the  hands,  knees, 
ankles,  and  feet  bilaterally. 

There  was  edema  of  the  left  leg  below  the 


knee,  with  erythema  and  increased  warmth 
over  the  left  calf.  The  left  calf  was  taut, 
tender,  and  swollen  (girth  6.7  cm  greater 
than  the  right  calf).  Homan’s  sign  was 
positive  on  the  left.  A firm,  tender  left 
popliteal  cyst  and  a spongy  right  popliteal 
cyst  were  palpated.  There  were  no  palpable 
veins  or  cords  in  the  lower  extremities. 

Contrast  arthrograms  of  the  left  knee 
showed  contrast  material  outlining  a pop- 
liteal cyst  with  diffusion  of  dye  into  the  calf 
area  (Fig.  1). 

Following  intra-articular  injection  of  ster- 
oids, bed  rest,  and  salicylate  therapy,  there 


Figure  1.  A.  Arthrogram  of  the  left  knee  in  case  1 
shows  a synovial  cyst  that  has  ruptured  into  the  calf 
with  extravasation  along  tissue  planes. 
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EXTRAVASATION  OF  CONTRAST 
MATERIAL  FROM  RUPTUREDCYST 
INTO  TISSUE  PLANES  OF  CALF 


B.  Diagram  of  the  arthrogram  in  case  1. 


continued  to  be  left  calf  inflammation  and 
pain  with  resulting  disability.  A left  knee 
anterior  synovectomy  was  performed,  fol- 
lowed by  significant  improvement  in  mo- 
bility. 

Case  2.  — A 24  year  old  white  female  with 
juvenile  rheumatoid  arthritis  was  hospital- 
ized for  a swollen  right  knee  and  upper  calf. 
At  age  12  she  had  developed  arthritis  of  the 
right  knee.  Progression  of  the  arthritis 
necessitated  right  and  left  hip  replacements 
at  the  age  of  23.  Several  days  prior  to  this 
hospitalization  she  noted  the  rapid  onset  of 
swelling  in  the  right  upper  calf  with  tender- 
ness and  increased  warmth  in  this  area. 

There  was  an  effusion  and  soft  tissue 
swelling  with  active  synovitis  of  the  right 
knee.  Diffuse  swelling  was  present  in  the 
right  popliteal  area  with  limitation  of  move- 
ment at  the  knee.  There  was  tautness  and 
edema  over  the  right  upper  calf.  The  right 
calf  was  swollen  and  was  moderately  tender 
with  erythema  and  increased  warmth. 


Ultrasound  B-scanning  of  the  right  knee 
demonstrated  a popliteal  cyst  (Fig.  2).  Medi- 
cal therapy  was  not  successful  and  a right 
knee  synovectomy  was  performed  followed 
by  significant  clinical  improvement. 

Case  3.  — A 78  year  old  white  female  was 
hospitalized  because  of  left  calf  swelling.  She 
had  had  long  standing  degenerative  arthritis 
involving  the  shoulders,  spine,  hips,  and 
knees.  During  the  previous  two  years  her 
symptoms  had  increased,  especially  in  the 
knees.  Two  weeks  prior  to  this  hospitaliza- 
tion she  had  been  admitted  to  another 
hospital  for  acute  swelling  and  tenderness  of 
the  left  calf.  She  was  treated  with  bed  rest 
and  intravenous  heparin  therapy  for  sus- 
pected thrombophlebitis.  Swelling  and  dis- 
comfort persisted  in  the  upper  left  calf  area 
and  she  was  subsequently  referred  for 
re-evaluation. 

There  was  instability,  deformity  and  ef- 
fusion in  the  left  knee,  and  a well  defined 
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Figure  2.  Prone  transverse  ultrascan  demonstrating 
Baker’s  cyst  at  (A)  level  of  right  knee  joint  and  (B)  just 
below  right  knee  joint. 


localized  nontender  swelling  in  the  upper  left 
calf. 

Ultrasound  B-scanning  demonstrated  a 7 
by  2.5  cm  calf  cyst  (Fig.  3).  Following 
intra-articular  steroid  injection  and  oral  as- 
pirin, the  calf  inflammation  subsided. 

Discussion 

The  pathology  of  popliteal  cysts 

The  popliteal  cyst  is  named  for  Baker.^  He 
had  recognized  that  the  cyst  could  rupture, 
and  in  fact,  reported  one  patient  with 
unilateral  calf  pain  and  swelling  associated 
with  a knee  effusion  who  was  felt  to  have 
thrombophlebitis  until  synovial  fluid  was 
aspirated  from  the  calf. 

Baker  and  subsequent  authors  suggested 
popliteal  cysts  might  arise  from  either  a 


distended  bursa  or  posterior  herniation  of 
the  joint  capsule.®  '^  It  is  now  believed  that 
most  popliteal  cysts  arise  from  a distended 
bursa.  This  is  supported  in  the  majority  of 
cases  by  anatomical  dissection,  surgical  stu- 
dies, or  arthrography. 3 ® 

The  formation  of  a bursal  cyst  in  the 
popliteal  area  requires  two  conditions:  (a)  a 
chronic  knee  effusion  produced  by  an  intra- 
articular  lesion,  and  (b)  a valvular  com- 
munication between  the  joint  space  and 
cyst.®  Although  rheumatoid  synovitis  is  the 
most  frequent  cause  of  intra-articular  knee 
effusion  associated  with  a popliteal  cyst, 
other  causes  include  systemic  lupus  erythem- 
atosus, psoriatic  arthritis,  Reiter’s  syndrome, 
ankylosing  spondylitis,  mixed  connective 
tissue  disease,  gout,  osteoarthritis,  meniscal 
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A.  Prone  Transverse 


B Prone  Sagittal 


Figure  3.  Ultrascan  of  popliteal  cyst  extending  into 
the  left  calf. 


injuries,  trauma,  and  osteochrondritis 
dissecans.^- ^ The  extension  of  disease  from 
the  knee  joint  to  the  popliteal  bursa  is  via  a 
valvular  communication.  The  communicating 
channel  allows  effusion  from  the  knee  joint 
to  escape  into  the  bursa  but  not  in  the 
reverse  direction.  Of  the  six  bursae  that 
surround  the  knee,  the  gastrocnemius- 
semimembranosus  bursa  is  the  one  that 
most  frequently  communicates  with  the  knee 
joint  via  a valvular  communication.  This 
bursa  lies  medial  and  posterior  to  the  knee 
joint.®  Anatomic  studies  of  cadavers  have 
shown  valvular  channels  in  40-50%  of  normal 
knees.®  Similar  frequencies  of  popliteal  cysts 
have  been  found  in  unselected  patients  with 
rheumatoid  arthritis  with  knee  effusions 
using  ultrasound  B-scanning.s 

Marked  increases  in  the  intra-articular 


pressure  of  a rheumatoid  knee  contributes  to 
the  formation  of  the  popliteal  cyst.  The 
increased  pressure  results  from  (a)  the 
increased  volume  of  fluid  due  to  synovial 
effusion  and  (b)  the  decreased  distensibility 
of  the  joint  capsule  from  the  scarring  of 
rheumatoid  arthritis.  At  rest,  the  extended 
normal  knee  has  an  intraarticular  pressure 
near  atmospheric  pressure  dropping  to  30mm 
Hg  below  atmospheric  pressure  while  walk- 
ing. In  contrast,  knee  joints  with  moderate 
effusion  during  a full  knee  bend  may  attain 
an  intra-articular  pressure  of  1,000  mm 
Hg."  However,  measurements  of  popliteal 
intracystic  pressure  in  rheumatoid  arthritis 
show  the  average  pressure  to  be  two  to  ten 
times  higher  than  that  in  the  knee  joint.® 
Hence,  the  valvular  communication  to  the 
bursal  cyst  may  serve  as  a protective 
mechanism  for  the  knee  joint. 
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The  pathogenesis  of  pseudothrombophlebitis 

Popliteal  cysts  are  associated  with  a range 
of  clinical  findings.  They  may  be  asympto- 
matic or  show  only  mild  swelling  and 
tenderness.  The  sudden  onset  of  calf  pain, 
swelling,  and  warmth  with  a positive  Ho- 
man’s sign  in  the  presence  of  a popliteal  cyst 
usually  represents  a pseudothrombophlebitis 
syndrome.  This  syndrome,  which  mimics 
thrombophlebitis,  can  develop  because  of:  (a) 
rupture  of  a popliteal  cyst,  or  (b)  extension 
of  a popliteal  cyst  into  the  calf  (calf  cyst). 

The  popliteal  cyst  can  rupture  suddenly 
because  of  the  high  intracystic  pressures. 
Synovial  effusions  dissect  through  the  tissue 
planes  of  the  calf  causing  cell  autolysis  with 
generalized  calf  inflammation.  Cyst  rupture 
has  an  acute  onset  and  occurs  more  often  in 
patients  in  early  stages  of  rheumatoid  knee- 
joint  involvement  where  muscle  strength  is 
well  preserved." 

Calf  cysts  tend  to  produce  symptoms  of 
swelling  and  tenderness  more  gradually 
through  enlargement  in  the  tissue  planes. 
They  may  become  greatly  enlarged.  These 
giant  synovial  cysts  of  the  calf  may  extend 
down  to  the  achilles  tendon. 

Pseudothrombophlebitis  vs  thrombophlebitis 

The  pseudothrombophlebitis  syndrome  may 
not  be  recognized  as  in  Case  3.  The  difficulty 
of  detecting  popliteal  cysts  on  physicial 
examination  adds  to  the  confusion.  A 
popliteal  fossa  mass  was  present  on  physical 
examination  in  only  27  (44%  ) of  62  patients 
with  popliteal  cysts  detected  by  arthrog- 
raphy.^ Features  that  help  differentiate 
pseudothrombophlebitis  from  thrombophle- 
bitis include:  (a)  presence  of  inflammatory 
joint  disease,  (b)  concommitant  pain  and 
swelling  of  the  knee,  (c)  a demonstrable  knee 
effusion,  and  (d)  absence  of  deep  vein 
tenderness  or  cords. ^ The  diagnostic  tech- 
niques useful  in  confirming  the  presence  of 
popliteal  cysts  and  the  pseudothrombophle- 
bitis syndrome  include  contrast  ar- 
thrography, ^ ultrasound  B-scanning,^  articu- 
lar scans  using  I ’3'  serum  albumin*^  or 
technetium  99M,'4  and  direct  aspiration.'’ 

Contrast  arthrography  can  detect  popliteal 
and  calf  cysts,  and  in  addition,  may  help 
define  the  degree  of  synovial  villous  hyper- 


trophy and  detect  meniscal  of  ligamentous 
tears.  Arthrography  has  several  disadvan- 
tages. Full  extension  of  the  knee  standing 
and  exercise  of  the  knee  joint  are  recom- 
mended to  distribute  the  contrast  medium. 
However,  when  the  cooperation  of  the 
patient  is  compromised  as  a result  of  calf 
pain  the  study  may  be  unsatisfactory.  Also, 
loose  bodies  can  obstruct  the  channels  of 
communication  between  the  cysts  and  the 
knee  joint. 

Ultrasound  B-scanning  (Case  2 and  3) 
overcomes  some  of  these  problems.  Ultra- 
sound is  rapid,  noninvasive,  sensitive,  and 
reproducible.  In  patients  with  pseudothrom- 
bophlebitis whose  cooperation  was  compro- 
mised because  of  calf  pain,  popliteal  cysts 
have  been  shown  by  ultrasound  scanning 
that  were  not  seen  by  arthrogram.  Ultra- 
scanning is  useful  in  serial  evaluation  of 
cysts.  Popliteal  cysts  have  been  found  in 
rheumatoid  knees  by  scanning  at  a frequency 
that  approaches  that  of  the  anatomic  com- 
munication between  the  joint  space  and 
bursa  in  cadaver  studies.  The  practical  limits 
of  resolution  are  in  the  range  of  1.5  cm.'’ 
Thus,  small  cysts  that  have  leaked  may  be 
missed, but  the  rupture  of  larger  cysts  has 
been  demonstrated  with  the  use  of  ultra- 
sound B-scanning.'’' 

There  are  other  techniques  for  demon- 
strating popliteal  cysts.  Joint  scanning  with 
U^i  serum  albumin  is  an  invasive  technique 
and  also  requires  a 24  hour  waiting  period. 
Direct  aspiration  of  the  popliteal  cyst  may  be 
performed.  However,  there  are  hazards  as- 
sociated with  aspiration  such  as  bleeding  into 
the  cyst  and  formation  of  chronic  fistulae.® 


Therapeutic  management 

Treatment  of  the  pseudothrombophlebitis 
syndrome  is  directed  towards  the  active 
synovitis.  This  consists  of  intra-articular 
injections  of  Lidocaine  and  corticosteroids, 
bed  rest,  leg  elevation,  warm,  moist  heat, 
and  comfortably  fitting  ace  bandages  or 
elastic  hose.  Salicylates,  or  other  oral  non- 
steroid anti-inflammatory  agents,  should  be 
titrated  to  therapeutic  levels.  With  this 
management,  calf  swelling  and  pain  may 
resolve  within  48  hours.''  Anticoagulation, 
often  started  because  of  suspected  phlebitis 
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is  potentially  hazardous.  Hematomas  and 
hemorrhage  into  the  cyst"  may  result. 

When  medical  management  fails,  synovec- 
tomy should  be  considered.  Anterior  syno- 
vectomy is  the  most  effective  operation  in 
managing  the  rheumatoid  popliteal  cyst  and 
associated  pseudothrombophlebitis. Syno- 
vectomy removes  the  inflamed  synovium, 
removing  the  source  of  effusion.  Removal  of 
the  cyst  alone  may  result  in  reaccumulation 
of  fluid.  When  marked  joint  destruction  has 


occurred,  total  replacement  of  the  knee  joint 
to  provide  stability  and  freedom  from  pain 
may  be  necessary. 
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Down  Memory  Lane 


1.  Eighty  five  to  ninety  per  cent  of  all 
patients  subjected  to  nephrectomy  for  tuber- 
culosis of  the  kidneys  should  recover,  and  you 
should  expect  a complete  cure  in  70  per  cent  of 
all  cases. 

2.  State  Medicine  will  attract  the  weaker 
element  of  the  profession. 

3.  Within  the  memory  of  men  still  in  active 
practice  antiseptic  and  aseptic  methods  were 
unknown. 

4.  Appendicitis,  up  to  the  nineties  of  the 
last  century  the  bete  noir  of  the  family 
physician  under  the  name  of  inflammation  of 
the  bowels,  is  now  cured  by  a simple  operation. 

5.  There  are  in  the  United  States  more 
physicians  per  100,000  people  than  in  any 
other  country  in  the  world. 

6.  One  of  every  three  diabetic  patients 
develops  conditions  requiring  surgical  care. 


7.  As  a rule,  no  patient  should  undergo  an 
exploratory  laparotomy  until  at  least  an 
attempt  has  been  made  to  rule  out  lesions  of 
the  upper  urinary  tract. 

8.  Pus  takes  the  easiest  way  to  escape. 

9.  The  White  Plague  has  within  recent 
years  been  taken  from  the  catalogue  of  the 
scourge  of  the  ages  to  one  of  the  curable 
diseases  by  the  discovery  that  absolute  rest  in 
bed  during  the  active  stage,  fresh  air  and 
forced  feeding  of  highly  nutritious  foods,  will 
arrest  and  possibly  cure  most  cases. 

10.  The  Nebraska  Association  of  Medical 
Women  held  a meeting  in  Omaha,  November  2. 
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Confucious  stressed  social  responsibility, 
Lao  Tze  glorified  spontaneity  and  naturalness, 
and,  for  Buddha,  erudition  and  compassion 
were  key  virtues.  The  ancient  Jews  accepted 
man’s  frailty  and  believed  in  his  grandeur. 


Christ  preached  hope  and  resurrection,  and 
the  third  pillar  of  Islam  is  charity. 

One  would  think  that  by  1979  more  of  that 
wisdom  would  have  stuck  to  us.  Unfortunately, 
Christmas,  along  with  Thanksgiving,  Mother’s 
Day,  Father’s  Day,  and  now  Mother-in-Law’s 
Day,  has  become  a sort  of  “Festival  of 
Consumption.” 

One  feels  uneasy  about  the  somewhat  noisily 
protested  theme  of  “giving,”  now  — a season 
of  shopping-spending-“make  a list.”  Even 
Easter,  for  heaven’s  sake  (excuse  the  appro- 
priation, Sir)  edges  toward  the  same  end 
instead  of  remaining  a celebration  of  renewal, 
spring-and  resurrection.  And  some  people 
think  Santa  Claus  lives  in  Washington,  D.C.,  as 
the  Muskegon  banker  said. 

Stretching  credulity  a little,  maybe  even  the 
ancient  Celts  dimly  perceived,  in  their  cele- 
bration at  the  winter  solstice,  a gift  from 
Somebody. 

Since  the  spirit  of  Christmas  is  unselfish 
giving,  in  remembrance  of  God’s  gift,  we  all  do 
well  with  more  quid  and  less  pro  quo  in  our 
Christmas  spirit. 

The  Lord  has  not  proscribed  jollity,  though. 
So  — Holy  - and  Merry  Christmas  to  us  all! 

Charles  Landgraf,  M.D. 
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Auxiliary 


1.  Karrer’s  Karavan 

A successful  trek  to  North  Platte,  McCook, 
Alliance  and  Grand  Island  was  accomplished 
by  four  state  officers  in  the  last  week  of 
September.  At  North  Platte  a luncheon  meet- 
ing was  held  and  state  business  shared.  In 
McCook,  formulative  plans  were  made  to 
organize  a new  auxiliary  in  Southwest  Ne- 
braska. This  will  be  the  first  auxiliary  in  this 
area.  The  new  chairman  will  be  Mrs.  Sue 
Carson  (Mrs.  James)  from  McCook.  The 
legislative  chairmen  making  the  trip  conducted 
an  excellent  legislative  seminar  in  Alliance. 
Other  County  auxiliaries  represented  at  this 
“Back  to  the  Basics”  seminar  were  Scottsbluff, 
Northwest  and  Western-Quad.  Grand  Island 
entertained  the  group  with  a style  show  salad 
luncheon.  The  remaining  time  was  spent  in 
highlighting  state  projects. 

2.  Four  Leadership  Seminars  were  conducted 
at  the  1979  Leadership  Confluence.  J.  Paige 
Clousson,  Director  of  AMA  Department  of 
Negotiations,  led  the  “Art  of  People  Per- 
suasion.” He  examined  verbal  and  non-verbal 
modes  of  communication  as  well  as  basic 
psychological  considerations. 

“Management  of  Time”  explored  the  par- 
ticipant attitudes  about  the  use  of  time.  It 
provided  practical  “how  to”  techniques  and 
time  tips  for  accomplishing  more  in  less  time. 


Topics  included  living  goals;  priority  systems; 
planning  tools;  organization  techniques;  hand- 
ling interruptions;  and  helpful  time-savers.  It 
was  presented  by  David  L.  Schmidt,  President 
Management  Development  Associates  of 
Kansas. 

“Physical  Arrangements  and  Program  Plan- 
ning,” which  are  the  two  most  important 
ingredients  in  a meeting,  covered  how  to  select 
meeting  sites,  facilities,  and  services;  how  to 
build  a program;  and  how  to  promote  complete 
attendance.  It  was  conducted  by  Carla 
Neuschel,  Executive  Assistant  to  the  AMA 
Executive  Vice  President,  and  Dale  Whiteman 
AMA  Meetings  Manager. 

“Speak  Up;  The  Articulate  Woman”  pointed 
out  that  one  of  the  most  important  skills  to 
develop  in  strengthening  your  leadership  is  a 
confident  and  effective  style  of  speaking.  It 
taught  one  how  to  formulate  a personal 
speaking  checklist,  with  focus  on  how  you  can 
eliminate  the  negative  while  emphasizing  the 
positive  and  unique  qualities  of  your  speaking 
voice.  Marie  Kisiel,  PhD,  Professor  of  Humani- 
ties, Roosevelt  University  and  Discovery 
Workshop  for  Women  presented  the  seminar. 

Ardis  Grace 
President-Elect 

Burt- Washington  County  Auxiliary 
Blair,  Nebraska 
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Mail  contribution  to: 

University  of  Nebraska  Foundation 

P.O.  Box  30186 

Lincoln,  Nebraska  68503. 

Make  check  payable  to: 

Health  Galleries,  account  429. 


HEALTH  GALLERIES  DONOR  LIST 


Recognition  is  given  to  individual  and  medical  organizations 
as  follows: 

BENEFACTORS  (name  on  specific  exhibit)  $5,000-$25,000 
PATRONS  (name  on  a patron  plaque)  1,000-  4,999 

tSPONSORS  (certificate  of  appreciation)  200-  999 

Other  Supporters  10-  199 


Lancaster  County  Medical  Auxiliary 
Wander  Foundation,  Dorsey 
Laboratories 

Lancaster  County  March  of  Dimes 
Woodman  Accident  and  Life 
Insurance  Co. 

Dr.  and  Mrs.  George  Robertson 
Olney  Foundation 


Dr.  and  Mrs.  Y.  Scott  Moore 
Dr.  and  Mrs.  K.  T.  McGinnis 
Dr.  and  Mrs.  Richard  Gentry 
Dr.  and  Mrs.  O.  Robert  Hayes 
Dr.  and  Mrs.  Calvin  M.  Oba 
Dr.  and  Mrs.  Clyde  Kleager 
Dr.  and  Mrs.  Guy  M.  Matson 
Dr.  and  Mrs.  Joseph  Stitcher 
Dr.  and  Mrs.  George  Haslam 
Dr.  and  Mrs.  Palmer  Johnson 
Nebraska  Medical  Association 
Auxiliary 

Nebraska  Medical  Association 
Foundation 

Auxiliary  to  the  Greater  Omaha 
Medical  Society 
Nebraska  Heart  Association 
Nebraska  Lung  Association 
Donmarel  Foundation 
Northeast  Medical  Auxiliary 


BENEFACTORS 

Lincoln  Clinic,  P.  C.  in  memory  of 
Dr.  E.  B.  Reed: 

Dr.  and  Mrs.  Harold  Horn 
Dr.  and  Mrs.  John  L.  Reed 
Dr.  and  Mrs.  Kenneth  McGinnis 
Dr.  and  Mrs.  J.  H.  Hervert 
Dr.  and  Mrs.  John  Bengston 
Dr.  H.  J.  Sass 

Dr.  and  Mrs.  Stephen  Grenier 
PATRONS: 

Pathology  Medical  Services,  P.  C., 
Lincoln: 

Dr.  Donald  Dynek 
Dr.  John  Casey 
Dr.  George  Gammel 
Dr.  O.  R.  Hayes 
Dr.  David  Kutsch 
Dr.  H.  L.  Papenfuss 
Dr.  John  Porterfield 
Dr.  Robert  Shapiro 
Dr.  Larry  Toalson 
Dr.  Dan  Till 

Mrs.  Verna  Bosley  in  honor  of 
Dr.  and  Mrs.  Warren  Bosley 
Blue  Cross  - Blue  Shield 
E.  Burkette  Reed  Estate 
Banker’s  Life  Ins.  Co.,  Lincoln 
Security  Life  Ins.  Co.,  Lincoln 
Lincoln  Mutual  Life  Ins.  Co.,  Lincoln 


Dr.  and  Mrs.  Winston  Crabb 
Dr.  and  Mrs.  Larry  Fletcher 
Dr.  Pat  Grossman 
Dr.  Kazmirs  Stivrins 
Dr.  Patricia  Stivrins 
Dr.  and  Mrs.  Craig  Nolte 
Dr.  and  Mrs.  Wm.  Weyhrauch 
Dr.  and  Mrs.  Bowen  Tavlor 
Dr.  and  Mrs.  Marvin  Holsclaw 


Nebraska  Medical  Center 
Alumni  Association 
Nebraska  Academy  of 
Ophthalmology 
Lincoln  County  Auxiliary 
Dr.  and  Mrs.  Charles  Ashby 
Lincoln  Orthopaedic  and 
Rehabilitation  Clinic: 

Dr.  Patrick  E.  Clare 
Dr.  Fred  Ferciot 
Dr.  Paul  Goetowski 
Dr.  Gene  Lewallen 
Dr.  Bruce  A.  Miller 
Dr.  Charles  W.  Newman 
Dr.  James  K.  Styner 
Dr.  and  Mrs.  Gordon  Francis 
Adams  County  Medical  Auxiliary 

Dr.  and  Mrs.  Richard  M.  Pitsch 
Dr.  Herman  V.  Nuss 


Total  cost  of  the  Health  Galleries  Project  $500,000.00 
Goal  for  support  from  Medical  Community  150,000.00* 
♦House  of  Delegate  action  October  1976,  recommended 
that  each  physician  donate  $200.00  over  a three  year 
period. 


74%  of  the  $150,000.00  has  been  raised 
through  contributions  made  by  physicians 
listed  in  the  Nebraska  Medical  Journal.  All 
monies  raised  will  be  used  for  the  develop- 
ment of  the  exhibits  in  the  galleries. 


Dr.  and  Mrs.  Francis  Martin 
Scotts  Bluff  County  Auxiliary 
Dr.  and  Mrs.  Barney  Rees 
Dr.  and  Mrs.  Harry  D.  Shaffer 
Dr.  Woodrow  Meier 
Dr.  and  Mrs.  Robert  Sparks 
Dr.  and  Mrs.  John  Baldwin 
Dr.  and  Mrs.  H.  R.  Walker 
Dr.  Eugene  Peck 
Dr.  and  Mrs.  S.  F.  Nabity 


•SPONSORS: 

Dr.  and  Mrs.  B.  M.  Stevenson,  Jr. 
Cardio-Vascular  and  Thoracic 
Survery,  P.  C.  (Lincoln) 

Dr.  Stephen  Carveth 
Dr.  Herbert  Reese 
Dr.  Robert  Buchman 
Dr.  and  Mrs.  V.  Franklin  Colon 
Dr.  and  Mrs.  J.  M.  Stemper 
Dr.  and  Mrs.  A.  A.  Armstrong 
Dr.  and  Mrs.  John  M.  Grier 


Nebraska  Obstetric  and 
Gynecology  Society 
Kearney  Orthopedic  and 
Fracture  Clinic: 

Dr.  K.  W.  Ellis 
Dr.  M.  H.  Meyer 
Dr.  D.  A.  Wiebe 
Dr.  and  Mrs.  Bradley  Woodruff 
Dr.  and  Mrs.  Allen  D.  Dvorak 
Dr.  and  Mrs.  J.  R.  Schenken 
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Every  effort  is  made  to  give  proper 
recognition  to  contributors  to  the  Health 
Galleries.  If  an  error  has  been  made,  please 
notify  Helen  L.  Hayes,  Chairperson,  Aux- 
iliary Health  Gallery  Committee,  11711  Van 
Dorn,  Walton,  Nebraska  68461. 


University  of  Nebraska 
§ m State  Museum 


liffjGatleries 


Lincoln  Benefit  Life,  Lincoln 
Dr.  and  Mrs.  Paul  Bancroft 
Dr.  and  Mrs.  Larry  V\'.  Woo<J 
Dr.  and  Mrs.  Elliott  Rustad 
Dr.  and  Mrs.  Wesley  G.  Tomhave 
Dr.  and  Mrs.  Leonard  Lee 
Dr.  and  Mrs.  R.  A.  Cottingham 
Dr.  and  Mrs.  James  E.  Call 
Dr.  and  Mrs.  John  J.  Hoesing 
Dr.  and  .Mrs.  S.  L.  Watson 
Dr.  and  Mrs.  R.  G.  Osborne  11 
Dr.  and  Mrs.  D.  W.  Burney 
Dr.  and  Mrs.  Howard  Dinsdale 
Dr.  and  Mrs.  J.  G.  Rogers 
Dr.  and  Mrs.  L.  E.  Tenney 
Dr.  and  Mrs.  R.  C.  Toren 
Dr.  and  Mrs.  Charles  Damico 
Dr.  and  Mrs.  W.  W.  Carveth 
Dr.  Roland  F.  Mueller 
Dr.  and  Mrs.  Vernon  Ward 
Dr.  and  Mrs.  Stephen  Carveth 
Dr.  and  Mrs.  Charles  Bagby 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Leland  J.  Olson 
Dr.  and  Mrs.  James  H.  Rickman 
Dr.  Robert  B.  Benthack 
Dr.  and  Mrs.  Kenneth  Hubble 
Dr.  and  Mrs.  Frank  Stone 
Dr.  and  Mrs.  C.  M.  Hadley 
Dr.  and  Mrs.  Goerge  Lytton 
Dr.  and  Mrs.  A.  J.  Schwedhelm 
Dr.  Lonnie  Mercier 
Dr.  E.  S.  Wegner 

Central  Nebraska  Medical  Clinic,  P C.: 
Drs.  Chaloupka,  Jacobsen 
and  Holtmeier 
Dr.  and  Mrs.  Dale  L.  Nitzel 
Dr.  and  Mrs.  Harry  W.  McFadden,  Jr. 
Dr.  R.  P.  Carroll 

Mr.  Richard  and  Dr.  Wileen  Vautravers 
Dr.  and  Mrs.  R.  C.  Pitner 
Dr.  R.  Russell  Best 
Nebraska  Radiological  Society 

Dr.  Ralph  Luikart 

Dr.  Arnold  W.  Lempka 

Dr.  and  Mrs.  Harold  A.  McConahay 

Dr.  and  Mrs.  R.  E.  Collins 


SPONSORS:  (continued) 

Buffalo  County  Auxiliary 
Hall  County  Auxiliary 
Dawson  County  Auxiliary 
Dr.  and  Mrs.  Harry  McFadden 
Dr.  and  Mrs.  Ivan  M.  French 
Dr.  and  Mrs.  W.  T.  Griffin 
Dr.  and  Mrs.  William  Heidrick 
Dr.  and  Mrs.  William  Lundak 
Allergy  and  Asthma  Associates 
Dr.  Fred  Keichel 
Dr.  Dave  Hoffman 
Dr.  John  D.  Griffiths 
Dr.  and  Mrs.  Robert  Kruger 
Dr.  and  Mrs.  Ralph  Paul 
Dr.  W.  Q.  Bradley 
Dr.  and  Mrs.  Stephen  M.  Nielsen 
Nebraska  Radiological  Society 
Faculty  Women’s  Club, 

Medical  Center 

Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Stanley  T.  Mountford 
Dr.  and  Mrs.  Willis  H.  Taylor 
Dr.  and  Mrs.  Donald  Waltemath 
Dr.  and  Mrs.  Samuel  H.  Perry  II 
Dr.  and  .Mrs.  Glen  Lau 
Dr.  and  Mrs.  George  Gammel 
Dr.  and  .Mrs.  Gene  S.  Lewallen  and 
Family 

Dr.  and  Mrs.  J.  J.  Hertzler 
Nebraska  Obstetric  and 
Gynecology  Society 
Surgery  West,  P.C.: 

Dr.  F.  William  Karrar 
Dr.  B.  J.  Moor 
Dr.  Herman  Gerhardt 
Dr.  and  Mrs.  Stuart  P.  Embury 
Dr.  and  Mrs.  R.  W.  Hammer 
Dr.  and  Mrs.  Robert  Barr 
Dr.  Robert  L.  Heins 
Dr.  Stuart  P.  Westburg 
Dr.  and  Mrs.  Donald  F.  Purvis 
Dr.  and  Mrs.  Thomas  Surber 
Dr.  and  Mrs.  R.  H.  Mclntire 
Dr.  and  Mrs.  Russell  J.  Mclntire 
Dr.  and  Mrs.  Hiram  D.  Hilton 

Dr.  M.  E.  Samuelson 
Dr.  Bruce  F.  Clauseen 


OTHER  SUPPORTERS: 

Dr.  Frank  Cole 

Dr.  and  Mrs.  Louis  Gogela 

Dr.  Kenneth  Baker 

Dr.  Richard  Eliott 

Dr.  P.  D.  Duensing 

Dr.  Melvin  Sommer 

Dr.  Frederich  Fahrenbruch 

Dr.  Thomas  H.  Kreiser 

Dr.  J.  L.  Greenwood 

Dr.  Raymond  O.  Naumann 

Dr.  and  Mrs.  L.  Dwight  MoeU 


Dr.  and  Mrs.  Arthur  L.  Weaver 

Dr.  Gordon  Bainbridge 

Dr.  and  Mrs.  John  Allely 

Dr.  and  Mrs.  Jack  E.  Kaufmann 

Dr.  Perry  Allerton 

Dr.  John  M Andersen 

Dr.  Foster  Matchett 

Dr.  Margaret  Youngbluth 

Dr.  Norman  Gosch 

Dr.  Louise  F.  Eaton 

Dr.  John  R.  Feagler 


Dr.  and  Mrs.  O.  S.  Troester 
Dr.  and  Mrs.  M.  Jack  Mathews 
Dr.  Gail  Walling 

Dr.  and  Mrs.  Rodney  A.  Sitorius 
Dr.  and  Mrs.  C.  A.  McWhorter 
Dr.  John  C.  Robbins 
Dr.  and  Mrs.  O.  Garland  Bare 
Dr.  and  Mrs.  Harold  E.  Cahoy 
Dr.  and  Mrs.  R.  F.  Statton 
Dr.  and  Mrs.  John  C.  Denker 
Dr.  F.  E.  Stivers 
Dr.  and  Mrs.  Robert  Hillyer 
Dr.  and  Mrs.  Duane  W.  Krause 
Dr.  Hobart  E.  Wallace 
Fijan  and  Shriner,  P.C. 

Nebraska  Association  of  Pathology 
Academy  of  Family  Physicians 
Nebraska  Academy  of  Pediatrics 
Dr.  Frederick  D.  Catlett 
Dr.  and  Mrs.  R.  G.  Pelley 
Dr.  Charles  M.  Bressman 
Dr.  and  Mrs.  Leland  Lamberty 
Midwest  Life  Ins.  Co.,  Lincoln 
Dr.  Willis  H.  Taylor,  Jr. 

Dr.  and  Mrs.  Vale  H.  Sorensen 
Dr.  Charles  W.  Landgraf 
Dr.  and  Mrs.  Neal  S.  Ratzlaff 
Dr.  and  Mrs.  Dales  Ebers 
Dr.  Richard  J.  Petersen 
Dr.  and  Mrs.  Dwight  L.  Larsen 
Dr.  and  Mrs.  Vernon  Garwood 
Dr.  and  Mrs.  James  H.  Dunlap 
Dr.  and  Mrs.  Russell  Gorthey 
Dr.  and  Mrs.  Gerald  Spethman 
Greater  Omaha  Medical  Society 
Dr.  and  Mrs.  Earl  G.  Dean 
Dr.  and  Mrs.  Donald  Prince 
Dr.  and  Mrs.  J.  Whitney  Kelley 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  Walt  F.  Weaver 
Dr.  and  Mrs.  Thomas  Jenkins 
Dr.  and  Mrs.  Richard  B.  Wilson 
Dr.  David  Cloyd 
Dr.  and  Mrs.  W.  E.  Graham 
Dr.  and  Mrs.  Robert  M.  Stryker 
Dr.  and  Mrs.  John  B.  Davis 


Dr.  and  Mrs.  Robert  W.  Waters 

Dr.  and  Mrs.  Robert  S.  Eliot 

Dr.  and  Mrs.  Dave  E.  Jenny 

Dr.  J.  O.  Downing 

Dr.  and  Mrs.  Nathan  I.  Simon 

Dr.  and  Mrs.  D.  A.  Nye 

Dr.  C.  D.  Bell 

Dr.  Eli  S.  Chesen 

Dr.  M.  L.  Scheffel 

Dr.  and  Mrs.  Dwight  Snyder 
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OTHER  SUPPORTERS;  (continued) 
Dr.  Rose  Faithe 

Dr.  and  Mrs.  Frederich  Hathaway 

Dr.  and  Mrs.  John  L.  Gordon 

Dr.  and  Mrs.  James  V.  Reiss 

Dr.  and  Mrs.  Milton  Simons 

Dr.  Miles  Humphrey 

Dr.  and  Mrs.  W.  L.  Shaw 

Dr.  and  Mrs.  Charles  A.  Dobry 

Dr.  and  Mrs.  Joel  T.  Johnson 

Dr.  Roger  Dilley 

Sixth  District  Auxiliary 

Dr.  Hubert  C.  Stewart 

Dr.  Roy  S.  Cram 

Dr.  Joseph  David,  Jr. 

Dr.  and  Mrs.  Floyd  H.  Shiffermiller 

Dr.  Robert  F.  Park 

Dr.  David  C.  Babbitt 

Dr.  Khanh  Quoc  Nguyen 

Dr.  and  Mrs.  Rudolph  Sievers 

Dr.  John  R.  Schenken 

Dr.  and  Mrs.  Maynard  Wood 

Dr.  and  Mrs.  John  Haggstrom 

Dr.  Eugene  M.  Zweiback 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  and  Mrs.  N.  Richard  Miller 

Dr.  and  Mrs.  Stephan  K.  Woodman 

Dr.  Richard  C.  Sposato 

Dr.  William  F.  Nye 

Dr.  and  Mrs.  Alan  H.  Domina 

Dr.  Paul  L.  Peterson 

Dr.  R.  E.  Donaldson 

Dr.  and  Mrs.  Henry  J.  Quiring 

Dr.  and  Mrs.  Samuel  F.  Moessner 

Southwest  Medical  Center, 

Inc.  (Omaha) 

Dr.  and  Mrs.  C.  Lee  Retelsdorf 

Dr.  and  Mrs.  Kenneth  Peters 

Dr.  and  Mrs.  Leon  McGoogan 

Dr.  Wesley  G.  Wilhelm 

Dr.  Ernest  W.  Beehler 

Dr.  and  Mrs.  Thomas  H.  Wallace 

Dr.  George  Larson 

Dr.  L.  Dwight  Moell 
Dr.  Wm.  C.  Boelter 
Dr.  and  Mrs.  John  R.  Faegler 
Burt-Washington  County  Medical 
Auxiliary 


Dr.  Oliver  J.  Pogue 

Dr.  Hans  Rath 

Dr.  James  W.  Dinsmore 

Dr.  and  Mrs.  D.  J.  Loschen 

Dr.  and  Mrs.  Rudolph  Strnot 

Dr.  Ralph  C.  Moore 

Dr.  Russell  C.  Brauer 

Dr.  and  Mrs.  C.  F.  Ferciot 

Dr.  J.  R.  Eisenback 

Dr.  R.  Q.  Crotty 

Dr.  J.  Kemper  Campbell 

Dr.  Maurice  Frazer 
Dr.  and  Mrs.  Rex  Latta 
Dr.  H.  N.  Vondrak 
Dr.  G.  F.  Geiger 
Dr.  Joseph  C.  Scott,  Jr. 

Dr.  and  Mrs.  R.  H.  Meissner 

Dr.  R.  L.  Grissom 

Dr.  and  Mrs.  David  Dyke 

Dr.  and  Mrs.  W.  Benton  Copple 

B/Gen.  and  Mrs.  P.  A.  Deffer 

Dr.  and  Mrs.  Anthony  J.  Yonkers 

Dr.  and  Mrs.  Michael  D.  Wilkins 

Dr.  and  Mrs.  Kenton  Shaffer 

Dr.  and  Mrs.  Denitsu  Hirai 

Mrs.  Pat  Walker 

Adams  County  Medical  Society 

Gage  County  Medical  Auxiliary 

Dr.  E.  K.  Connors 

Dr.  and  Mrs.  Jack  K.  Lewis 

Dr.  Frank  J.  Weirman 

Dr.  and  Mrs.  F.  Miles  Skultety 

Dr.  Julian  Jacobs 

Dr.  and  Mrs.  John  Stamm 

Dr.  H.  C.  Q.  Nelson 

Dr.  and  Mrs.  Richard  Savage 

Dr.  and  Mrs.  Charles  L.  Sweet 

Dr.  and  Mrs.  Fred  Rutt 

Dr.  and  Mrs.  J.  G.  Carlson 

Dr.  Donald  L.  Arkfeld 

Otoe  County  Medical  Society 

Quad  County  Auxiliary 

Dr.  Stanley  M.  Truhlsen 

Dr.  Louise  F.  Eaton 

Dr.  M.  L.  Scheffel 

Mrs.  Gertrude  F.  Finney 


Dr.  and  Mrs.  David  C.  McMaster 
Dr.  and  Mrs.  Robert  L.  Yekel 
Dr.  and  Mrs.  Charles  S.  Wilson 
Dr.  and  Mrs.  Jerry  Cain 
Dr.  and  Mrs.  M.  P.  Brolsma 
Dr.  R.  E.  Penry 
Dr.  Bryce  G.  Shopp 
Dr.  Marjorie  Kwan 
Dr.  and  Mrs.  H.  W.  Rounsborg 
Mr.  and  Mrs.  Willard  G.  Send 
Dr.  and  Mrs.  Donald  Skoog 
Dr.  and  Mrs.  H.  E.  Genaidy 

Dr.  Berl  W.  Spencer 

Dr.  and  Mrs.  M.  P.  Brolsma 

Dr.  and  Mrs.  Hwa  Ing  (Henry)  Kang 

Dr.  and  Mrs.  James  Brooke 

Dr.  and  Mrs.  William  B.  Mitchell 

Dr.  and  Mrs.  M.  Allen  Tompkins 

Dr.  Ruth  E.  Christensen 

Dr.  and  Mrs.  George  E.  Place 

Dr.  and  Mrs.  William  A.  Doering 

Dr.  John  F.  Fitzgibbons 

Dr.  and  Mrs.  Merle  E.  Sjogren 

Dr.  and  Mrs.  H.  Jeoffrey  Deeths 

Dr.  and  Mrs.  Donald  L.  Hammes 

Dr.  E.  A.  Brugh 

Dr.  James  I.  Wax 

Dr.  Edward  M.  Malashock 

Dr.  Paul  K.  Mooring 

Dr.  J.  R.  Finkner 

Dr.  J.  Robert  Twinem 

Dr.  Leslie  I.  Grace,  Jr. 

Dr.  and  Mrs.  Roger  A.  Cutshall 

Dr.  and  Mrs.  John  A.  Haggstrom 

Dr.  John  C.  Sage 

Dr.  John  W.  Goldkrand 

Dr.  and  Mrs.  Keay  Hachiya 

Dr.  S.  R.  Winston 

Dr.  William  G.  Simpson 

Dr.  Howard  B.  Hunt 

Dr.  Wesley  G.  Wilhelm 

Dr.  and  Mrs.  Charles  Henkel 

Dr.  Max  Fleishman 

Dodge  County  Medical  Auxiliary 

Northwest  Medical  Auxiliary 

Dr.  and  Mrs.  James  F.  Kelley,  Jr. 

Dr.  and  Mrs.  M.  J.  Epp 


Have  You  Made  Your  pledge  to  The  Health  Galleries? 

74%  of  the  medical  community  goal  of  $150,000.00  to  the  Heolth  Galleries  has  been 
raised!  ! Use  the  form  below!  SEND  YOUR  PLEDGE  TODAY!  (All  donors  from  the  medical 
community  are  listed  in  the  monthly  issues  of  the  Nebraska  Medical  Journal.) 

University  of  Nebraska  State  Museum  Health  Galleries 

In  accordance  with  the  House  of  Delegates  action*  we  give/pledge  $ for  the 

development  and  maintenance  of  the  Health  Galleries. 


Make  your  check  payable  to:  The  University  of  Nebraska  Foundation 
Mail  to:  NU  Foundation,  P.O.  Box  30186,  Lincoln,  NE  68588 

Name: 

Address: 

County  Medical  Society 

For  my  pledge  please  send  reminders Annually  Semi-annually  Quarterly 

■k  October,  1976  Resolution  for  gift  from  each  physician  for  $200  to  support  the  Health  Galleries. 
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Between  Cases 


Slight  Isn’t  Isn’t. 

This  man  does  have  some  slight  basis  for 
complaints,  but  actually  has  none  at  all. 

O Youth,  O Age. 

The  youth  gets  together  materials  for  a 
bridge  to  the  moon  and  at  length  a middle- 
aged  man  decides  to  build  a woodshed  of 
them. 

Thoreau. 

Why? 

Why  do  the  orthopods  write  orthopaedics? 
The  anesthesiologists  don’t  write  anaes- 
thesia, not  on  this  side  of  the  Atlantic.  We 
don’t  write  gynaecology,  either,  but  these 
fellows  don’t  even  know  how  to  pronounce 
their  name. 

His  Rose? 

The  patient  was  able  to  touch  his  toes  and 
rose  without  difficulty. 

R.R. 

Liver  And  Heart. 

But  who  can  love  any  man  whose  liver  is  out 
of  order? 

Butler:  The  way  of  all  flesh. 

Feeling  No  Pain. 

Postoperative  status;  mildly  asymptomatic. 

True. 

As  soon  as  we  get  into  bed,  we  begin  to  talk 
English  like  people. 

Anon. 

True. 

When  all  else  fails,  read  the  instructions. 
Anon,  too. 


Lines  I Like. 

Leave  it  lay. 

I’m  There  At  5:75. 

I knew  a commuter  once  who  rode  in  town 
every  day  on  the  8:13.  But  he  used  to  call  it 
the  7:73.  He  said  it  made  him  feel  more 
virtuous. 

Christopher  Morley:  The  haunted 
bookshop. 

How  Nice. 

Rectal  examination  revealed  a firm  prostate, 
moderately  enlarged.  Hematest  was  nega- 
tive. There  was  full  range  of  motion. 

J.D. 

I Read  It  Somewhere. 

A sick  person  about  to  die,  turns  his  head 
to  the  wall. 

Words  I Can  Do  Without. 

Few  and  far  between,  actified,  viable,  you 
know,  better  believe,  demographics. 

On  Government  Grants. 

There  is  always  free  cheese  in  a mousetrap. 
Anon. 

On  Statistics. 

All  Indians  walk  in  single  file,  at  least  the 
one  I saw  did. 

Anon. 

Lie  Down. 

Done  in  the  spine  position. 

On  Diets. 

Eat  what  you  like,  and  let  the  food  fight  it 
out  inside. 

Mark  Twain,  I think. 

-F.C. 
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Welcome  New  Members 


William  S.  Bass,  M.D. 

17th  & “N”  Streets 
Lincoln,  Nebraska  68508 

John  S.  Campbell,  M.D. 
17th  & “N”  Streets 
Lincoln,  Nebraska  68508 

Max  W.  Linder,  M.D. 

600  North  Cotner 
Lincoln,  Nebraska  68505 

John  L.  Lucas,  M.D. 

17th  & “N”  Streets 
Lincoln,  Nebraska  68508 


The  Letter  Box 

Dear  Doctor  Cole: 

Have  just  been  reading  your  editorial  “Let’s 
Stop  Progress”  in  your  May  issue. 

I enjoy  all  your  editorials  but  this  one 
especially. 

May  we  have  permission  to  reprint  the 
editorial  on  our  editorial  page  with,  of  course, 
credit  to  you  and  The  Nebraska  Medical 
Journal? 

It  is  perfectly  evident  that  progress  in 
medicine  is,  and  cannot  help,  making  it  more 


Ronald  0.  Schwab,  M.D. 
2300  South  13th  Street 
Lincoln,  Nebraska  68502 

James  R.  Guest,  M.D. 

5145  “0”  Street 
Lincoln,  Nebraska  68510 

James  M.  Neid,  M.D. 

5440  South  Street 
Lincoln,  Nebraska  68506 


expensive.  All  the  easy  diseases  and  cheap 
cures  have  been  discovered.  From  here  on  we 
will  be  discovering  more  and  more  expensive 
diagnostic  procedures  and  more  expensive 
treatments.  I think  our  readership  will  profit  by 
your  editorial. 

With  best  regards. 

Sincerely, 

Frank  B.  Ramsey,  M.D., 

Editor,  Journal  of  the  Indiana 
State  Medical  Association 


Books 

Current  surgical  disgnoaia  & treatment;  edited  by 
J.  Englebert  Dunphy,  M.D.  and  Lawrence  W.  Way,  M.D.  ; 
1162  pages;  limp  cover  $19.00;  published  August,  1979 
by  Lange  Medical  Publications,  Los  Altos,  California 
94022. 

This  is  the  fourth  edition  of  this  book,  which  first 
appeared  in  1973  and  reappears  every  2 years.  It  is  well 
written;  I counted  no  less  than  83  authors,  of  which  a 
couple  are  in  Pennsylvania,  and  the  rest  in  San  Francisco. 


There  are  unnumbered  references,  an  appendix,  and  an 
index.  The  book  is  divided  into  51  chapters.  Anorectum 
and  otolaryngology  are  rewritten;  neurosurgery  is  revised 
and  is  the  work  of  12  authors. 

The  book  appears  in  4 languages,  and  will  soon  be  in  8. 
There  are  figures,  of  course.  The  print  is  good. 

It’s  quite  a book. 

-F.C. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
December  1 North  Platte,  Elks  Lodge 
December  8 Grand  Island,  Nebraska 
Veterans  Home 


AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  2-5,  1979,  Sheraton  Waikiki 

Hotel,  Honolulu,  Hawaii. 

26TH  ANNUAL  SCIENTIFIC  SESSION, 
Nebraska  Obstetrics  & Gynecological 
Society,  MGM  Grand  Hotel,  Las  Vegas, 
Nevada,  December  6,  7 & 8,  1979.  Write  to: 
Dennis  Beavers,  M.D.,  8552  Cass  Street, 
Omaha,  Nebraska  68105. 

The  Nebraska  Pharmacists  Association  is 
holding  a seminar  entitled  “Everything  You 
Always  Wanted  to  Know  About  Generics,  But 
Didn’t  Know  Who  to  Ask,’’  at  the  Villager 
Motel  in  Lincoln,  on  December  9th  at  9:30 
a.m. 

Speakers  and  topics  for  the  seminar  are  as 
follows: 

Rex  C.  Higley,  R.P.,  Nebraska’s  Drug  Product 
Selection  Law 

Richard  R.  Abood,  R.P.,  J.D.,  Legal  Liabilities 
Involved  in  Drug  Product  Selection 
Clarence  T.  Ueda,  Pharm.D.,  Ph.D.,  Practical 
Bioavailability  Decisions 
Richard  Fowler,  R.P.,  Present  and  Future 
Regulations  of  Generic  Manufacturing 
and  Distribution 

Tuition  for  the  daylong  Seminar  is  $25  for 
non-N.P.A.  members,  which  includes  lunch 
and  coffee  break. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15, 
1980,  San  Antonio,  Texas. 


The  Center  for  Sports  Medicine  of  North- 
western University  Medical  School  in 
conjunction  with  The  Division  of  Sports 
Medicine,  North  Carolina  Department  of 
Public  Instruction  is  sponsoring  a post 
graduate  course  in  Sports  Medicine  at  the 
Intercontinental  Hotel,  Maui,  Hawaii,  March  9- 
16,  1980. 

The  program  will  cover  problems  in  runners, 
racket  sports,  the  adolescent  athlete,  and 
athletic  emergencies.  Twenty  five  hours  of 
CME  Category  I credit  will  be  available  for 
physicians  completing  the  course. 

For  further  information,  write  to  Marianne 
Porter,  Center  for  Sports  Medicine,  2-063,  303 
E.  Chicago  Avenue,  Chicago,  Illinois  60611. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 
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Washing  toNo  tes 


Hospital  costs. 

The  Carter  White  House  by  the  month’s  end 
had  still  not  risked  its  hospital  cost  contain- 
ment measure  to  the  vagaries  of  a yea  or  nay 
vote  on  the  full  House  floor. 

After  a White  House  pep  talk  by  Rosalyn 
Carter,  senior  citizen  and  labor  groups 
swarmed  the  halls  of  the  House.  Sen.  Kennedy 
told  them  that  the  Congress  must  enact 
controls  on  hospital  spending  lest  the  elderly 
be  faced  with  deciding  between  heating  their 
homes  or  paying  their  hospital  bills. 

Opponents  of  the  containment  measure 
argue  that  a yea  vote  would  mean  the 
installation  of  rigid  and  penurious  federal 
expenditure  controls  that  might  well  affect  the 
quality  of  American  health  care  for  generations 
to  come. 

Alfred  Kahn,  the  President’s  chief  inflation 
fighter,  told  the  House  members  that  they  will 
be  casting  a vote  for  or  against  inflation. 

And  the  anti-control  forces  also  have  been 
hard  at  work.  The  Chamber  of  Commerce  of 
the  United  States  urged  the  House  to  defeat 
the  bill.  Congress  should  encourage  voluntary 
efforts,  which  have  proved  successful,  “instead 
of  undermining  them  by  imposing  price 
controls  on  our  essentially  private  health  care 
system,”  said  the  Chamber. 

The  Chamber  letter  stated  that  in  addition 
to  being  fundamentally  flawed,  the  bill  “suffers 
from  several  inconsistencies.”  These  were 
listed; 

— “it  exempts  federal  hospitals  from  controls; 
yet  these  public  facilities  are  showing  cost 
increases  greater  than  those  of  private 
institutions. 

— “it  exempts  from  controls  the  salaries  of 
non-supervisory  personnel;  however,  such 
wages  account  for  as  much  as  two-thirds  of 
a hospital’s  budget. 

— “it  ignores  the  fact  that  regulation  itself 
contributes  significantly  to  rising  costs.  For 
example,  hospitals  in  New  York  state 
spend  over  one  billion  dollars  annually 
complying  with  government  regulations, 
adding  $40  to  every  patient’s  bill.” 


Congressional  opponents  of  the  bill  have 
mustered  a counter  assault.  In  a “Dear 
Democratic  Colleague”  letter  Reps.  James 
Jones  (D-OKLA.)  and  Richard  Gephardt  (D- 
MO.)  said  the  bill  “is  so  riddled  with  excep- 
tions and  exemptions  that  the  estimated 
savings  from  the  bill  during  the  first  year  alone 
are  now  down  to  one-fourth  the  original 
estimates.” 

Advertising. 

The  Federal  Trade  Commission  has  ruled 
that  the  American  Medical  Association’s  Prin- 
ciples of  Medical  Ethics  unlawfully  restrict 
competitive  advertising  by  physicians,  but  said 
the  AMA  should  continue  to  act  to  curb  false 
or  deceptive  advertising. 

Mental  illness. 

The  Administration’s  mental  health  bill  does 
not  do  justice  to  the  seriously  mentally  ill 
population,  the  AMA  has  told  Congress. 

Scarce  dollars  and  manpower  should  be 
directed  toward  the  treatment  of  persons  with 
demonstrable  mental  illness  and  not  be  di- 
verted to  ministering  to  people  who  have  only 
social  maladjustment  problems,  the  AMA  said 
in  a letter  to  the  Senate  Human  Resources 
Subcommittee  on  Health. 

The  bill  before  the  Subcommittee  — “The 
Mental  Health  Systems  Act  of  1979”  — would 
largely  replace  the  Community  Mental  Health 
Centers  Act  as  the  major  federal  program 
funding  mental  health  services  in  this  country. 
Many  of  its  provisions  are  based  on  recom- 
mendations of  the  President’s  Commission  on 
Mental  Health  chaired  by  Mrs.  Rosalyn  Carter. 

A Community  Mental  Health  Center  should 
not  offer  “non-medical”  and  “non-health” 
services  to  “clients”  at  the  expense  of  thera- 
peutic psychiatric  and  medical  care  to  its 
patients,  the  AMA  said.  “Any  new  federal 
legislation  should  require  these  centers  to 
address  professionally  diagnosed  psychiatric 
illness  as  their  major  responsibility.” 

The  AMA  recommended  the  following 
minimum  standards  for  community  centers: 
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In  therapy  of  skin  and  skin  structure  infections 
due  to  susceptible  strains  of  staphylococci  and/or  streptococci... 


THE  FIRST 

ORAL  CEPHALOSPORIN 
HAT  WORKS  NIGHT  AND  DAY 
ON  A SINGLE  DOSE 


DURIGEF 

(CEFADROXIL  MONOHYDRATE] 


[CEFADROXIL  MONOHYDRATE] 

References: 

1.  Dota  on  file,  Meod  Johnson  Pharmaceutical  Division. 

2.  Gotley  MS:  To  be  token  as  directed.  J Roy  Coll  Gen  Prod  16:39,  1968. 


DESCRIPTION:  DURICEF*  (cefadroxil  monohydrate)  is  a semisynthetic  ceph- 
alosporin antibiotic  intended  for  oral  administration.  It  is  a white  to  yellowish- 
white  crystalline  powder.  It  is  soluble  in  waterand  it  is  acid-stable.  It  ischemically 
designated  as  7-([D-2-amino-2-(4-hydroxyphenyl)acetyl]amino]-3-methyl-8- 
oxo^5-thia-l-azabicyclo  [4.2.0]oct-2-ene-2-carboxylic  acid  monohydrate.  It  has 
the  following  structural  formula: 


Clinical  Pharmacology-DURICEF  (cefadroxil  monohydrate)  is  rapidly  absorbed 
after  oral  administration.  Following  single  doses  of  500  and  1000  mg.,  average 
peak  serum  concentrations  were  approximately  16  and  28  mcg./ml.,  respec- 
tively. Measurable  levels  were  present  12  hours  after  administration.  Over  90 
percent  of  the  drug  is  excreted  unchanged  in  the  urine  within  eight  hours.  Peak 
urine  concentrations  are  approximately  1800  mcg./ml.  duripg  the  period  fol- 
lowing a single  500  mg.  oral  dose.  Increases  in  dosage  generally  produce  a 
proportionate  increase  in  DURICEF  urinary  concentration.  The  urine  antibiotic 
concentration,  following  a 1 gm.  dose,  was  maintained  well  above  the  MIC  of 
susceptible  urinary  pathogens  for  20  to  22  hours. 

MICROBIOLOGY:  In  vitro  tests  demonstrate  that  the  cephalosporins  are  bac- 
tericidal because  of  their  inhibition  of  cell-wall  synthesis.  DURICEF  is  active 
against  the  following  organisms  in  vitro: 

Beta-hemolytic  streptococci 

Staphylococci,  including  coagulase-positive,  coagulase-negative,  and 

penicillinase-producing  strains 

Streptococcus  (Diplococcus)  pneumoniae 

Escherichia  coli 

Proteus  mirabilis 

Klebsiella  species 

Note-Most  strains  of  Enterococci  (Streptococcus  faecalis  and  S.  faecium)  are 
resistant  to  DURICEF.  It  is  not  active  against  most  strains  otenterobacter  species, 
P.  morgana,  and  P.  vulgaris.  It  has  no  activity  against  Pseudomonas  or  Herella 
species. 

Disc  Susceptibility  Tests-Quantitative  methods  that  require  measurement  of  zone 
diameters  give  the  most  precise  estimates  of  antibiotic  susceptibility.  One  rec- 
ommended procedure  (CFR  Section  460.1)  uses  cephalosporin  class  disc  for 
testing  susceptibility;  interpretations  correlate  zone  diameters  of  the  disc  test 
with  MIC  values  for  DURICEF.  With  this  procedure,  a repiort  from  the  laboratory 
of  “resistant"  indicates  that  the  infecting  organism  is  not  likely  to  respond  to 
therapy.  A report  of  “intermediate  susceptibility”  suggests  that  the  organism  would 
be  susceptible  if  the  infection  is  confined  to  the  urinary  tract,  as  DURICEF  produces 
high  antibiotic  levels  in  the  urine. 

INDICATIONS:  DURICEF  (cefadroxil  monohydrate)  is  indicated  for  the  treatment 
of  the  following  infections  when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Urinary  tract  infections  caused  by  E.  coli,  P.  mirabilis,  and  Klebsiella 
species 

Skin  and  skin  structure  infections  caused  by  staphylococci  and/or 
streptococci 

Note-Culture  and  susceptibility  tests  should  be  initiated  prior  toand  during  therapy. 
Renal  function  studies  should  be  performed  when  indicated. 
CONTRAINDICATION:  DURICEF  (cefadroxil  monohydrate)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin  group  of  antibiotics. 

WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALOSPORIN  ANTI- 
BIOTICS SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE  IS  CLINICAL  AND 
LABORATORY  EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE  PEN- 
ICILLINS AND  THE  CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  REACTIONS  TO  BOTH  DRUGS  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE.) 

Any  patient  who  has  demonstrated  a history  of  some  form  of  allergy,  particularly 
to  drugs,  should  receive  antibiotics  cautiously  and  then  only  when  absolutely 
necessary.  No  exception  should  be  made  with  regard  to  DURICEF  (cefadroxil 
monohydrate). 


PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any  side-effe . 
or  unusual  manifestations  of  drug  idiosyncrasy  may  be  detected.  If  a hypers 
sitivity  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  trea 
with  the  usual  agents  (e.g.,  epinephrine  or  other  pressor  amines,  antihistamin 
or  corticosteroids). 

DURICEF  (cefadroxil  monohydrate)  should  be  used  with  caution  in  the  presei  • 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of  less  than  i 
ml/min/1.73M2).  (See  Dosage  and  Administration.)  In  patients  with  knowr 
suspected  renal  impairment,  careful  clinical  observation  and  appropriate  I 
oratory  studies  should  be  made  prior  to  and  during  therapy. 

Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  nonsuscepti : 
organisms.  Careful  observation  of  the  patient  is  essential.  If  superinfection  occ . 
during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during  treatment  with  • 
cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion  cross-mal  - 
ing  procedures  when  antiglobulin  tests  are  performed  on  the  minor  side  o i 
Coombs  testing  of  newborns  whose  mothers  have  received  cephalosporin  a • 
biotics  before  parturition,  it  should  be  recognized  that  a positive  Coombs  ! 
may  be  due  to  the  drug. 

USAGE  IN  PREGNANCY:  Although  no  teratogenic  or  anti-fertility  effects  » : 
seen  in  reproductive  studies  in  mice  and  rats  receiving  dosages  greater  than  r 
normal  human  dose,  the  safety  of  this  drug  for  use  in  human  pregnancy  has  t 
been  established . The  benefits  of  the  drug  in  pregnant  women  should  be  weig  I 
against  a possible  risk  to  the  fetus. 

ADVERSE  REACTIONS:  Gastrointestinal-The  most  frequent  side-effect  has  b i 
nausea.  It  was  infrequently  severe  enough  to  warrant  cessation  of  therapy.  Adn  ■ 
istration  with  food  decreases  nausea  and  does  not  decrease  absorption.  Diarr  i 
and  dysuria  have  also  occurred. 

Hypersensitivity-Allergies  (in  the  form  of  rash,  urticaria,  and  angioedema)  h i 
been  observed.  These  reactions  usually  subsided  upon  discontinuation  of  * 
drug. 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis,  vaginitis,  I 
moderate  transient  neutropenia. 

DOSAGE  AND  ADMINISTRATION:  DURICEF  (cefadroxil  monohydrate)  is  < I 
stable  and  may  be  administered  orally  without  regard  to  meals.  Administra  i 
with  food  may  be  helpful  in  diminishing  potential  gastrointestinal  compla  > 
occasionally  associated  with  oral  cephalosporin  therapy. 


Adults-For  urinary  tract  infections  the  usual  adult  dosage  is  one  gm.  (two  !l 
mg.  capsules)  two  times  per  day.  For  skin  and  skin  structure  infections  the  u:  I 
dose  is  500  mg.  two  times  per  day  or  1 gm.  once  a day. 

In  patients  with  renal  impairment,  the  dosage  of  cefadroxil  should  be  adju!  1 
according  to  creatinine  clearance  rates  to  prevent  drug  accumulation.  The  - 
lowing  schedule  is  suggested.  In  adults,  the  initial  dose  is  1 gm.  of  0URI>^ 
(cefadroxil  monohydrate)  and  the  maintenance  dose  (based  on  the  creatii  s 
clearance  rate  (ml/min/1.73M^))  is  500  mg.  at  the  time  intervals  listed  be 


Creatinine  Clearances 

0-10  ml/min 
10-25  ml/min 
25-50  ml/min 


Dosage  Interval 

36  hours 
24  hours 
12  hours 


Patients  with  creatinine  clearance  rates  over  50  ml/min  may  be  treated  as  if  y 
were  patients  having  normal  renal  function. 


Children-Dosage  and  safety  have  not  yet  been  established  in  children. 


HOW  SUPPLIED:  DURICEF®  (cefadroxil  monohydrate)  capsules  500  mg  f 
oral  administration  in  an  opaque  maroon  cap  and  opaque  white  body  No.  0 1 d 
gelatin  capsule.  On  each  half  capsule  printed  in  black  is  “MJ’and  “5()0."  Avail  e 
in  bottles  of  24  capsules  (NDC  0087-0784-41)  and  100  capsules  (NDC  (X  • 
0784-42). 


U.S.  Patent  Re.  29,164 


PHARAAACEUTICAL  DIVISION 
Mead  Johnson  & Company 
Evansville,  Indiana  47721 


© 1979  Mead  Johnson  & Company-Evansville,  Indiana  47721  US/ 


— Centers  should  be  oriented  to  a broad 
medical  model  that  encompasses  a range  of 
physical,  psychiatric  and  social  concerns 
with  appropriate  priorities. 

— Centers  should  be  integrally  involved  with 
community  and  teaching  hospitals,  and 
linked  with  other  community  health 
services,  including  state  mental  hospitals, 
to  assure  effective  referral  and  followup, 
especially  with  regard  to  the  deinstitu- 
tionalized chronically  ill. 

— The  clinical  director  of  each  center  should 
be  a physician,  preferably  a psychiatrist. 

— a physician  should  have  overall  respon- 
sibility for  directing  and  supervising  the 
evaluation  and  diagnosis,  as  well  as  total 
treatment  planning,  for  each  patient. 

— Community  mental  health  centers  should 
be  required  to  meet  standards  of  per- 
formance and  quality  of  care. 

— primary  care  and  psychiatric  residency 
training  programs  should  be  encouraged  to 
affiliate  with  centers. 

Teaching  physicians  & medicare. 

The  AMA  has  urged  Congress  to  repeal  a 
law  that  requires  most  services  of  teaching 
physicians  to  be  included  in  the  definition  of 
inpatient  hospital  services  and  reimbursable 
der  Part  A of  Medicare. 

“Reimbursement  of  teaching  physicians 
should  be  on  a fee-for-service  basis  under 
Medicare  Part  B,”  the  AMA  said. 

Equipment. 

Congress  has  sent  to  the  White  House  a 
three-year  extension  of  the  health  planning  law 
short  of  most  of  the  controversial  provisions 
that  had  worried  health  providers. 

Of  large  relief  to  physicians  is  that  the  bill’s 
extended  certificate-of-need  approval  for 
physicians’  offices  applies  only  if  expensive 
($150,000  or  more)  new  equipment  is  to  be 
used  for  hospital  inpatients.  There  had  been  a 
move  in  the  Senate  last  year  to  include  all 
major  equipment  in  physicians’  offices. 

The  bill  eliminates  a requirement  in  present 
law  that  state  and  local  planning  decisions 
must  conform  to  national  guidelines  by  the 
HEW  Department,  a significant  boost  for  local 
authority. 


Health  Maintenance  Organizations  (HMOs) 
generally  were  exempted  from  the  planning 
law’s  strictures  as  part  of  Congress’  desire  to 
promote  them. 

Congress  did  go  along  with  the  Administra- 
tions request  for  funds  — $155  million  — to 
assist  hospitals  in  closing  down  underused 
acute  beds. 

AMA  & Mrs.  Harris. 

AMA  officials  have  met  with  Patricia  Harris, 
HEW  Secretary,  to  discuss  important  medical 
questions  of  mutual  interest. 

Mrs.  Harris  indicated  discussions  with  the 
AMA  and  HEW  will  continue  and  increase  if 
necessary.  She  told  the  physicians  that  there 
are  obvious  areas  of  disagreement  “but  we  will 
seek  areas  of  agreement.” 

Dr.  Richmond  will  be  the  chief  HEW  official 
the  AMA  should  turn  to,  Mrs.  Harris  said, 
explaining  that  she  would  consider  items  that 
needed  to  be  carried  higher. 

At  the  hour  and  a half  session,  manpower 
and  cost  containment  dominated  the  talks. 
The  AMA  position  of  opposition  to  cost 
containment  was  outlined.  Mrs.  Harris  said  she 
felt  the  controversial  bill  has  a good  chance  of 
winning  Congressional  approval,  but  at  the 
same  time  she  said  she  was  delighted  with  the 
success  of  the  voluntary  effort  at  keeping 
hospital  cost  rises  down. 

HMO  & appointment  delays. 

The  Group  Health  Association,  Washington, 
D.C.’s  largest  Health  Maintenance  Organiza- 
tion, has  conceded  that  lengthy  appointment 
delays  are  intentional  to  keep  down  costs. 

Edward  J.  Hinman,  M.D.,  Association  Presi- 
dent, told  the  Washington  Post  that  “to  fully 
respond  to  the  demands  of  every  member 
would  create  costs  that  would  be  unacceptable 
to  the  majority  of  members.” 

Routine  obstetric  and  gynecological  ap- 
pointments sometimes  take  as  long  as  12 
weeks. 

Another  local  HMO,  the  George  Washington 
University  Health  Plan,  told  the  newspaper  its 
patients  face  waits  of  up  to  eight  weeks  for 
routine  visits. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


Jester,  Royal  F.  Sr.,  M.D.  — Born  May  17, 
1890,  died  September  21,  1979  — Cottner 
College  of  Medicine,  graduated  1913  — 
practiced  in  Kearney,  Nebraska  — NMA 
and  AMA  member. 

Pyle,  B.  W.,  M.D.  — Bom  June  9,  1903,  died 
October  5,  1979  — University  of  Nebraska 
College  of  Medicine,  graduated  1928  — 
practiced  in  Gothenburg,  Nebraska  — NMA 
member. 


Lukens,  Isaiah,  VI,  M.D.  — Born  March  15, 
1903,  died  October  19,  1979  — University 
of  Nebraska  College  of  Medicine,  graduated 
1928  — practiced  in  Tekamah,  Nebraska  — 
NMA  and  AMA  member. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

FALL  SESSION 
September  27,  28  and  29,  1979 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Chas.  W Landgraf,  Jr.  M.D..  Hastings,  Chairman:  Russell  L.  Gorthey, 
M.D.,  Lincoln:  Orin  R.  Hayes.  M D..  Lincoln:  Houtz  G.  Steenburg,  M.D., 
Torrington.  Wyo.;  Herbert  E.  Reese.  M.D.,  Lincoln:  Allan  C.  Landers,  M.D., 
Scottsbiuff:  Frederick  F.  Faustian,  M D.,  Omaha:  Harry  W-  McFadden,  Jr., 
M.D.,  Omaha:  Alvin  A Armstrong,  M.D.,  Scottsbiuff;  Carlyle  E.  Wilson,  Jr., 
M.D.,  Omaha. 

The  Board  of  Directors  has  held  several  meetings  since 
the  Annual  Session,  A number  of  items  were  considered, 
some  of  which  will  require  action  by  the  House  at  this 
session. 

(1)  Finances  and  Reserves:  By  way  of  background 
information,  please  be  advised  of  the  following:  At  the  Fall 
meeting  in  1977,  the  House  of  Delegates  approved  a dues 
increase  for  the  following  year.  As  part  of  the  discussion 
on  this  issue.  Resolution  #5  was  discussed  and  reported 
to  the  House  by  tbe  Reference  Committee.  Part  of  the 
recommendations  of  the  Reference  Committee  were  as 
follows:  “It  was  also  the  consensus  of  those  present  that 
the  final  statement  should  read  to  ‘an  approximate’  level 
of  one  year’s  expenses.  This  would  indeed  allow  some 
leeway  for  the  Board,  Your  Reference  Committee 
recommends  that  the  Resolved  portion  of  this  resolution 
read  as  follows: 

“THEREFORE  BE  IT  RESOLVED,  that  the  Board  of 
Directors  of  the  NMA  make  an  annual  review  of  the 
financial  needs  of  the  NMA  and  make  annual  recom- 
mendations for  dues  adjustments  in  order  to  balance  the 
budget  and  build  up  our  reserves  to  an  approximate  level 
of  one  year’s  expenses.” 

During  the  past  year,  the  Board  has  been  reviewing  the 
financial  activity  of  the  Association.  One  area  reviewed  in 
depth  is  the  reserve  program  that  has  been  in  effect  for 
many  years.  It  was  the  opinion  of  the  Board  that  a defined 
policy  with  regard  to  a contingency  operating  reserve  fund 
was  in  order.  The  Finance  Committee  of  the  Board  has 
met  with  the  NMA  Auditor  and  Investment  Counsel  and 
discussed  this  subject  in  detail  and  recommended 
modification  of  this  program  which  is  endorsed  by  the 
entire  Board.  It  seems  apparent  that  the  fund  is  to  be 
established  for  the  purpose  of  (a)  providing  an  operating 
reserve  that  will  be  available  for  an  orderly  transition  in 
the  event  of  a serious  decline  in  income,  or  (b)  to  provide 
funds  in  the  event  of  some  significant  and  substantial 
unforeseen  expense  or  liability,  or  (c)  to  provide  funds 
for  some  specific  purpose  or  requirement  of  such 
magnitude  that  funds  could  not  be  generated  currently. 
Additionally,  we  feel  the  level  of  reserves  should  be 
maintained  and  related  directly  to  the  annual  budget  of 
the  Association.  The  amount  of  the  reserve  to  be 
maintained  should  be  (a)  reasonable  and  sufficient  for  the 
purposes  established,  and  (b)  attainable  within  a 
reasonable  period  of  time  without  placing  undue  hardship 
on  the  present  membership. 

For  these  reasons,  the  Board  of  Directors  recommends 
to  the  House  of  Delegates  that  an  amount  equal  to  75%  of 


the  current  year’s  operating  budget  should  be  sufficient  to 
meet  the  requirements  as  outlined  above.  Several  other 
reasons  for  this  recommendation  are:  (a)  Past  history  of 
the  Association  has  not  shown  any  expenditure  of  a 
significant  portion  of  the  reserves  for  any  specific 
purpose:  (b)  If  the  Association  were  required  to  operate 
without  income  for  one  year,  it  would  not  in  all  probability 
retain  expenditures  at  100%  of  budget  level;  (c)  We  are 
already  in  a period  of  high  inflation  which  taxes  the 
members  through  increased  dues.  This  recommendation 
should  not  be  regarded  as  permanent  but  one  that  can  be 
adjusted  to  meet  the  reserve  needs  at  any  given  time.  If 
approved,  the  Board  plans  to  implement  the  new  policy  in 
1979. 

The  Board  also  plans  to  incorporate  the  accrual  method 
of  accounting  beginning  in  1980.  The  principal  advan- 
tages of  this  approach  will  be  to  allow  the  Association  to 
incorporate  as  part  of  its  reserves,  the  assets  of  the 
Headquarters  Office.  The  new  system  will  provide  a 
reserve  fund  for  future  purchases  of  equipment  by 
depreciating  the  assets  and  charging  them  to  the  budget. 
A depreciation  rate  of  10%  has  been  established  and  will 
be  reviewed  and  modified  on  a yearly  basis  if  necessary. 
At  the  present  time  there  is  no  reserve  fund  for  this  type 
of  expenditure. 

(2)  Resolution  #3,  Annual  Session,  1979,  Antabuse: 
The  Board  received  Resolution  #3  as  passed  by  the 
House  of  Delegates  at  the  Annual  Session  in  April,  1979. 
The  Board  referred  the  matter  to  the  Scientific  Sessions 
Commission  which  will  cover  this  item  in  its  report. 

(3)  Services  to  Specialty  Societies:  The  Association 
continues  to  provide  administrative  services  to  the 
Nebraska  Society  of  Internal  Medicine.  Several  additional 
organizations  have  contacted  the  Association  and  dis- 
cussions are  taking  place  regarding  the  possibility  of 
providing  similar  services.  The  services  are  provided  on  a 
cost  basis  and  tbe  Board  feels  relationships  such  as  these 
are  beneficial  to  all  concerned.  Pending  satisfactory 
agreements  being  reached,  it  is  anticipated  the  Board  will 
approve  additional  organizational  relationships  in  future 
months. 

(4)  Auxiliary  Representation:  The  Board  considered  a 
request  by  the  Nebraska  Medical  Association  Auxiliary 
that  Auxiliary  representatives  be  invited  to  meet  with 
Association  commissions  and  committees  when  the 
subject  matter  for  a specific  meeting  would  lend  itself  to 
the  interests  of  both  groups.  The  Auxiliary  representa- 
tives selected  have  been  notified  and  various  Association 
chairmen  have  been  apprised  of  the  availability  of 
Auxiliary  representatives. 

(5)  NMA  Annual  Sessions:  The  Board  considered 
attendance  and  financial  records  for  recent  Annual 
Sessions  and  recommended  several  possible  format 
changes  for  consideration  by  the  Scientific  Sessions 
Committee.  The  Board  will  continue  to  monitor  the 
continued  success  of  future  NMA  scientific  meetings. 

(6)  AMA  Resolution  on  Peer  Review  and  the  Federal 
Trade  Commission:  The  House  of  Delegates  at  the 
Annual  Session  adopted  Resolution  #15  concerning  the 
subject  of  peer  review  and  the  FTC.  The  resolution  was 
forwarded  to  the  AMA  House  of  Delegates  and  adopted  in 
an  amended  form  as  follows: 

RESOLVED,  that  the  American  Medical  Association 
seek  legislation  which  would  permit  constituent  medical 
societies  of  the  AMA  to  review  the  reasonableness  of 
physicians’  charges  to  protect  the  public;  and  be  it  further 

RESOLVED,  that  the  AMA  seek  legislation  if 
necessary  to  protect  the  role  of  the  constituent  and 


December  1979 


Nebraska  Medical  Journal 


387 


component  medical  societies  in  the  discipline  of  members 
who  charge  excessive  fees  or  exploit  their  patients. 

The  Board  of  Directors  feel  this  resolution  is  important 
and  recommends  the  House  of  Delegates  endorse  the 
resolution  as  adopted  by  the  AMA  House  of  Delegates 
and  carried  above. 

(7)  Revision  of  Principles  of  Medical  Ethics:  The 

Board  discussed  the  AMA’s  proposed  revision  of  the 
Principles  of  Medical  Ethics.  The  original  or  existing 
wordage  and  the  proposed  change  was  distributed  to  each 
county  medical  society  with  the  request  that  the  revisions 
be  reviewed  and  that  comments  be  submitted  back  to  the 
Board  of  Directors.  The  responses  are  being  received  and 
the  Board  will  consider  this  matter  in  more  detail,  with 
consultation  from  the  Council  on  Professional  Ethics, 
prior  to  responding  to  the  AMA. 

(8)  Rules  and  Regulations  for  Certificate  of  Need 
Act:  The  Board  considered  the  fact  that  proposed  Rules 
and  Regulations  were  developed  for  LB  172,  Nebraska’s 
Certificate  of  Need  statute.  The  matter  was  referred  to 
the  Association’s  Commission  on  Legislation  and  Legal 
Affairs  and  testimony  was  presented  at  the  public  hearing. 

(9)  WPPA:  The  NMA  continues  to  monitor  the  activity  of 
WPPA  through  its  two  board  members.  The  Board  paid 
an  entry  fee,  which  is  in  the  form  of  a one-year  loan  to 
WPPA  carrying  seven  percent  interest.  At  a summer 
meeting  of  the  WPPA  Board,  considerable  discussion 
took  place  regarding  a letter  received  from  the  FTC.  The 
letter,  in  our  opinion,  raised  some  serious  questions  as  to 
whether  the  organization  could  function  under  its  original 
approach  as  a benefit  of  membership  to  physicians. 
Additionally,  the  fiscal  status  of  the  program  has  raised 
the  question  of  the  soundness  of  management.  The  WPPA 
Board  has  taken  a number  of  actions  to  reduce 
administrative  cash  flow  and  agreed  to  arrange  a letter  of 
credit  with  a local  bank  in  Cheyenne  to  provide  monthly 
finance  needs  until  1980  dues  are  received.  In  view  of 
these  circumstances.  The  Board  has  directed  that  the 
program  not  be  activated  in  Nebraska  until  the  FTC 
situation  is  clarified  and  until  fiscal  questions  are 
answered  satisfactorily. 

(10)  Student  and  House  Staff  Membership:  The 
Board  considered  the  matter  of  Association  membership 
by  students  and  house  officers  recognizing  the  relatively 
low  number  of  members  from  these  two  categories  at  the 
present  time.  It  was  decided  communication  should  be 
established  with  Nebraska’s  two  schools  in  an  effort  to 
more  fully  explain  the  benefits  of  being  part  of  organized 
medicine,  and  to  provide  answers  to  any  questions  which 
might  exist.  It  was  felt  that  individual  sessions  of  small 
groups  might  be  beneficial.  A subcommittee  of  the 
Commission  on  Association  Affairs  was  established  to 
which  student  and  house  officer  representatives  were 
appointed.  The  intent  is  that  this  subcommittee  will  meet 
with  school  representatives  to  establish  the  mechanism 
for  scheduling  meetings  primarily  with  house  officer  and 
senior  medical  students. 

The  Board  of  Directors  has  met  on  several  occasions 
and  considered  matters  of  interest  and  importance 
referred  to  it  by  the  House  of  Delegates.  We  submit  this 
report  to  the  House  for  approval  and  stand  ready  to 
consider  items  referred  to  tbe  Board  at  this  Session. 

Respectfully  submitted, 

CHAS.  W.  LANDGRAF,  JR.,  M.D. 

Chairman 


REPORT  OF  THE  DELEGATE  TO  THE  A.M.A. 
ANNUAL  SESSION 

The  1979  Annual  Session  of  the  American  Medical 
Assocation  House  of  Delegates  met  in  Chicago,  Illinois, 
July  22-26.  In  his  Presidential  Address,  or  “swan  song”  if 
you  will,  entitled,  “There  Is  Work  For  Us  To  Do,”  Dr.  Tom 
Nesbitt  exhorted  physicians  to  “take  hold  of  new 
responsibilities  in  the  actual  financing  of  care.”  He 
pointed  out  that  it  is  no  longer  enough  for  us  to  concern 
ourselves  with  the  traditional  considerations  of  quality 
and  accessibility. 

The  special  message  which  kept  coming  up  again  and 
again  during  the  session  was  that  membership  in  the  AMA 
was  not  keeping  pace  with  the  increasing  numbers  of 
physicians  being  trained  in  this  country  and  that  all 
physicians  should  help  to  carry  the  load  shouldered  by  the 
AMA,  i.e.  the  representation  of  American  physicians  at 
home  and  abroad.  No  other  organization  has  the 
capability  to  do  this  job. 

The  issue  of  National  Health  Insurance  and  Cata- 
strophic Health  Insurance  in  particular  received  extensive 
consideration  and  debate.  The  Board  of  Trustees  pled  for 
(and  eventually  received)  continuing  “flexibility”  in  the 
AMA  approach  to  NHI  and  reaffirmation  of  the  principles 
of  Resolution  62,  from  the  previous  session.  Nebraska’s 
Resolution  16  opposing  any  and  all  federally  controlled 
compulsory  National  Health  Insurance  programs 
received  considerable  support,  particularly  from  Texas, 
Illinois,  Indiana,  Kansas  and  Oklahoma  but  was  rejected 
on  the  floor  of  the  House.  There  appears  to  be  significant 
support  within  the  Board  of  Trustees  of  the  AMA  for  a 
catastrophic  proposal  for  NHI,  but  it  was  repeatedly 
brought  out  that  the  “trigger  figure”  of  $3,500  currently  in 
favor  in  the  Senate  Finance  Committee  is  less  than  the 
price  of  a good  used  car  and  as  such  represents  a “token 
deductible”  rather  than  a catastrophic  amount. 

The  issue  of  a change  in  the  AMA’s  code  of  Professional 
Ethics  came  in  for  extensive  discussion  and  debate.  The 
House  voted  to  circulate  the  new  version  of  Medical 
Ethics  to  all  medical  societies  for  comment  and  report  at 
the  Interim  meeting  of  the  House  in  December.  A copy  of 
the  present  version  and  of  the  Ad-Hoc  Committee’s 
proposed  revision  are  appended  to  this  report  and  your 
delegates  will  appreciate  direction  from  the  NMA  House 
of  Delegates  as  to  how  we  should  approach  this  issue  at 
the  next  AMA  session. 

The  first  resolve  of  Nebraska’s  Resolution  13,  which 
encouraged  physicians  to  participate  voluntarily  in 
continuing  medical  education  was  accepted  but  the 
second  resolve  which  advocated  no  linkage  between 
continuing  medical  education  and  involuntary  recertifi- 
cation, relicensure,  or  Medical  Society  membership  was 
not  approved  after  a number  of  somewhat  irrelevant  and 
illogical  arguments  (in  my  opinion)  were  presented.  The 
meaning  of  the  word  “involuntary”  seemed  to  be  lost  in 
the  discussion. 

A substitute  resolution  was  adopted  in  lieu  of 
Nebraska’s  Resolution  14,  which  embodied  two  com- 
panion resolutions  approved  by  the  1979  NMA  House  of 
Delegates  meeting  regarding  the  need  for  the  AMA  to 
conduct  an  in-depth  study  of  the  scope  of  PL  95-623,  as  it 
relates  to  medical  care,  undergraduate,  graduate,  and  post 
graduate  education  and  possible  conflicts  with  AMA 
policies  regarding  medical  education.  Substitute 
Resolution  14A  stated  that  the  AMA  should  study  the 
problem  of  the  Secretary  of  HEW  being  empowered  to 
assess  new  health  care  technology  and  all  modalities 
relative  to  the  diagnosis,  treatment,  and  prevention  of 
disease  but  that  an  in-depth  study  would  be  too 
expensive. 
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A substitute  Resolution  15A  was  adopted  in  lieu  of 
Nebraska’s  Resolution  15,  which  called  on  the  AM  A to 
adopt  a position  that  laws  and  enforcement  of  laws  which 
prohibited  Medical  Societies  from  participating  in 
activities  relative  to  the  settlement  of  controversies 
arising  as  a result  of  alleged  excessive  fees  was  not  in  the 
public  interest.  The  substitute  says  that  the  AMA  will 
seek  legislation  which  would  permit  Medical  Societies  to 
participate  in  determining  the  reasonableness  of 
physician’s  charges  and  also  to  seek  legislation  which 
would  protect  these  societies  in  their  disciplining  of 
members  who  charge  excessive  fees  or  exploit  their 
patients. 

Other  actions  of  the  AMA  House  which  are  of  interest 
are  as  follows: 

(1)  Resolution  9 asks  the  AMA  to  reevaluate  its  position 
on  physician  assistant  programs. 

(2)  Board  of  Trustees  Report  Y was  adopted  in  lieu  of 

Nebraska’s  Resolution  57,  A-78.  This  report 

chronicled  the  recent  history  of  increases  in  medical 
care  costs  which  could  be  influenced  by  the  actions  of 
physicians  and  those  which  were  beyond  physician 
control.  A request  that  this  be  done  in  a future  report 
was  transmitted  to  the  Board  and  the  AMA  staff  and 
was  favorably  accepted. 

(3)  Report  UU  of  the  Board  of  Trustees  was  adopted 
which  in  effect  cancels  the  previous  AMA  statement 
on  Chiropractic  which  labeled  it  an  “unscientific  cult” 
and  substitutes  language  which  states  that  the  AMA 
knows  of  no  scientific  evidence  to  support  spinal 
manipulation  and  adjustment  as  appropriate  treat- 
ment for  hypertension,  heart  disease,  stroke,  cancer, 
diabetes,  and  infection.  This  report  reaffirms  that  a 
physician  should  at  all  times  practice  a method  of 
healing  founded  on  a scientific  basis  but  states  that, 
“a  physician  may  refer  a patient  for  diagnostic  or 
therapeutic  services  to  another  physician,  a licensed 
limited  practitioner,  or  any  other  provider  of  health 
care  services  permitted  by  law  to  furnish  such 
services,  whenever  the  physician  believes  that  this 
will  benefit  the  patient.”  This  change  in  policy 
statement  was  carried  out  on  the  advice  of  legal 
counsel  and  was  influenced  significantly  by  the  suit 
filed  by  the  State  of  New  York  against  several 
defendants  including  the  AMA  alleging  that  the 
actions  of  Medical  Societies  have  deprived  New  York 
citizens  of  appropriate  Chiropractic  services  and  as  a 
result  has  increased  the  cost  of  health  services  to  the 
State  of  New  York  by  millions  of  dollars. 

(4)  Adopted  a resolution  which  makes  it  AMA  policy 
that  reconstruction  of  the  breast  for  rehabilitation  of 
the  post-mastectomy  cancer  patient  is  reconstructive 
rather  than  esthetic  surgery. 

(5)  Adopted  Tennessee  Resolution  7 which  supports  the 
“voluntary  effort,”  opposes  the  hospital  CAP  (HR 
2626)  and  urges  the  Administration  and  the 
Congress  to  voluntarily  act  in  the  same  manner  as 
health  care  providers,  and  reduce  inflation  by 
eliminating  the  recognized  prime  causes  - namely, 
deficit  government  budgeting  and  excessive 
spending  and  debouchment  of  our  currency. 

(6)  Referred  to  the  Board  of  Trustees  for  study  several 
items  related  to  curbing  the  pavers  of  the  FTC 
including  HR  3313,  introduced  by  Rep.  Charles  H. 
Wilson  of  California. 

(7)  Adopted  Resolution  84A  regarding  continuing 
medical  education  as  follows: 


RESOLVED,  that  the  American  Medical  As- 
sociation deplores  excessive  charges  for  continuing 
medical  education  programs  which  exploit  physicians 
or  distort  the  real  purposes  of  education  programs, 
and  be  it  further 

RESOLVED,  that  the  AMA  encourages  state 
society  accrediting  agencies  to  consider  the  impact  of 
the  cost  of  the  accreditation  process  on  program 
charges;  and  be  it  further 

RESOLVED,  that  the  AMA  make  a concentrated 
effort  to  acquaint  physicians  with  programs  that  will 
help  them  meet  their  particular  educational  needs  at 
a reasonable  cost. 

(8)  Approved  Board  of  Trustees  and  Council  on  Medical 
Education’s  recommendation  that  the  AMA  with- 
draw immediately  from  the  LCCME  and  resume  its 
previous  responsibility  for  the  voluntary  accredita- 
tion of  CME  programs.  The  reference  committee 
recommended  that  the  AMA  wait  six  months  before 
taking  this  action  in  order  to  give  the  other  parties  in 
the  LCCME  a chance  to  respond  to  their  intention 
but  the  House  responded  to  exhortation  by  the 
President  and  the  Board  of  Trustees  by  rejecting  the 
reference  committee’s  recommendation. 

(9)  Adopted  a report  of  the  Council  of  Scientific  Affairs 
relative  to  the  current  indications  for  aorta-coronary 
bypass  graft  surgery  with  the  caveat  that  the 
adoption  of  this  report  should  not  be  interpreted  as 
establishing  standards  of  medical  practice  since  such 
standards  change  and  evolve  from  day  to  day  and 
from  locality  to  locality. 

(10)  The  following  amended  recommendations  of  the 
Council  on  Long  Range  Planning  and  Development 
were  considered  and  #1  and  #3  adopted  as  written 
below.  Recommendation  #2  was  referred  to  the 
Board  of  Trustees  with  the  authority  to  undertake 
limited  pilot  studies  to  enhance  AMA  membership  in 
cooperation  with  selected  state  and  county  medical 
societies. 

Recommendation  #1:  That  the  concept  that  AMA 
strive  to  become  the  umbrella  organization  for 
physicians’  associations  be  endorsed. 

Recommendation  #2:  That,  as  a means  of  al- 
leviating the  immediate  membership  problem  as 
quickly  as  possible,  the  By-Laws  be  changed  to  allow 
AMA  to  recruit  and  accept  members  directly  under 
the  following  program:  Each  year,  cooperative  efforts 
to  recruit  members  through  the  Federation  will  be 
pursued  as  usual.  However,  as  of  May  1,  after  the 
traditional  dues  billing  process  through  the  Federa- 
tion has  had  a chance  to  work,  AMA  will  have  the 
opportunity  to  recruit  and  accept  members  directly 
without  the  necessity  of  having  to  go  through  the 
State  Medical  Societies. 

Recommendation  #3:  That  the  concept  of  the 
AMA  as  an  organization  of  American  medical 
organizations  be  studied;  and  that  the  Council  in 
consultation  with  constituent  and  component 
medical  associations,  continue  to  develop  this 
concept  with  an  interim  report  at  the  1979  Interim 
Meeting  and  for  consideration  by  the  House  of 
Delegates  at  the  1980  Annual  Meeting. 

(11)  Resolution  138,  which  asked  the  House  of  Delegates 
to  condemn  HEW’s  use  of  public  funds  to  promote 
enrollment  of  Medicare  beneficiaries  in  HMD’s  over 
other  forms  of  health  care  delivery  was  adopted. 

(12)  Adopted  Resolution  83,  which  urges  government  and 
third  party  payors  to  provide  reimbursement  for 
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immunizations  as  preventive  health  care  and  cost 
containment  measures. 

Robert  B.  Hunter,  M.D.  of  Sedro  Wolley,  Washington 
was  elected  as  President-Elect,  Wm.  Rial,  M.D.  and 
Harrison  Rogers,  M.D.  were  reelected  as  Speaker  and 
Vice  Speaker  of  the  House  respectively  and  W.  J.  “Jack” 
Lewis,  M.D.  of  Ohio  was  elected  to  the  Board  of  Trustees 
to  fill  the  unexpired  term  of  Doctor  Hunter.  All  incumbent 
members  of  the  Board  of  Trustees  who  were  seeking 
reelection  were  elected. 

Once  again  it  has  been  my  privilege  to  represent  the 
Nebraska  Medical  Association  at  the  AMA  meeting  and 
your  entire  AMA  delegation  (Delegates  and  Alternates) 
welcomes  your  inquiries,  suggestions,  comments  and 
criticisms.  With  your  help  we  will  continue  to  represent 
the  viewpoint  of  the  NMA  to  the  best  of  our  abilities. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Delegate 


PRESENT 

PRINCIPLES  OF  MEDICAL  ETHICS 

PREAMBLE: 

The  principles  are  intended  to  aid  physicians  in- 
dividually and  collectively  in  maintaining  a high  level  of 
ethical  conduct.  They  are  not  laws  but  standards  by  which 
a physician  may  determine  the  propriety  of  his  conduct  in 
his  relationship  with  patients,  with  colleagues,  with 
members  of  allied  professions,  and  with  the  public. 

SECTION  1: 

The  principle  objective  of  the  medical  profession  is  to 
render  service  to  humanity  with  full  respect  for  the  dignity 
of  man.  Physicians  should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full  measure  of 
service  and  devotion. 

SECTION  2: 

Physicians  should  strive  continually  to  improve  medical 
knowledge  and  skill,  and  should  make  available  to  their 
patients  and  colleagues  the  benefits  of  their  professional 
attainments. 

SECTION  3: 

A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not 
voluntarily  associate  professionally  with  anyone  who 
violated  this  principle. 

SECTION  4: 

The  medical  profession  should  safeguard  the  public  and 
itself  against  physicians  deficient  in  moral  character  or 
professional  competence.  Physicians  should  observe  all 
laws,  uphold  the  dignity  and  honor  of  the  profession  and 
accept  its  self-imposed  disciplines.  They  should  expose, 
without  hesitation,  illegal  or  unethical  conduct  of  fellow 
members  of  the  profession. 

SECTION  5: 

A physician  may  choose  whom  he  will  serve.  In  an 
emergency,  however,  he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care  of  a patient,  he 
may  not  neglect  him;  and  unless  he  has  been  discharged 
he  may  discontinue  his  services  only  after  giving  adequate 
notice.  He  should  not  solicit  patients. 

SECTION  6; 

A physician  should  not  dispose  of  his  services  under 
terms  or  conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical  judgment 
and  skill  or  tend  to  cause  a deterioration  of  the  quality  of 
medical  care. 


SECTION  7: 

In  the  practice  of  medicine  a physician  should  limit  the 
source  of  his  professional  income  to  medical  services 
actually  rendered  by  him,  or  under  his  supervision,  to  his 
patients.  He  fee  should  be  commensurate  with  the 
services  rendered  and  the  patient’s  ability  to  pay.  He 
should  neither  pay  nor  receive  a commission  for  referral  of 
patients.  Drugs,  remedies  or  appliances  may  be  dispensed 
or  supplied  by  the  physician  provided  it  is  in  the  best 
interests  of  the  patient. 

SECTION  8: 

A physician  should  seek  consultation  upon  request;  in 
doubtful  or  difficult  cases;  or  whenever  it  appears  that  the 
quality  of  medical  service  may  be  enhanced  thereby. 

SECTION  9: 

A physician  may  not  reveal  the  confidences  entrusted  to 
him  in  the  course  of  medical  attendance,  or  the 
deficiences  he  may  observe  in  the  character  of  patients, 
unless  he  is  required  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  of  the  individual 
or  of  the  community. 

SECTION  10: 

The  honored  ideals  of  the  medical  profession  imply  that 
the  responsibilities  of  the  physician  extend  not  only  to  the 
individual,  but  also  to  society  where  these  responsibilities 
deserve  his  interest  and  participation  in  activities  which 
have  the  purpose  of  improving  both  the  health  and  the 
well-being  of  the  individual  and  the  community. 


REPORT  OF  THE  AD  HOC  COMMITTEE  ON 
THE  PRINCIPLES  OF  MEDICAL  ETHICS 

Subject:  Final  Report  with  Recommendations 
Presented  by:  James  S.  Todd,  M.D.,  Chairman 
Referred  to:  Reference  Committee  on  Amendments  to 

Constitution  and  Bylaws  (William  P.  Arentzen,  M.D., 

Chairman) 

Introduction 

During  the  1977  Interim  Meeting  of  the  House  of 
Delegates,  the  Judicial  Council  introduced  Report  A, 
“American  Medical  Association  Principles  of  Medical 
Ethics,”  which  offered  revised  Principles  for  considera- 
tion. The  stated  intent  of  the  revision  was  to  clarify  and 
update  the  language,  to  reach  a proper  stance  between 
professional  principles  and  contemporary  society  and  to 
eliminate  any  reference  to  gender.  First  adopted  in  1847, 
Principles  were  revised  during  the  40’s  and  most  lately  in 
1957.  The  latest  publication  of  the  “Opinions  and 
Reports”  of  the  Judicial  Council  was  issued  in  1977,  the 
first  such  revision  since  1966. 

Following  debate  in  the  Reference  Committee  on 
Amendments  to  Constitution  and  Bylaws  and  on  the  floor 
of  the  House,  the  House  deferred  action  on  the  Revised 
Principles  and  approved  the  Judicial  Council  Report  A 
(A-78)  recommending  “that  a special  committee  of  the 
House  be  appointed  to  consider  the  revision  of  the 
Principles  further.  To  assure  that  this  special  committee 
is  broad-based,  the  Council  recommends  that  it  consist  of 
appropriate  representatives  from  the  House  of  Delegates 
and  the  Board  of  Trustees,  and  that  it  meet  with  the 
Judicial  Council  to  study  this  matter  further.” 

The  Speakers  of  the  House  appointed  the  following  to 
serve  as  an  Ad  Hoc  Committee: 

James  S.  Todd,  M.D.,  Chairman 
H.  Thomas  Ballantine,  Jr.,  M.D. 

Amos  P.  Bratrude,  M.D. 

John  J.  Coury,  Jr.,  M.D. 
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Jean  F.  Crum,  M.D. 

Henrietta  Herbolsheimer,  M.D. 

Joseph  T.  Painter,  M.D. 

Carroll  L.  Witten,  M.D. 

This  Ad  Hoc  Committee  presented  an  initial  report  to 
the  House  of  Delegates  at  the  1978  Interim  Meeting.  In 
that  report  the  Committee  detailed  its  activities  and 
indicated  that  while  the  emphasis  of  its  charge  w'as  on  the 
review  of  the  current  Principles  of  Medical  Ethics  and  the 
revision  proposed  hy  the  Judicial  Council  (1-77),  the 
Committee  believed  that  such  a review  warranted  a more 
comprehensive  study  of  the  evolution  of  ethics  in  society, 
the  role  of  ethics  for  a profession  and  the  consequences  of 
ethical  statements  vis  a vis  society  and  law. 

In  its  first  report,  the  Committee  did,  however,  submit 
the  following  conclusions  to  the  House: 

1.  A code  of  ethics  is  desirable  and  necessary  to  provide 
guidance  during  the  conduct  of  a physician’s  practice. 

2.  The  medical  profession  is  no  longer  perceived  as  the 
sole  guardian  of  the  public  health,  and  consequently 
the  traditional  paternalism  of  the  profession  is  in 
conflict  with  society. 

3.  Physicians  need  to  be  responsive  to  their  parents,  to 
their  profession,  to  society,  and  to  themselves  as 
individuals  without  emphasizing  one  at  the  expense 
of  the  others. 

4.  The  body  which  generates  a code  of  ethics  should  be 
distinct  and  separate  from  the  body  which  interprets 
and  enforces  that  code. 

5.  A code  of  ethics  should  not  make  reference  to  gender. 

6.  Neither  the  present  Principles  of  Medical  Ethics  nor 
the  revised  version  could  be  recommended  as 
appropriately  articulating  the  proper  ethical  stance 
for  the  profession. 

7.  The  Committee  should  continue  its  study,  and  make 
a final  report  to  the  House  during  the  1979  Annual 
Meeting. 

With  the  acceptance  of  this  report  by  the  House  of 
Delegates,  the  Ad  Hoc  Committee  believed  that  the 
House  expected  the  development  of  a new  code  of 
medical  ethics  based  on  firm  principles  and  consonant 
with  the  demands  of  contemporary  society.  Although  fully 
cognizant  that  the  current  Principles  were  considered 
adequate  by  some  members  of  the  Association,  the 
Committee  did  not  feel  that  its  responsibility  would  be 
discharged  properly  without  providing  the  House  with  a 
revision  which  would  not  only  respond  to  contempo- 
changes,  but  which  also  would  more  fully  express  a 
physician’s  dedication  to  high  ideals. 

Consequently,  state,  metropolitan  and  specialty  organi- 
zations, as  well  as  sponsors  of  resolutions,  were  once  again 
asked  to  submit  comments  and  proposals  regarding  what 
a code  of  ethics  for  the  profession  should  contain.  Issues 
pertaining  to  interpretation  were  specifically  excluded 
since  the  Committee  firmly  established  that  those  who 
generate  codes  should  not  interpret  them. 

Twenty  responses  were  received;  five  from  individuals, 
five  from  specialty  societies,  and  ten  from  state  or  county 
medical  societies.  Additionally,  oral  testimony  was 
received  from  the  Judicial  Council,  the  American 
Psychiatric  Association,  the  Resident  Physician  Section, 
the  American  College  of  Radiology,  the  American  College 
of  Surgeons,  the  American  Academy  of  Orthopaedic 
Surgeons,  The  Medical  Association  of  Georgia,  and  W. 
Dan  Jordan,  M.D.,  representing  Frank  A.  Rogers,  M.D. 

The  Ad  Hoc  Committee  held  four  meetings  since  the 


1978  Interim  Meeting.  The  first,  on  January  5-6,  was  a 
meeting  w4th  the  Judicial  Council,  and  a careful  review  of 
the  written  material  submitted  to  the  Committee  since  its 
formation.  The  second  meeting,  March  24-25,  was 
devoted  to  receiving  oral  testimony,  and  to  considering 
what  should  be  the  form  for  the  report  and  principles.  A 
third  meeting  was  held  April  28-29,  during  which  the 
report  and  principles  were  drafted.  A final  meeting  was 
held  on  June  24  to  finalize  this  report.  The  goal  of  these 
deliberations  was  to  develop  a new  version  of  the 
Principles  of  Medical  Ethics  which,  while  addressing 
classical  areas  of  ethical  responsibility,  would  also  be 
contemporary  enough  to  preserve  the  position  of  medicine 
among  the  professions. 

ETHICAL  PHILOSOPHY 

As  a consequence  of  its  study,  the  Ad  Hoc  Committee 
has  concluded  that  moral  principles  are  standards  of 
conduct  applicable  to  all  segments  of  society,  while  ethical 
principles  are  standards  of  conduct  in  accord  with  the 
moral  standards  of  a society,  but  particularly  applicable  to 
a special  segment  of  that  society.  Medical  ethics  are, 
therefore,  a specific  application  of  the  universal  norms  of 
moral  behavior.  It  should  not  be  assumed  that  there  is  a 
special  type  of  ethics  appropriate  solely  to  our  own 
profession.  Ethics  for  a profession  depend  upon  the  role 
of  that  profession,  and,  as  in  medicine,  when  the  role 
expands,  ambiguity  and  uncertainty  appear.  Traditionally, 
ethics  evolve  from  human  experience  and  define  what  one 
ought  to  do.  As  human  experience  expands  and  changes, 
so  does  the  need  for  study  of  ethical  behavior. 

A code  of  ethics  sets  the  limits  beyond  which  behavior 
will  be  unacceptable,  and  in  general  addresses  areas  not 
defined  by  law.  In  many  instances  ethics  will  establish 
standards  of  greater  virtue  than  law,  and  while  ethical 
behavior  requires  conformance  to  law,  it  also  mandates 
lawfully  conducted  action  to  change  those  provisions  felt 
to  be  morally  inferior  or  detrimental.  If  only  an  appeal  to 
individual  conscience-  were  allowed,  chaos  would  result. 
The  professional  must  work  within  the  constraints  and 
expectations  set  by  those  who  commission  his  work. 

The  shifting  sands  of  society  preclude  long-standing 
adherence  to  ethical  principles  without  reevaluation  and 
restatement  into  forms  appropriate  to  the  times.  No 
professional  organization  has  adhered  immuntably  to 
unchanging  codes,  and  the  American  Medical  Association 
is  no  exception.  Ethical  changes  cannot  be  settled  solely 
by  rational  discussions,  but  rather  as  a result  of  the 
realistic  evaluation  of  human  experience. 

Ethics  were  never  intended  to  be  laws,  but  rather 
standards  by  which  one  may  be  measured.  Ethics  are 
broad  and  lofty  ideals  which  permit  individual  discretion 
counterbalanced  by  individual  accountability.  Rules,  on 
the  other  hand,  restrict  individual  discretion,  and  by  close 
adherence,  reduce  accountability.  In  a profession  where 
the  individual  is  dominant,  as  in  medicine,  latitude  for 
individual  discretion  and  accountability  must  be  pro- 
vided. A hallmark  of  a professional  is  the  willingness  of  the 
individual  to  assume  personal  responsibility  for  pro- 
fessional activities. 

Any  restatement  of  ethical  principles  should  not  be 
looked  upon  as  a change  in  policy  or  a lowering  of 
standards,  but  rather  as  a refinement  of  those  principles 
to  a level  where  they  have  greater  contemporary  meaning. 
Ethical  behavior  is  behavior  that  is  appropriate  and  fitting 
in  particular  circumstances  guided  by  more  universal 
norms.  The  specific  mandate  does  not  change,  but  its 
application  does.  Physicians  will  be  in  an  increasingly 
awkward  position  if  they  hold  to  the  traditional  commit- 
ment that  their  only  concern  is  to  the  patient.  Society  is 
demanding  more  and  the  need  for  change  should  not  be 
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i^ored.  Ethics  as  statements  of  virtuous  conduct  have 
been  evolutionary  in  development,  and  that  evolution 
inevitably  will  continue  as  new  problems  and  attitudes 
develop.  Professionals  must  distinguish  between  a pro- 
fession and  a function.  The  function  truly  may  be  eternal, 
but  a profession  is  temporal  and  must  respond  to  change 
if  it  is  to  surv'ive.  The  professon  does  not  exist  for  itself,  it 
exists  for  a purpose,  and  increasingly  that  purpose  will  be 
defined  by  society.  Failing  this  accommodation,  the 
profession  will  wither  as  external  pressures  mount. 

APPLICATION  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  people  look  to  the  medical  profession 
and  the  American  Medical  Association  to  establish 
standards  for  professional  action  in  response  to  specific 
problems.  Physicians  look  to  the  American  Medical 
Association  for  guidance,  information,  coordination  and 
representation.  To  fulfill  these  expectations  the  As- 
sociation must  have  a strong  set  of  Ethical  Principles  as  a 
statement  of  what  the  profession  and  its  individual 
members  stand  for,  and  emphasizing  now  those  members 
are  dedicated  to  public  service  without  referring  to 
specific  means  or  mechanisms.  In  any  given  situation, 
instead  of  utilizing  a single  principle  for  guidance,  the 
aggregate  influence  of  all  the  Principles  should  apply  in 
determining  appropriate  action. 

Paternalism  by  the  profession  is  no  longer  appropriate, 
since  no  longer  is  the  profession  perceived  by  the  public 
as  the  sole  guardian  of  the  public’s  health.  Physicians 
must  not  fall  prey  to  believing  that  all  health  benefits 
come  from  areas  of  their  own  experience  and  scientific 
validity  alone.  Conversely,  however,  where  science  has 
shown  a specific  practice  to  be  detrimental,  physicians 
must  be  vigorous  in  denouncing  it. 

A difficulty  of  any  profession  is  that,  while  individuals 
differ  as  much  as  humans  can,  professionals  are  expected 
to  act  in  a standard  manner.  The  Ad  Hoc  Committee  has 
tried  to  find  the  appropriate  ethical  position  of  the 
profession  recognizing  the  shifting  expectations  of  society 
and  the  influence  they  have  on  the  profession. 

ISSUES  REQUIRING  FURTHER 
CONSIDERATION 

During  its  deliberations,  the  Ad  Hoc  Committee 
perceived  issues  beyond  its  purview  deserving  further 
study  and  consideration  by  the  House  of  Delegates. 

1.  Should  this  proposed  version  of  the  Principles  of 
Medical  Ethics  be  adopted,  the  Opinions  and 
Reports  of  the  Judicial  Council  may  not  then  be 
totally  appropriate.  The  Ad  Hoc  Committee  is  of  the 
opinion  that,  if  these  Principles  are  adopted,  it  is 
essential  that  the  Opinions  and  Reports  should  be 
reviewed  and  perhaps  rewritten  after  further  debate 
of  the  issues  with  presentations  before  the  Judicial 
Council  by  interested  parties.  To  dispel  any 
remaining  assumptions  that  the  House  of  Delegates 
can  change  an  opinion  of  the  Judicial  Council,  the  Ad 
Hoc  Committee  would  call  attention  to  the  summary 
in  the  report  of  the  Reference  Committee  on 
Amendments  to  Constitution  and  Bylaws  (T78),  page 
2: 

“The  1977  edition  of  Judicial  Council  Opinions  and 
Reports  is  presently  in  effect. 

“Under  the  Bylaws,  Opinions  and  Reports  of  the 
Judicial  Council  inteqjreting  the  AMA  Principles  of 
Medical  Ethics  need  not  be  submitted  to  the  House 
of  Delegates  for  approval.  The  Bylaws  confer  upon 
the  Judicial  Council  final  authority  to  interpret  the 
American  Medical  Association  Principles  of  Medical 
Ethics. 


“The  Judicial  Council  can  modify  or  amend  its 
opinions  and  reports  at  any  time  . . . the  following 
statement  appears  on  Page  1 of  the  1977  edition  of 
Judicial  Council  Opinions  and  Reports: 

“Opinions  and  Reports  of  the  Judicial  Council 
remains  a basic  compilation  of  interpretations, 
opinions  and  statements  of  the  American  Medical 
Association  Judicial  Council  which  may  be  expanded, 
contracted,  or  modified  from  time  to  time  to  meet 
changing  conditions  of  medical  practice.” 

As  was  done  in  the  Substitute  Resolution  for 
Resolutions  16,  50  and  106  (1-78),  the  House  may, 
however,  request  the  Judicial  Council  to  reconsider 
their  opinions. 

2.  With  the  emergence  of  bioethical  issues  such  as  the 
technology  of  genetic  control,  recombinant  DNA,  and 
controlled  fertility  along  with  the  changes  in  society’s 
moral  position,  the  medical  profession  can  expect  to 
face  many  ethical  problems  in  the  future.  The  Ad 
Hoc  Committee  believes  a mechanism  should  be 
developed  for  monitoring,  periodically  reviewing  and 
anticipating  the  ethical  stances  to  be  taken  by  the 
profession. 

3.  In  order  to  establish  clearly  the  House  of  Delegates 
as  the  body  which  generates  the  Principles  of 
Medical  Ethics,  the  Bylaws  need  to  be  amended  by 
deleting  “the  establishment  of  principles  and”  from 
Chapter  XIII,  Section  4A,  2d.  (6.4011  decimalized 
version). 

4.  Extensive  testimony  was  heard  regeu'ding  a perceived 
change  in  American  Medical  Association  policy 
regarding  chiropractic.  In  1966  (C-66),  the  House  of 
Delegates  approved  Report  E of  the  Board  of 
Trustees  which  spoke  directly  to  the  status  of 
chiropractic.  Although  modifying  statements  have 
been  adopted,  no  subsequent  action  has  been  found 
which  would  clearly  change  that  position.  In  the 
opinion  of  the  Ad  Hoc  Committee,  the  current 
position  of  the  Association  relative  to  chiropractic 
needs  to  be  clarified. 

5.  During  the  discussion  of  physician  responsibility  to 
patients,  it  soon  became  apparent  that  there  was  a 
subtle  difference  in  the  doctor-patient  relationship 
between  the  physician  acting  in  a purely  diagnostic 
role,  and  the  physician  who  provides  continuing  care. 
The  latter  physician  has  an  ongoing  relationship  and 
responsibility  to  the  patient  for  as  long  as  the  therapy 
or  its  effects  continue.  The  physician  serving  only  a 
diagnostic  role  appears  to  have  discharged  respon- 
sibility to  the  patient  once  a competent  report  is 
returned  to  the  referring  entity. 

The  Ad  Hoc  Committee  feels  that  these  apparently 
differing  responsibilities  should  be  studied  and  a 
report  submitted  to  the  House  on  the  appropriate 
role  of  the  primarily  diagnostic  and  the  therapeutic 
physician. 

CONCLUSIONS  AND  RECOMMENDATIONS 
The  Committee  is  of  the  firm  opinion  that  the 
Association  should  have  a strong,  broad  set  of  Ethical 
Principles,  maximizing  individual  discretion  and  account- 
ability while  at  the  same  time  informing  the  public  to  an 
uncompromising  attitude  toward  honorable  behavior 
within  the  profession.  While  primarily  for  the  benefit  and 
protection  of  patients,  such  principles  must  clearly 
embrace  the  relationships  of  physicians  to  their  col- 
leagues and  to  contemporary  society.  No  one  should 
expect  any  Principles  of  Medical  Ethics  to  stand 
unchanged  forever,  but  by  responding  in  a consistent 
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fashion  to  a rapidly  expanding  and  changing  society,  the 
American  Medical  Association  can  be  worthy  of  the 
moment  and  the  future. 

With  this  goal  in  view,  the  Ad  Hoc  Committee  presents 
for  final  action  at  the  1979  Interim  Meeting  the  following 
version  of  the  Principles  of  Medical  Ethics: 

PRINCPLES  OF  MEDICAL  ETHICS 
Preamble: 

The  medical  profession  has  long  subscribed  to  a 
body  of  ethical  statements  developed  primarily  for 
the  benefit  of  those  whom  it  serves.  As  a member  of 
this  profession,  a physician  must  recognize  respon- 
sibilities to  society,  to  patients,  to  other  health 
professionals  and  to  self.  The  following  principles 
adopted  by  the  American  Medical  Association  are 
not  laws,  but  standards  of  conduct  which  define  the 
essentials  of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing  medically 
competent  service  with  compassion  and  respect  for 
human  dignity. 

II.  A physician  shall  uphold  the  honor  of  the  profession 
by  dealing  honestly  with  patients  and  colleagues  and 
striving  to  expose  those  physicians  deficient  in 
character,  competence,  or  who  engage  in  fraud  or 
deception. 

III.  A physician  shall  respect  the  law,  and  also  recognize 
a responsibility  to  seek  changes  in  those  require- 
ments contrary  to  the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of 
colleagues,  and  of  other  health  professionals,  and 
shall  safeguard  patient  confidences  within  the 
constraints  of  law. 

V.  A physician  shall  continue  to  study,  apply  and 
advance  scientific  knowledge,  make  relevant  in- 
formation available  to  the  public,  and  utilize  the 
talents  of  other  health  professionals  when  indicated. 

\’I.  A physician,  except  in  emergencies,  shall  be  free  to 
choose  whom  to  serve,  with  whom  to  associate,  and 
the  environment  in  which  to  provide  services 
consistent  with  appropriate  patient  care. 

Vn.  A physician,  as  a member  of  society,  shall  recognize  a 
responsibility  to  participate  in  activities  contributing 
to  an  improved  community. 

ANNOTATIONS  TO  THE  PRINCIPLES 

OF  MEDICAL  ETHICS 

(not  to  be  an  integral  part  of  the  Principles) 

The  preamble  and  seven  principles  were  developed 
after  a thorough  assessment  of  the  prime  areas  of 
physician  concern  within  society  and  the  profession.  They 
represent  a logical  continuum  beginning  with  a presump- 
tion of  broad  responsibility,  with  subsequent  specific 
statements  regarding  discipline,  society,  due  process, 
implementation  of  function,  reserved  rights,  and  in- 
dependent responsibility  as  a citizen.  No  one  Principle 
can  stand  alone  or  be  individually  applied  to  a situation.  In 
all  instances,  it  is  the  conglomerate  intent  and  influence  of 
the  Principles  which  shall  measure  ethical  behavior  for  the 
physician.  Interpretation  and  application  of  these 
Principles  are  the  prerogatives  of  the  Judicial  Council. 

Preamble: 

This  language  establishes  broad  areas  of  respon- 
sibilities for  all  physicians,  and  reaffirms  the  belief 
that  ethical  standards  are  for  the  benefit  of  the 
patient.  To  allow  for  maximal  individual  discretion 
and  accountability,  these  statements  are  clearly 
guidelines  open  to  interpretation  and  universal 
application. 


I.  A concise  statement  of  mission  emphasizing  the 
magnitude  of  a physician’s  commitment,  and  how  it 
shall  be  met. 

II.  This  wording  is  a clear  mandate  for  self-discipline, 
calling  on  the  precepts  of  fairness  and  honesty 
toward  all.  The  deceitful  are  to  be  exposed,  the 
impaired  helped,  and  the  unscientific  educated. 

III.  Society  should  expect  obedience  to  laws  properly 
enacted,  but  the  dedication  of  a physician  requires 
lawful  disagreement  and  attempts  at  modification  of 
those  laws  inimical  to  sound  patient  care  or  contrary 
to  accepted  moral  behavior. 

IV.  Due  process  is  constitutionally  guaranteed.  No  one 
has,  or  should  have,  the  ability  to  abridge  the  legally 
given  rights  of  another.  Similarly  the  professional 
relationship  is  predicated  on  trust,  and  the  con- 
fidentiality of  this  relationship,  within  the  constraints 
of  the  law,  must  be  assured. 

V’.  Effective  implementation  of  a physician’s  mission 
depends  upon  the  application  of  sound  scientific 
concepts,  the  ability  of  the  public  to  make  intelligent 
health  choices,  both  as  to  procedure  and  person,  and 
the  liberal  use  of  consultation  with  other  health 
professions  as  may  be  indicated. 

VI.  Within  the  framework  of  these  Principles,  the 
physician  is  entitled  to  certain  rights  which  should 
not  be  denied  if  individual  talents  are  to  be 
developed  to  the  fullest.  Freedom  of  choice  both  by 
physician  and  patient  is  essential. 

VII.  Citizens  should  participate  in  community  and 
societal  affairs.  By  virtue  of  special  training,  a 
physician,  as  a citizen,  may  have  additional  value  and 
should  recognize  that  possibility.  Whether  to 
exercise  that  citizens  responsibility  always  has  been 
and  should  remain  an  individual  decision. 

RECOMMENDATION-  1 

That  this  proposed  verson  of  the  Principles  of  Medical 
Ethics  be  placed  before  this  House  now  for  final  action  at 
the  Interim  Meeting  in  December  1979. 

RECOMMENDATION  2 

That  there  should  be  developed  by  the  Board  of 
Trustees  a mechanism  within  the  House  of  Delegates  for 
the  ongoing  evaluation  and  modification  of  ethical 
positions  as  may  be  required  from  time  to  time. 

RECOMMENDATION  3 

That  the  Bylaws  be  amended  by  deleting  the  words  “the 
establishment  of  principles  and”  from  Chapter  XIII, 
Section  A,  subsection  2d  (6.4011  decimalized  version). 

RECOMMENDATION  4 

That  the  Judicial  Council  be  asked  to  view  their 
Opinions  and  Reports  in  consonance  with  this  revision  of 
the  Principles  of  Medical  Ethics,  if  adopted. 

RECOMMENDATION  5 

That  this  report  be  accepted  in  lieu  of  Resolutions  36, 
60,  71,  92,  121,  124,  133  and  152  and  Report  II  of  the 
Board  of  Trustees  (A-78),  as  well  as  Resolutions  12,  13, 
24,  49,  53,  70,  88,  99  and  105  (T78)  and  Report  A of  the 
Judicial  Council  (T77). 

REPORT  OF  AMA  DELEGATE, 
RESIDENT  PHYSICIAN  SECTION 

The  third  annual  American  Medical  Association- 
Resident  Physician  Section  business  meeting  took  place 
in  Chicago,  July  20-22,  1979.  This  was  the  largest 
representative  assembly  in  the  AMA-RPS  history,  with  73 
delegates  from  19  states  and  the  armed  services  in 
attendance. 
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Several  issues  of  general  interest  were  presented  to  the 
assembly.  The  representatives  from  Pennsylvania  dis- 
cussed the  nuclear  accident  at  Three  Mile  Island  from 
their  perspective  as  physicians.  They  felt  ill-trained  to 
treat  patients  in  a major  nuclear  disaster  which 
fortunately  did  not  occur;  nevertheless,  they  had  been 
expecting  to  potentially  manage  over  2000  acutely  ill 
patients  at  the  Hershey  Medical  Center  alone.  A 
resolution  was  unanimously  passed  encouraging  the 
development  of  educational  resources  concerning  radia- 
tion exposure  treatment.  As  Nebraska  generates  half  of  its 
electricity  from  nuclear  energy  and  thus  shares  the  chance 
for  a nuclear  accident,  this  type  of  planning  and  education 
should  be  useful  here,  also. 

Continuing  concern  about  the  possibility  of  induction  of 
physicians  into  the  military  services  was  expressed  in  a 
resolution  that  the  AMA-RPS  Governing  Council  deter- 
mine “the  likelihood  and  implications  of  a physician 
draft.”  Concern  was  also  expressed  about  the  degree  of 
indebtedness  many  residents  find  themselves  in  at  the 
conclusion  of  medical  school.  This  prompted  a resolution 
requesting  that  the  AMA  “support  the  concept  of 
repayment  deferral  for  medical  education  loans  until  after 
postgraduate  medical  training.” 

Two  major  documents  were  presented  at  the  meeting: 
the  first,  concerning  national  health  insurance,  reviewed 
the  history  of  NHI  and  analyzed  current  proposals;  the 
second,  on  physician  well-being,  explored  the  subtle  yet 
pervasive  problem  of  physician  impairment  as  well  as 
several  attempted  solutions.  Also  displayed  at  the 
meeting  was  the  new  Educational  Skills  Resource  Center 
for  resident  physicians  “to  enable  them  to  become  better 
educators  of  themselves,  their  patients,  and  their  col- 
leagues.” 

An  important  transition  occurred  with  the  last  AMA- 
RPS  meeting  for  Michael  Sadaj,  M.D.,  a former  resident 
at  the  University  of  Nebraska  Medical  Center  who  served 
as  the  AMA-RPS  member  on  the  AMA  Council  on 
Constitution  and  Bylaws.  Mike  was  honored  by  the 
Governing  Council  with  an  engraved  plaque  commem- 
orating his  services. 

On  a personal  note,  I found  the  discussions  and 
educational  programs  very  interesting  and  worthwhile.  I 
was  sorry  I could  only  meet  briefly  with  Dr.  Landgraf  and 
the  Nebraska  delegation  before  I had  to  return  to  Omaha. 
I hope  to  participate  more  fully  at  the  interim  session  in 
December. 

Respectfully  submitted, 

Donald  C.  Kern,  M.D. 

Delegate 


REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

I appreciate  this  opportunity  to  report  to  the  House  of 
Delegates  on  behalf  of  the  Medical  Center.  In  a separate 
report.  Dean  Alastair  Connell  will  discuss  specific 
developments  in  the  College  of  Medicine,  which  I believe 
has  made  significant  progress  under  his  leadership. 

My  remarks  will  address  what  I consider  a serious 
problem  facing  the  Medical  Center  and  the  University  in 
the  coming  year  — that  of  assuring  the  financial  stability 
of  our  programs. 

Since  my  arrival  at  the  Medical  Center  in  July,  1977,  we 
have  had  to  work  with  tight  budgets  that  offered  no  money 
for  new  programs;  and,  in  fact,  have  not  enabled  us  to 
keep  pace  with  the  rate  of  inflation. 


For  the  1977-78  fiscal  year,  state  funds  appropriated  by 
the  Legislature  increased  3.8  per  cent  from  the  previous 
year.  The  rate  of  inflation  for  that  year  was  7.7  per  cent 
according  to  the  University  of  Nebraska  Bureau  of 
Business  Research.  Compounding  that  deficit  was  the  loss 
of  $1,146,225  in  Federal  funds,  including  $545,457  in 
capitation  funds  allocated  to  our  health  sciences  schools 
to  support  basic  educational  costs. 

For  the  1978-79  fiscal  year  the  Medical  Center  received 
an  increase  of  5 per  cent  in  state  funds,  while  inflation 
rose  to  11.3  per  cent. 

For  the  current  year  we  received  an  increase  in  state 
funds  of  7 per  cent.  It  appears  that  the  rate  of  inflation  will 
be  at  least  10  per  cent.  We  are  told  to  expect  a 20  per  cent 
decrease  in  Federal  capitation  funding. 

It  should  be  noted  that  the  above  inflation  rates  which 
are  based  on  such  factors  as  the  Consumers  Price  Index 
do  not  adequately  describe  the  impact  of  the  much  higher 
rises  in  the  cost  of  medical  supplies  and  utilities. 

If  available  resources  continue  to  dwindle  when 
compared  to  costs,  the  Medical  Center  simply  cannot 
continue  to  offer  all  of  our  current  programs  at  the  same 
level  of  quality. 

The  description  of  the  coming  year  as  a crucial  one  for 
the  College  of  Medicine,  the  Medical  Center  and  the 
University  was  not  arrived  at  lightly.  We  are  seeking  an 
increase  of  15  per  cent  in  state  funds  for  the  1980-81 
fiscal  year.  That  is  against  a background  of  forecasts  of 
continuing  double-digit  inflation,  another  29  per  cent  drop 
in  our  capitation  funds,  and  an  additional  expected  loss  of 
$131,710  in  other  Federal  funds. 

The  Medical  Center’s  budget  request  includes  salary 
increases  of  10  per  cent;  a 10  per  cent  increase  in  general 
operations;  and  specific  sums  to  cover  the  extraordinary 
inflationary  costs  of  utilities  and  medical  supplies. 

Replacement  for  the  anticipated  losses  in  Federal  funds 
are  included  in  the  budget  request. 

Several  critical  areas  are  covered  by  improvement 
monies  that  are  sought.  They  include  the  College  of 
Dentistry,  which  became  administratively  part  of  the 
Medical  Center  on  July  1.  Funds  are  urgently  needed  for 
added  faculty  and  educational  support  to  address  serious 
problems  relating  to  accreditation.  The  College  is  one  of 
the  lowest  funded  among  public  dental  schools  in  the 
nation. 

Improvement  funds  are  also  sought  for  the  College  of 
Medicine,  primarily  to  strengthen  the  Pathology  Depart- 
ment, where  additional  faculty  are  required  to  carry  out 
and  continue  accreditation  of  programs. 

The  above  paragraphs  should  give  you  a fair  picture  of 
the  financial  health  of  the  Medical  Center.  If  the  Medical 
Center  is  to  continue  to  operate  its  programs  and  to 
sustain  and  improve  their  quality,  we  will  need  the 
understanding  and  support  of  State  Government  and  the 
health  professions  in  Nebraska.  The  Nebraska  Medical 
Association  has  given  solid  support  to  its  Medical  Center 
in  the  past.  I hope  we  can  count  on  that  support  in  the 
future. 

I would  welcome  the  opportunity  to  discuss  our 
situation  with  Association  members  individually  or  in 
groups.  Your  continued  communication  with  us  is 
invaluable. 

Respectfully  submitted, 

NEAL  A.  VANSELOW,  M.D. 

Chancellor 
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REPORT  OF  THE  EDITOR, 
NEBRASKA  MEDICAL  JOURNAL 

Volume  LXIII  of  the  Nebraska  Medical  Journal  was 
published  in  1978.  It  contained  87  original  articles, 
averaging  more  than  7 per  month,  written  by  151  authors; 
and  56  editorials.  We  do  not  reprint  articles  published 
elsewhere  nor  is  it  usually  the  Journal’s  policy  to  solicit 
manuscripts  for  publication. 

We  have  continued  to  publish  Down  Memory  Lane,  the 
President’s  Page,  the  Auxiliary,  WashingtoNotes,  Medici- 
news,  and  Our  Medical  Schools.  This  is  in  addition  to 
Between  Cases,  State  and  National  Organizations,  The 
Letter  Box,  Books,  In  Memoriam,  Fifty-Year  Remi- 
niscences, Coming  Meetings,  and  The  Picture  Gallery. 

We  have  begun  a new  series  of  articles,  called  My 
Specialty,  in  which  a physician  in  each  field  describes  his 
specialty  and  tells  us  why  he  chose  it  and  what  it  is  like. 
Each  specialist  will  learn  something  about  a colleague’s 
specialty,  and  it  will  help  the  student  to  choose  his  own 
specialty  and  his  life’s  work. 

Reports  of  Councilors,  Delegates,  and  Committees  are 
published  every  6 months.  Advertising  is  up  again. 

The  Journal  enjoyed  a very  good  year,  but  they  are  all 
good  years.  We  have  again  been  cited  by  Medical 
Journalism.  I have  been  the  Editor  since  May  1,  1965. 

Respectfully  submitted, 

FRANK  COLE,  M.D. 

Editor 


REPORT  OF  THE  EXECUTIVE  DIRECTOR 

In  many  ways,  the  NMA  operates  in  a sphere  of 
continuous  education  much  the  same  as  a physician.  It 
provides  standard  activity  and  services  to  the  member- 
ship in  the  form  of  publications,  statements  of  policy, 
communications  both  oral  and  written  with  numerous 
individuals  and  organizations.  It  is  not  unusual  to  be  faced 
with  subjects  not  previously  discussed  or  reviewed  as  well 
as  new  twists  to  long-standing  issues. 

To  function  efficiently  and  effectively,  the  Association 
calls  on  many  of  its  facilities  and  talent.  Almost  daily, 
individuals,  officers,  committees  and  commissions  are 
contacted  or  meet  to  develop,  expand,  review  and  decide 
on  a multitude  of  issues  that  come  within  the  sphere  of 
organized  medicine.  It  is  a serious  responsibility  and  not 
taken  lightly.  The  key  ingredient  is  an  active  and 
interested  membership.  Your  comments,  ideas  and 
participation  are  always  welcome. 

STATE  LEGISLATURE  - The  1979  Session  of  the 
Nebraska  Legislature  was  again  a busy  and  important 
session  to  medicine.  Legislative  reports  were  mailed  to 
the  members  on  a periodic  basis  and  a commission  report 
on  the  session  is  in  the  Handbook. 

The  1980  Session  will  be  60  days  in  length.  It  will  also 
be  election  year  for  those  Senators  residing  in  odd- 
numbered  districts.  A number  of  health  issues  can  be 
anticipated.  Grass  roots  contact  with  the  Senators  is  still  a 
key  activiity  in  health  matters  and  the  success  of  any 
legislative  program  will  depend  greatly  on  this  activity. 

ANNUAL  AND  FALL  SESSION  - The  1980  Annual 
Session  will  be  held  in  Omaha  at  the  Omaha  Hilton. 
Meeting  dates  are  April  27-30.  The  policy  of  no  exhibits  at 
the  Annual  Session  will  be  continued  and  will  permit  the 
several  meetings  and  functions  to  be  held  in  a central 
location  at  the  hotel. 


The  1980  Fall  Session  of  the  House  of  Delegates  and 
the  Board  of  Councilors  will  be  held  in  Lincoln  on  October 
2,  3 and  4,  at  the  Lincoln  Hilton  and  corresponds  to  a 
home  football  game. 

MEMBERSHIP  REPORT  - The  subject  of  membership 
has  not  been  discussed  in  detail  in  recent  times,  but 
nevertheless  does  not  diminish  its  importance.  This 
report  will  cover  two  segments  of  membership,  non- 
members and  non-AMA  members. 

Non-Members:  Organized  medicine  can  only  be  as 
strong  as  its  membership.  All  costs  for  implementing  the 
programs  and  functions  of  organized  medicine  must  be 
obtained  through  membership  dues.  Today  there  are  316 
physicians  in  the  state  who  do  not  belong  to  any  segment 
of  organized  medicine.  The  dues-paying  members, 
therefore  are  providing  the  benefits  of  organized  medicine 
to  these  individuals  at  no  cost  to  them.  This  same  group  is 
part  of  160,000  in  the  U.S.  who  do  not  belong  to  any  level 
of  organized  medicine.  While  the  state  figure  does  not 
appear  significant,  on  a proportionate  basis,  it  represents 
17.6%  of  the  physicians  in  the  state.  Serious  consideration 
should  be  given  to  bringing  this  group  of  non-members 
into  the  family  of  medicine. 

Non-AMA  Members:  The  number  of  non-AMA  mem- 
bers in  our  state  is  likewise  an  important  subject.  The 
concept  of  strength  at  the  national  level  is  vitally 
important  in  demonstrating  unity  through  membership. 

Present  records  show  that  381  (27%)  members  of  the 
NMA  do  not  belong  to  the  AMA.  Put  another  way,  if  we 
were  not  given  credit  for  Life  Members  and  House 
Officers  who  belong  to  the  AMA,  we  would  be  eligible  for 
only  one  AMA  delegate  and  alternate.  AMA  representa- 
tion is  based  on  one  delegate  for  each  1,000  members  of 
a state  association  or  fraction  thereof.  As  a matter  of 
information,  the  following  is  a breakdown  of  AMA 
membership  in  the  NMA  House  of  delegates: 


Delegates: 

AMA  Members  ....'. 77 

Non-AMA  Members 12 

Alternate  Delegates: 

AMA  Members 62 

Non-AMA  Members 19 


The  political  climate  concerning  health  necessitates  a 
strong  voice  by  medicine.  The  AMA  is  that  voice  at  the 
national  level  and  there  is  a strong  obligation  to  press  for 
unity  by  enlisting  all  physicians  into  membership  at  that 
level. 

Respectfully  submitted, 

KENNETH  NEFF 
Executive  Director 


1979  MEMBERSHIP 

(As  of  9/14/79) 

Active: 

AMA  Members 995 

Non-AMA  Members 407  1402 

Life  Members 173 

TOTAL  MEMBERS 1575 

Deceased  Members 10 

* * * * 

Student  Members: 

Nebraska 69  (61) 

Creighton 23  (16) 

TOTAL .92  (77) 
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House  Officer  Members: 


Nebraska 19  (15) 

Creighton 3 ( 1) 

Miscellaneous 3 ( 3) 


TOTAL 25  (19) 


(Figures  shown  ( ) indicate  AMA  members) 


* * * * 


Great. 

Omaha 

Lincoln 

Ne. 

Totals 

Private  Practice 

.631 

239 

593 

1463 

Residents 

. 388 

17 

Full-Time  V.A 

. . 16 

13 

13 

42 

Full-Time  Emergency 

Room 

..29 

11 

2 

42 

Full-Time  Dept. 

Public  Inst 

8 

17 

25 

Full-Time  Administration . . 

..  5 

5 

10 

Full-Time  Medical 

School  Faculty 

. 217 

Retired,  Disabled, 

Not  in  Practice 

. . 28 

22 

64 

114 

TOTAL  PHYSICIANS .... 

1314 

2^ 

Total  Members  . . . . 

. 1565 

Total  Non-Members 

. 348 

REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  summer  must  have  passed  even  more  swiftly  than 
usual.  It  seems  only  last  month  that  I was  preparing  my 
report  to  you  prior  to  the  Annual  Meeting  of  the  House  of 
Delegates. 

While  the  schedules  of  the  faculty  and  staff  of  the 
School  would  not  support  this  statement,  it  in  truth  was  a 
rather  quiet  summer  from  the  standpoint  of  significant 
developments  of  interest  to  your  membership.  We 
graduated  a class  of  109  new  physicians  and  the  class  of 
1983,  numbering  110,  began  its  course  of  study  three 
weeks  ago  at  the  time  of  this  writing.  In  between,  our 
major  academic  emphasis  was  placed  on  initiating  a new 
class  of  junior  students  to  the  opportunities  and  rigors  of 
their  required  clinical  clerkships,  and  beginning  the 
postgraduate  training  experiences  for  46  new  residents. 

'f'he  109  May  graduates,  as  is  traditional  for  graduates 
from  this  institution,  dispersed  literally  to  the  four 
corners  of  the  United  States  to  begin  preparation  for  a 
medical  career  in  the  specialty  of  their  choice.  Thirty-two 
of  them  remained  in  Omaha,  29  in  the  Creighton  affiliated 
hospital’s  program,  and  three  at  the  University  of 
Nebraska  Medical  Center.  Of  the  remainder,  1 1 were 
fulfilling  obligations  to  a branch  of  the  military  service 
with  assignment  to  a broad  spectrum  of  postgraduate 
training  centers,  both  geographically  and  disciplinary. 
Nearly  all  of  the  remainder  (66)  joined  university  affiliated 
programs  throughout  the  country. 

The  new  class  of  110  freshmen  would  be  described  as 
fairly  typical  of  recent  entering  classes,  although  the  62 
students  drawn  from  our  own  undergraduate  and  graduate 
programs  is  the  largest  number  of  such  students  in  the 
recent  history  of  the  School.  The  remainder  of  the 
students  some  from  25  states  and  32  college  or  university 
premedical  programs.  In  terms  of  states,  as  has  also  been 
the  pattern  in  recent  years,  the  largest  number  (25)  were 
from  Nebraska,  with  Wyoming  (16)  and  California  (12), 
Iowa  (11)  following  in  that  order.  The  class  was  selected 


from  6323  applicants  with  191  acceptances  issued  to  fill  a 
class  of  1 10. 

The  period  between  May  19,  and  August  27,  was  largely 
uneventful,  with  considerable  time  spent  filling  the 
inevitable  vacancies  in  the  full-time  faculty.  Earlier  this 
month,  a half  day  orientation  program  for  new  members  of 
the  faculty  was  conducted  as  one  step  in  the  process  of 
integrating  these  people  into  the  several  programs  of  the 
School.  Twenty  new  individuals  joined  our  full-time 
faculty  during  the  period  from  October  1,  1978,  to 
September  1,  1979,  the  smallest  number  in  recent  years. 

Since  members  of  the  faculty  rarely  receive  public 
acclaim  for  teaching  excellence,  I would  like  to  acknowl- 
edge to  this  group  the  six  members  of  our  faculty  who 
were  honored  by  the  student  body  at  their  annual  Golden 
Apple  Dinner  Dance  in  late  April  as  being  outstanding 
teachers.  They  were:  Dr.  Timothy  Neary,  Dr.  Ann 
Czerwinski,  Dr.  Michael  Crush,  Dr.  Dennis  Cavanaugh, 
Dr.  Richeird  Ceniza,  and  Dr.  Timothy  Fangman. 

The  1979-80  academic  year  represents  the  last  year  of 
our  first  five-year  agreement  with  the  State  of  Wyoming 
for  the  education  of  qualified  Wyoming  citizens  for  the 
practice  of  medicine.  Both  the  State  of  Wyoming  and 
Creighton  are  currently  evaluating  the  results  of  this 
pioneer  program  in  preparation  for  discussions  that 
hopefully  will  lead  to  an  extension  of  the  agreement  for 
another  period  of  time. 

Finally,  I should  acknowledge  that  major  attention 
during  the  preceding  few  months  and  for  the  next  several 
months  is  being  given  to  preparation  for  the  reaccredita- 
tion survey  to  be  conducted  by  a site  team  of  the  Liaison 
Committee  on  Medical  Education  in  mid- April  of  1980.  A 
steering  committee  of  the  faculty  to  conduct  and  prepare 
the  report  for  a self-study  of  the  School  and  its  programs 
is  chaired  by  Dr.  Claude  Organ,  and  includes  Dr.  George 
Clifford  as  Vice  Chairman,  Drs.  Henry  Lynch,  Patrick 
Brookhouser,  and  John  Hartigan  as  members  as  well  as 
Dr.  William  Fitzgerald,  a member  of  the  Board  of 
Directors  of  the  University  and  Chairman  of  the  Uni- 
versity’s Health  Affairs  Committee.  Thirteen  task  forces 
have  been  organized  under  the  leadership  of  selected 
members  of  the  full-time  faculty  to  evaluate  and  report  on 
many  aspects  of  the  School’s  programs  and  the  resources 
available  to  support  those  programs.  These  reports  will 
analyze  the  strengths  and  weaknesses  of  the  School  in 
each  of  these  areas  and  prepare  recommendations  for 
strengthening  those  programs.  Task  force  reports  will  be 
studied  and  integrated  into  a final  report  for  submission 
to  the  LCME  in  advance  of  the  site  survey. 

I would  like  to  thank  the  officers  and  staff  of  the 
Nebraska  Medical  Association  for  the  opportunity  to 
present  this  semi-annual  report  to  you. 

Respectfully  submitted, 

JOSEPH  M.  HOLTHAUS,  M.D. 

Dean 

REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

C.  J.  Cornelius,  Jr„  M.U.,  Sidney,  Chairman;  John  D.  Coe,  M.D.,  Omaha; 
William  Doering,  M.D.,  Franklin;  John  F.  Porterfield,  M.D.,  Lincoln;  Donald 
F,  Prince,  M.D.,  Minden;  Jerald  R.  Schenken,  M.D.,  Omaha;  R.  F.  Sievers, 
M.D.,  Blair. 

Your  Commission  met  at  the  NMA  office  on  9/6/79, 
and  submits  the  following  report. 

HEALTH  PLANNING  - Health  Planning  was 
extended  for  3 years  by  the  Congress  in  August.  Your 
Commission  continues  to  monitor  Health  Planning 
activities  in  Nebraska  including  those  of  the  3 HSA’s  and 
the  SHCC  (State  Health  Coordinating  Council).  An  Ad- 
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Hoc  Committee  was  formed  to  monitor  HSA  Committee 
and  Board  meetings  but  to  date  has  not  functioned  as 
intended  and  activities  have  been  sporadic  and  lack 
coordination.  The  testimony  submitted  at  the  public 
hearing  on  the  State  Health  Plan  on  August  22nd  is 
appended  to  this  report. 

Inasmuch  as  the  passage  of  LB  172  (Certificate  of 
Need)  gives  the  State  Health  Plan  legal  status,  it  becomes 
evident  that  the  NMA’s  involvement  in  Health  Planning 
must  be  increased.  Since  the  Health  Systems  Plans  of 
three  HSA’s  form  the  basis  for  the  State  Health  Plan,  it  is 
necessary  that  NMA  involvement  at  the  HSA  level  be 
increased  as  well.  Therefore,  your  Commission  proposes 
that  a new  Committee  on  Health  Planning  be  formed.  It  is 
recommended  that  this  Committee  be  comprised  of  5 
members  from  each  Health  Systems  Area  and  that  a 
budgetary  allowance  for  necessary  travel  be  designated 
for  members  of  this  Committee.  It  is  envisioned  that  this 
Committee  will  need  to  meet  3 or  4 times  per  year  and 
certain  members  of  this  Committee,  particularly  those 
from  GNHSA,  may  be  required  to  travel  distances  of 
several  hundred  miles  to  attend  meetings  of  this 
Committee  and  of  their  local  HSA’s.  It  does  not  appear  to 
be  financially  feasible  or  necessary  for  the  NMA  to 
develop  a health  planning  committee  to  parallel  all  the 
HSA  and  SHCC  activities  as  has  been  done  in  Minnesota, 
but  it  is  recognized  that  close  monitoring  and 
participation  by  NMA  members  in  Health  Planning 
activities  in  a meaningful  manner  is  absolutely  necessary 
if  the  NMA  is  to  have  input  into  future  Health  Planning  in 
Nebraska. 

NATIONAL  HEALTH  INSURANCE  - We  have  been 
informed  that  there  is  no  significant  AMA  activity  on  NHI 
in  Washington  at  present.  The  provisions  of  Resolution  62 
from  the  AMA  interim  meeting  of  December,  1978, 
continue  to  be  the  basis  of  AMA  activities  in  NHI  arena 
and  it  is  our  judgement  that  none  of  the  NHI  proposals 
currently  before  the  Congress  (including  the  Catastrophic 
Proposals  of  Sen.  Dole  and  Long)  meet  these  provisions. 

Inasmuch  as  the  Nebraska  Medical  Association’s 
position  on  NHI  is  clear  and  well  known,  it  is  not 
considered  necessary  for  an  NMA  resolution  on  NHI  be 
introduced  at  the  upcoming  meeting  of  the  AMA. 

PSRO  - A general  HEW  bulletin  (R.F.P.  - request  for 
proposal)  was  issued  earlier  this  year  for  an  Alternate 
PSRO  for  Nebraska  and  some  15  applications  were 
requested.  However,  no  completed  applications  were 
returned  by  the  August  10th  deadline.  To  our  knowledge 
there  is  no  PSRO  activity  for  Nebraska  at  this  time  and 
information  would  indicate  that  funds  for  the  support  of 
PSRO  activities  in  general  are  very  tight. 

REFERRAL  PATTERNS  - A survey  of  physician 
referral  patterns  was  carried  out  by  the  NMA  ap- 
proximately 5 years  ago.  Consideration  should  be  given  to 
updating  this  survey.  Such  an  update  would  be  most 
helpful  in  future  health  planning  activities  of  the  NMA. 

MEDICARE-MEDICAID  Amendments  (HR  934  - 
FORMERLY  S 505  & S 500)  - Congressional  activity  on 
HR  934  has  been  slow  and  somewhat  uncertain  of  late. 
Whether  significant  progress  will  be  made  on  these 
proposals  in  the  near  future  is  not  clear  at  this  time. 

Your  Commission  continues  to  monitor  legislative 
activity  at  the  Natonal  level  and  continues  to  be  in  contact 
with  members  of  the  Nebraska  Congressional  delegation 
on  matters  of  interest  to  the  NMA. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 
Chairman 


August  22,  1979 

STATEMENT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION 
on  the 

STATE  HEALTH  PLAN,  FIRST  REVISION 

The  Nebraska  Medical  Association  continues  to  be 
interested  and  involved  in  health  planning  and  pledge  our 
continued  support  and  efforts  to  improve  the  health  of  all 
Nebraskans.  We  would  like  to  take  this  opportunity  to 
re-emphasize  the  unique  characteristics  of  our  state  which 
lend  themselves  to  grass  root  planning,  a matter  often 
ignored  by  national  health  planning  bodies.  In  this  regard, 
we  continue  to  be  distressed  by  the  repeated  references  to 
“National  Guidelines  for  Health  Planning”  which  tend  to 
seek  “standards  status”  by  repetitious  reiteration  and  re- 
emphasis. We  were  encouraged  by  the  emphasis  given  in 
the  plan  to  lifestyle,  nutritional  and  environmental 
modifications  which  could  result  in  considerable  savings 
in  disease  and  disability  and  become  an  increasingly  more 
important  area  for  us  to  moderate  costs.  We  would 
suggest  to  you  that  efforts  in  this  regard  should  be  proven 
in  feasibility  studies  or  field  trials  before  large  scale 
programs  are  undertaken.  Many  proposals  appear  to  be 
nearly  foolproof  and  bound  to  produce  results  but  often 
do  not  measure  up  when  results  of  field  testing  are 
compared  to  appropriate  evaluation  criteria. 

We  have  some  concerns  over  the  use  of  specific  size, 
occupancy,  and  usage  rate  criteria  as  related  to 
specialized  services  and  feel  that  size  and  staffing  of  such 
units  can  better  be  determined  by  medical  staffs  in  most 
individual  cases.  There  is  a tendency  to  equate  size  and 
specific  staffing  patterns  to  efficiency,  high  quality  and 
cost  effectiveness,  when  in  fact,  these  are  oft  times  more  a 
function  of  the  dedication  of  the  staff  in  the  institution  to 
the  provision  of  services  which  meet  the  local  needs  and 
address  these  specific  factors. 

Effective  planning  should  not  necessarily  be  reflected 
in  increased  regulation.  In  fact,  regulation  tends  to  delay 
efforts  for  the  development  of  needed  services  and  thus 
denies  persons  access  to  advances  in  technology  which 
may  be  of  substantial  value  to  these  persons.  It  is  hoped 
that  a spirit  of  cooperation  may  be  developed  between  the 
planning  authority  and  the  providers  of  health  care  in 
order  that  regulations  can  be  kept  to  a minimum  and  the 
health  of  Nebraskans  receive  the  full  attention  it  deserves. 
We  feel  that  any  intrusion  of  health  planning  in  the 
physicians’  offices  is  little  less  than  meddlesome  and  will 
result  only  in  increased  regulation  without  other  tangible 
benefits. 

The  use  of  formulas  to  determine  the  needs  for  acute 
care  or  long-term  care  beds  has  serious  problems  when 
applied  to  rural  populations.  Again  we  request  that  these 
formulas  be  used  as  general  guidelines  only  and  not  be 
applied  as  standards  in  reviewing  specific  projects  for 
health  care  institutions. 


The  Nebraska  Medical  Association  views  the  state 
health  plan  as  a dynamic  document  which  will  and  should 
change  on  a continuing  basis  until  better  understanding  of 
the  health  care  problems  in  the  State  of  Nebraska  is 
obtained.  We  appreciate  the  opportunity  to  comment  on 
this  first  revision  of  the  plan  and  will  continue  to  be 
interested  and  involved  in  the  health  planning  process  as 
we  have  been  from  the  very  conception  of  our  organization 
in  1868. 
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REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Lincoln,  Chairman;  John  H.  Bancroft.  M.D., 
Kearney;  James  H.  Dunlap,  M.D.,  Norfolk;  Blaine  Y.  Roffman,  M.D., 
Omaha;  A.  L.  Smith,  Jr.,  M.D.,  Lincoln;  R.  L.  Tollefson,  M.D.,  Wausa; 
Stanley  M.  Truhlsen,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln. 

The  primary  activity  of  the  Commission  from  the 
legislative  aspect  has  been  the  monitoring  and  participa- 
tion of  the  1979  Session  of  the  Nebraska  Legislature. 
Again  a number  of  bills  of  importance  to  medicine  were 
introduced.  A considerable  amount  of  legislative  contact 
was  utilized  as  well  as  appearances  at  public  hearings  on 
health  legislation.  The  need  for  a strong  and  active  voice 
of  organized  medicine  at  the  state  legislative  level  is 
growing  more  important  each  year  as  an  increasing 
number  of  comprehensive  issues  come  before  the  Uni- 
cameral. The  importance  of  local  physician  contact  with 
his  Senator  cannot  be  overemphasized.  As  the  1980 
Session  begins  to  loom  on  the  horizon,  your  Commission 
is  giving  serious  consideration  to  holding  a legislative 
conference.  A tentative  time  period  being  discussed  is  late 
October  or  early  November.  The  purpose  will  be  to 
provide  attendants  with  a complete  analysis  of  the  1979 
Session  and  what  we  can  expect  to  see  in  1980.  At  this 
time,  we  plan  to  have  several  State  Senators  as 
participants  in  this  conference.  More  information  will  be 
coming  at  a later  date. 

While  the  membership  has  received  a final  report  on 
legislation,  we  again  provide  this  listing  of  bills  and  their 
final  status  for  your  information; 

LB  9 - Allow  the  use  of  certain  pharmaceuticals  by 
optometrists  - Passed. 

LB  21  - Relating  to  the  local  blood  bank  and  Red  Cross  - 
Held  in  Committee. 

LB  34  - Reciprocity  for  Canadian  physicians  - Passed. 
LB  39  - Adding  a test  for  hypothyroidism  to  the  PKU  law  - 
Passed. 

LB  59  - Physician  examination  for  7th  grade  students  - 
Passed. 

LB  92  - Workmen’s  compensation  for  volunteer  workers  - 
Indefinitely  postponed. 

LB  95  - Permitting  physician  advertising  - Passed. 

LB  98  - Continue  the  State  Anatomical  Board  - Passed. 
LB  172  - Establish  a Certificate  of  Need  law  - Passed. 
LB  221  - Raise  drinking  age  to  21  - Retained  on  General 
File. 

LB  222  - Establish  a state-wide  Medical  Examiner  system 

- Retained  on  General  File. 

LB  256  - Establish  a system  for  reporting  hospital 
finances  - Held  in  committee. 

LB  298  - Establish  a certification  program  for  paramedics 

- Passed. 

LB  378  - Establish  penalties  for  sexual  sociopaths  - 
Passed. 

LB  382  - Allow  for  manufacture  and  distribution  of 
Laetrile  - Retained  on  General  File. 

LB  393  - Establish  punative  damages  for  liability 
insurance  - Indefinitely  postponed. 

LB  427  - Permit  the  several  Board  of  Examiners  to  make 
administrative  changes  in  their  operation  - Passed. 

LB  471  - Require  fetal  death  certificates  at  16  weeks  - 
Retained  on  General  File. 

LB  506  - Establish  a medical  student  loan  program  - 
Passed. 

Without  a doubt,  the  most  significant  piece  of 
legislation  passed  in  the  1979  Session  was  LB  172, 
establishing  a Certificate  of  Need  Law  in  Nebraska.  The 
law  became  effective  on  September  2,  1979,  and  defines 
those  conditions  for  modifications  and/or  expenditures  of 
funds  by  health  care  institutions.  It  also  provides  for  the 
exemption  of  physician’s  offices  with  the  exception  of  the 


following  pieces  of  equipment:  clinical  equipment  for  the 
provision  of  renal  dialysis  therapy,  radiation  therapy 
employing  megavoltage  radiation  equipment  for  diag- 
nostic or  therapeutic  treatment,  computerized  tomog- 
raphy scanning,  a scanning  and  automatic  film  processor 
used  in  nuclear  medicine,  ultrasound  equipment  for 
diagnostic  or  therapeutic  treatment,  heart  or  lung  bypass 
units,  or  critical  care  remote  monitoring  units.  Another 
significant  impact  of  this  law  is  the  inclusion  of  the  State 
Health  Plan  in  the  rules  and  regulations  which  have  now 
been  promulgated  by  the  Department  of  Health.  In 
essence,  a portion  of  the  State  Health  Plan  is  now 
incorporated  as  “guidelines”  and  therefore  makes  the 
State  Health  Plan  a legal  document.  The  future  impact  of 
this  law  as  mandated  by  PL  93-641  will  be  significant  and 
brings  to  medicine’s  doorstep  a responsibility  and  concern 
not  heretofore  encountered.  It  is  not  a matter  than  can  be 
ignored  or  passively  accepted.  A word  to  the  wise  is 
sufficient. 

The  Commission  met  recently  and  discussed  potential 
legislation  at  the  1980  Session.  Some  of  the  possible  areas 
are  physician’s  assistant,  punative  damages.  Health 
Department  becoming  a code  agency,  use  of  marijuana  for 
glaucoma,  a medical  examiner  program  for  the  state, 
technician  licensure  and  the  Certificate  of  Need  law  will  in 
all  probability  be  modified  in  some  form. 

In  conclusion,  your  Commission  expresses  its  appre- 
ciation to  all  physicians  who  assisted  in  the  contact 
program  and  appearing  at  public  hearings  to  testify  on 
legislation.  Such  activity  will  need  to  be  improved  and 
intensified  in  the  coming  year,  and  we  are  sure  you  will 
respond. 

REPORT  OF  THE  MEDICAL  LEGAL  ADVICE 
SUBCOMMITTEE 

James  H.  Dunlap,  M.D.,  Chairman 

The  Medical  Legal  Advice  Subcommittee  activity  has 
been  engaged  in  four  primary  areas. 

1.  Conferences  with  individual  physicians  regarding 
professional  liability  matters,  both  from  an  insurance 
and  from  a legal  counselling  standpoint. 

2.  Defense  attorney  counselling  regarding  professional 
liability  matters. 

3.  Liaison  with  the  Insurance  Commissioner’s  office 
regarding  a follow-up  and  analysis  of  professional 
liability  petitions  filed  under  the  recently  enacted 
Nebraska  Professional  Liability  Act.  (LB  434) 

4.  Liaison  and  counselling  with  the  St.  Paul  Insurance 
Company  regarding  assorted  underwriting  and  liability 
problems. 

It  has  again  become  apparent,  both  from  conversations 
with  the  State  Insurance  Commissioner  and  with  St.  Paul 
officials,  that  we  in  Nebraska  have  been  in  a fortunate 
professional  liability  position.  This  has  been  attested  to 
by  what  amounts  to  a 9%  professional  liability  premium 
decrease  by  St.  Paul  this  year.  Accumulating  figures, 
however,  both  from  Nebraska  and  the  nation  at  large  are 
not  encouraging.  The  total  number  of  liability  claims,  cost 
of  legal  defense,  and  size  of  judgments  is  increasing  in 
Nebraska  as  it  is  nation  wide. 

An  analysis  of  the  latest  fourteen  professional  liability 
suits  filed  with  the  State  Commissioner’s  office  reveals 
only  ten  of  these  cases  to  be  covered  under  LB  434.  Four 
cases  failed  to  comply  under  the  law.  Whether  these  four 
cases  were  deliberate  or  inadvertant  on  the  physician’s 
part  has  not  been  established. 

Of  these  fourteen  cases  on  file,  six  represent  orthopedic 
and  five  obstetric-gynecologic  alleged  negligence. 

Your  committee  would  like  to  remind  you  that  the 
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benefits  inherent  to  you  by  complying  with  LB  434  are 
many,  and  that  the  requirements  for  compliance  are  few: 

1.  Notification  to  the  State  Insurance  Commissioner  of 
the  desire  to  comply. 

2.  Payment  of  the  required  surcharge  to  the  State 
Insurance  Commissioner’s  office. 

3.  The  posting  of  a LB  434  compliance  notice  in  your 
office. 

Respectfully  submitted, 

HERBERT  E.  REESE,  M.D. 
Chairman 

REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

John  W.  Smith,  M.D..  Omaha,  Chairman;  Warren  G.  Bosley,  M.D.,  Grand 
Island;  Wendell  L.  Fairbanks.  M.D..  Alliance;  Michael  J.  Haller,  M.D., 
Omaha;  Robert  D.  Harr>’,  M.D..  Lexington;  Robert  J.  Stein,  M.D.,  Lincoln; 
Paul  R.  Young,  M.D.,  Omaha. 

The  business  of  the  Commission  on  Medical  Education 
has  not  necessitated  a meeting  since  the  last  House  of 
Delegates  session.  We  anticipate  the  need  to  meet  in  the 
near  future  to  consider  several  matters  including  the 
recent  decision  by  the  American  Medical  Association 
House  of  Delegates  to  withdraw  as  an  organization  from 
the  Liaison  Committee  on  Continuing  Medical  Education 
(LCCME). 

A communication  was  received  from  the  AMA  and 
distributed  to  previously  accredited  organizations  and 
institutions  in  Nebraska  as  follows; 

The  American  Medical  Association  House  of  Delegates 
on  July  25,  1979,  adopted  Council  on  Medical  Education 
Report  I,  including  the  following  recommendation: 

“The  Council  on  Medical  Education  recommends  the 
withdrawal  of  the  AMA  from  the  LCCME  and  the  prompt 
resumption  of  the  AMA’s  previous  responsibility  for  the 
voluntary  accreditation  of  continuing  medical  education 
through  the  establishment  of  a Committee  on  Accredita- 
tion of  Continuing  Medical  Education  of  the  CME.  The 
state  medical  associations,  in  accordance  with  guidelines 
established  by  the  CME,  will  be  recognized  immediately 
as  the  accrediting  bodies  for  institutions  and  organiza- 
tions providing  local  and  intrastate  programs  of 
continuing  medical  education.  The  AMA  system  of 
accreditation  shall  be  responsive  to  the  interest  of  all 
physicians,  their  state  and  specialty  medical  associations, 
medical  schools,  and  the  public.” 

This  is  to  notify  you  that  the  AMA  will  continue  to 
recognize  your  current  accreditation  and  all  previous 
accrediting  actions  are  continued  for  their  original 
duration. 

We  have  notified  CME  accredited  insitutions  in 
Nebraska  of  this  action  and  their  continuing  approval. 

Several  institutions  accredited  for  two-year  periods  are 
now  due  to  re-survey  and  the  Commission  will  be  busy 
functioning  in  this  re-survey  capacity. 

Respectfully  submitted, 

JOHN  W.  SMITH,  M.D. 

Chairman 

REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf.  M.D.,  Omaha.  Chairman;  Leonard  J.  Chadek,  M.D., 
West  Point;  Donald  E.  Matthews,  M.D.,  Lincoln;  Craig  R.  Nolte,  M.D., 
Lincoln;  Frederick  F.  Faustian,  M.D.,  Omaha;  Warren  Richard,  M.D., 
Hastings;  C.  N.  Sorensen,  M.D.,  Scottsbluff. 

During  the  past  year,  the  Commission  has  continued  its 
ongoing  programs  as  follows. 

(1)  In  July,  NMA  President,  Dr.  Landgraf,  recorded 


eleven  (11)  thirty-second  spot  announcements  which  were 
distributed  to  fifty-nine  (59)  radio  stations.  A second  set 
will  be  produced  and  distributed  in  December. 

(2)  We  are  mailing  Health  Tips  on  a monthly  basis  to  two 
hundred  ten  (210)  newspapers,  seventy-six  (76)  radio 
stations,  and  thirteen  (13)  television  stations.  The 
television  stations  receive  color  slides  with  the  monthly 
mailings.  In  1978,  we  averaged  forty-seven  (47)  news- 
papers per  month  producing  one  hundred  fourteen  (114) 
clippings  each  month.  Based  upon  circulation  numbers  in 
an  average  month,  one  or  more  Health  Tips  from  NMA 
appeared  in  several  hundred  thousand  individual 
newspapers  in  Nebraska. 

(3)  We  have  produced  nine  (9)  separate  “Health  Tips”  as 
physician  billing  inserts.  On  the  back  side  of  each  health 
tip  is  a socioeconomic  message.  Health  topics  range  from 
“overweight  children”  to  “sneezing”  to  “hypertension.” 

Socioeconomic  messages  range  from  “tips  to  hold  down 
health  care  costs”  to  “what  is  an  assignment  as  it  relates 
to  medical  care.” 

There  have  been  192,000  billing  inserts  mailed  in  the 
past  year. 

The  Commission  feels  that  this  method  of  com- 
munication between  doctor  and  patient  could  be  very 
effective,  but  to  date,  has  not  reached  its  potential.  We  are 
constantly  asking  for  input  on  topics  and  methods  to 
increase  distribution. 

The  Commission  is  presently  meeting  with  the 
Nebraska  Academy  of  Ophthalmology  to  discuss  and 
implement  Resolution  #10  from  the  last  Session  of  the 
House  of  Delegates. 

We  have  received  an  opinion  from  NMA  counsel  as  to 
the  parameters  within  which  we  must  work.  Attempts  to 
coordinate  NMA  activity  with  the  Nebraska  Academy  of 
Ophthalmology  are  underway. 

Respectfully  submitted, 

C.’LEE  RETELSDORF,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Neligh,  Chairman;  R.  L.  Cassel,  M.D.,  Omaha; 
Louis  J.  Gogeia.  M.D.,  Lincoln;  Clyde  L.  Kleager,  M.D.,  Hastings;  J.  P. 
Schlichtemier,  M.D.,  Omaha;  Joseph  C.  Scott,  M.D.,  Omaha. 

Liaison  Committee  - The  Commission  has  received  an 
assignment  from  the  Board  of  Directors  concerning  closer 
liaison  with  medical  students  and  house  officers.  An  Ad- 
Hoc  Committee  is  being  appointed  that  will  carry  out  the 
activity  under  the  auspices  of  this  Commission. 

Auxiliary  - At  each  session  of  the  Commission, 
Auxiliary  activities  have  been  reported  by  their  officers. 
The  Commission  wishes  to  call  attention  again  to  the 
Health  Gallery  Project.  This  has  been  a significant  project 
that  has  consumed  many  hours  of  dedicated  effort  by  the 
Auxiliary.  Physicians  are  again  reminded  of  medicine’s 
commitment  to  this  project  and  urges  each  physician  to 
make  a contribution  if  he  has  not  already  done  so. 

In  addition,  the  Auxiliary  is  involved  in  numerous  other 
projects  all  of  which  are  designed  to  make  them  a more 
knowledgeable  and  effective  asset  to  the  NMA. 

Confidentiality  of  Records  - The  House  of  Delegates 
assigned  this  Commission  (Annual  Session,  1979)  the 
responsibility  of  reviewing  two  resolutions  on  the  subject 
of  confidentiality  of  records  and  combining  them  into  one 
resolution  for  consideration  by  the  House  at  this  Session. 
The  combined  wordage  is  as  follows: 

WHEREAS,  government  and  private  third  party 
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carriers  are  demanding  more  and  more  privileged 
information  about  patients  from  hospital  records,  and 
WHEREAS,  we  believe  that  they  are  entitled  to  a 
diagnosis  and  a final  summary,  and 

WHEREAS,  to  ask  for  history  and  physical,  nurse’s 
notes,  doctor’s  orders,  progress  notes,  frequently 
breaches  the  privacy  of  the  patient-doctor  relationship, 
and 

WHEREAS,  this  Association  is  aware  of  the  fact  that 
some  patients  have  signed  consents  for  examination  of 
medical  and  hospital  records  upon  applying  for  insurance 
or  on  other  occasions  in  advance  of  admission  to  the 
hospital,  and 

WHEREAS,  such  patients  may  have  different  views 
with  respect  to  whether  they  wish  to  consent  to  such 
examination  of  said  records  after  the  records  have  come 
into  existence; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  this 
Association  go  on  record  as  favoring  the  following  policy 
with  respect  to  medical  and  hospital  records,  to-wit; 

1.  Consent  must  be  in  writing  and  signed  by  the  patient 
subsequent  to  the  date  of  the  making  of  the  record. 

2.  The  person  or  legal  entity  authorized  to  examine  the 
record  must  have  a definite  legitimate  need  to  examine 
the  record. 

3.  The  examination  should  be  restricted  to  the  portion  of 
the  record  which  is  relevant  to  the  legitimate  need,  i.e., 
a diagnosis  and  a complete  summary  of  hospital 
discharge. 

4.  Any  further  specific  information  needed  be  available 
only  after  explanation  of  the  need  for  such  information 
is  given,  and  then  only  to  a physician  bound  by  the 
same  pledge  of  privacy  as  the  attending  physician. 

and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
resolution  be  sent  to  all  third  party  carriers  in  the  State  of 
Nebraska,  the  Nebraska  Hospital  Association,  Medical 
Directors  of  all  Nebraska  hospitals  and  the  Nebraska 
Insurance  Director. 

Respectfully  submitted, 

DWAINE  J.  PEETZ,  M.D. 

Chainnan 


REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Omaha,  Chairman;  Allen  J.  Alderman,  M.D., 
Chadron;  Patrick  E.  Clare.  M.D.,  Lincoln;  .Joel  T.  -Johnson,  M.D.,  Kearney; 
Robert  G.  Osborne,  M.D.,  Lincoln;  William  L.  Rumbolz,  M.D.,  Omaha; 
Richard  B.  Svehla,  M.D.,  Omaha;  John  G.  Yost,  M.D.,  Hastings. 

Your  Commission  on  Clinical  Medicine  has  been  quite 
active  since  the  annual  meeting.  The  reports  from  several 
ad-hoc  committees  and  the  Scientific  Sessions  Committee 
are  presented. 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Lincoln,  Chairman;  S.  1.  Fuenning,  M.D.,  Lincoln; 
Charles  W.  Newman,  M.D.,  Lincoln;  John  G.  Yo.st,  M.D.,  Hastings;  George 
F.  Sullivan,  RPT,  Lincoln;  Wayne  Wagner,  AT,  Omaha. 

This  committee  continues  to  be  very  busy  and  active 
and  Dr.  Clare  and  the  committee  members  deserve  our 
gratitude  and  appreciation.  Their  report  is  presented. 

The  Ad-Hoc  Committee  on  Athletic  Medicine  con- 
tinues in  its  efforts  to  improve  health  care  in  secondary 
school  athletes.  A pamphlet  was  formulated  in  1979 
concerning  basic  care  of  some  common  athletic  problems. 
This  was  distributed  to  each  physician  in  the  state  and  to 
each  high  school  principal  thanks  to  the  cooperation  of  the 
Nebraska  School  Activities  Association.  It  is  hoped  that 


information  will  reach  the  same  school  coaches.  Several 
physicians  have  complimented  the  committee  for 
developing  the  pamphlet. 

Plans  have  been  finalized  for  our  annual  seminar  which 
this  year  will  concern  knee  injuries  to  be  held  on  October 
6th  in  Lincoln.  We  hope  these  meetings  will  continue  and 
include  basic  problems  in  athletic  medicine. 

We  continue  to  strive  for  better  medical  coverage  of 
athletic  events  statewide  and  hope  for  eventual  athletic 
trainers  for  at  least  all  major  populated  areas.  The  latter 
should  become  a reality  since  the  athletic  training 
program  at  the  University  of  Nebraska  is  now  a well 
established  program. 

PATRICK  E.  CLARE,  M.D. 

Chairman 

AD-HOC  COMMITTEE  ON  EMERGENCY 
MEDICAL  SERVICES 

Richard  B.  Svehla,  M.D.,  Omaha,  Chainnan;  Stephen  W.  Carveth.  M.D., 
Lincoln;  Kenneth  F.  Kimball,  M.D.,  Kearney;  Dean  A.  McGee,  M.D., 
Omaha. 

This  committee  has  been  addressing  itself  in  the  past 
year  with  categorization  of  hospitals.  Initially,  a brief 
background  is  presented. 

The  Joint  Commission  on  the  Accreditation  of  Hospi- 
tals standards  for  1979  require  categorization  of  each 
hospital’s  emergency  facilities.  In  anticipation  of  this,  the 
Nebraska  Department  of  Health,  Division  of  Emergency 
Health/Medical  Services  circulated  the  “Hospital 
Question  Form  on  Critical  Care  Services’’  to  all  Nebraska 
hospitals  in  1978.  At  this  time,  the  results  of  this 
questionnaire  have  been  distributed  to  the  managers  of 
the  EMS  Councils  in  Nebraska. 

At  the  Spring  1979  meeting,  the  NMA  House  of 
Delegates  approved  a motion  to  re-submit  Amended 
Resolution  #13,  to  this  committee  for  report  at  the  Fall 
Meeting.  Amended  Resolution  #13  is  concerned  with 
Categorization  of  Hospitals  and  Emergency  Services.  The 
resolution  opposes  categorization  of  hospitals  and 
emergency  services  based  on  rigid  criteria,  opposes 
categorization  which  would  prevent  the  patient’s  personal 
physician  from  deciding  where  the  patient  is  first  seen  for 
emergency  medical  care,  and  requests  the  Department  of 
Health  to  withhold  circulation  of  the  results  of  their 
critical  care  services  questionnaire. 

One  issue  is  the  requirement  by  the  Joint  Commission 
on  Accreditation  of  Hospitals  requirement  to  categorize  a 
hospital’s  emergency  service.  In  their  1979  Accreditation 
Manual,  they  state  “A  hospital’s  emergency  service  shall 
be  classified  according  to  the  level  of  services  provided.’’ 
They  then  list  specific  and  general  requirements  for  four 
levels  of  emergency  services.  It  is  the  rigid  criteria, 
specifically  for  Level  I care,  that  is  at  issue.  Under  Level  I, 
they  state  “There  shall  be  in-hospital  physician  coverage 
for  at  least  medical,  surgical,  orthopedic,  obstetrical/ 
gynecological,  pediatric,  and  anesthesiology  services  by 
members  of  the  medical  staff  or  by  senior-level  residents 
with  other  specialty  consultation  available  within  30 
minutes,  as  needed.” 

This  general  topic  is  presently  under  consideration  in 
the  House  of  Delegates  of  the  AMA.  There  have  been 
recommendations  presented  to  request  the  JCAH  to 
revise  its  standards  for  the  categorization  of  hospital 
emergency  services. 

Specifically,  Report  V of  the  Board  of  Trustees 
expresses  concern  of  the  House  of  Delegates,  but  does 
state  that  the  present  JCAH  categorization  of  hospital 
emergency  services  “was  appropriate  at  the  present 
time.”  Two  amendments  to  Report  V have  been  sub- 
mitted. 
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The  first,  introduced  by  M.  T.  Jenkins,  M.D.,  of  the 
American  Society  of  Anesthesiologists,  requests  that  “the 
AMA  Commissioners  to  the  JCAH  be  instructed  to 
request  that  the  JCAH  Standard-Survey  Procedures 
Committee  consult  with  representatives  of  those  special- 
ties designated  for  24-hour  in-hospital  coverage.” 

The  second,  introduced  by  the  Oregon  Delegation,  is  as 
follows:  “Recommends  the  following  statement  be 
adopted  in  lieu  of  Report  V of  the  Board  of  Trustees: 

The  American  Medical  Association  requests  that  the 
Joint  Commission  on  the  Accreditation  of  Hospitals 
revises  its  standards  for  the  categorization  of  hospital 
emergency  services  by  deleting  the  standard  which 
requires  hospitals  to  provide  24-hour  in-hospital  coverage 
for  medical,  surgical,  orthopedic,  obsetrical-gynecologic, 
pediatric,  and  anesthesiologic  services  in  order  to  qualify 
for  Level  I categorization  and,  in  its  place,  develop  a 
standard  requiring  a reasonable  limit  for  response  time  to 
emergencies  by  the  aforementioned  services.” 

This  committee  supports  the  general  intent  of  the 
above  two  amendments  to  Report  V of  the  Board  of 
Trustees  of  the  AMA.  The  committee  further  believes 
that  specific  action  on  Amended  Resolution  #13  from  the 
House  of  Delegates  of  the  NMA  is  not  warranted  at  this 
time.  The  committee  will  continue  to  monitor  the 
activities  of  the  House  of  Delegates  of  the  AMA  and 
update  its  findings  and  recommendations  at  the  Spring 
meeting  of  the  NMA. 

RICHARD  B.  SVEHLA,  M.D. 

Chairman 

AD-HOC  COMMITEE  ON  MATERNAL  AND 
CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Omaha.  Chairman:  Charles  A.  Field.  M.D.. 
Omaha;  John  W.  Goldkrand.  M.D..  Omaha;  Glenn  L.  Haswell.  M.D..  Omaha; 
Kenton  L.  Shaffer.  M.D..  Kearney. 

This  committee  met  September  11,  1979,  with  the 
entire  committee  in  attendance,  along  with  Miss.  C.  Olson, 
representing  the  State  Health  Department.  The  com- 
mittee presents  the  following  items  for  information  and 
approval. 

(1)  Perinatal  Mortality  Study  - At  the  Fall  Meeting 
in  1978,  the  House  of  Delegates  gave  their  approval  to 
institute  a Perinatal  Mortality  Review  along  the  same 
lines  that  the  Maternal  Mortality  Review  was  carried  out. 
Since  that  time,  this  committee  has  been  working  to 
develop  a comprehensive,  yet  uncomplicated,  protocol  for 
the  study  of  perinatal  deaths.  This  has  not  proven  to  be  an 
easy  task.  The  methods  used  in  several  adjoining  states 
for  accumulating  mortality  data  have  been  reviewed,  but 
each  of  these  seemed  to  be  too  time  consuming  and 
difficult  to  evaluate. 

Recently  a Perinatal  Health  Mortality  Registry  has 
been  established  in  West  Virginia.  This  committee  feels 
the  methodology  employed  in  their  Registry  would  be 
applicable  to  Nebraska. 

The  study  will  be  implemented  as  follows: 

1.  Paired  birth  and  death  certificates  will  be  used  to 
identify  the  perinatal  mortality. 

2.  Copies  of  the  mother's  and  infant’s  hospital  records 
will  be  requested  and  sent  to  this  committee. 

3.  This  committee  will  review  the  material  with  the  intent 
to  hopefully  improve  the  perinatal  health  care  in  the 
state. 

4.  A specific  person  will  abstract  certain  material  from 
the  charts  and  this  information  stored  in  a computer. 

5.  Once  the  information  has  been  obtained,  the  charts 
will  be  shredded  and  destroyed. 

6.  The  data  abstracted  will  be  used  for  statistical  analysis 


only,  and  neither  the  patient,  hospital  or  physician  will 
be  identified  in  any  way. 

The  author  of  the  West  Virginia  Registry  is  sending 
information  to  further  refine  this  project.  Prior  to 
implementation,  the  physicians  of  the  state  will  be 
contacted  and  the  entire  project  will  be  explained.  The 
strict  confidentiality  of  the  project  will  be  stressed. 
Institution  of  this  project  is  contemplated  for  January  1, 
1980. 

(2)  Neonatal  Intensive  Care  Log  - This  log  contains 
information  collected  by  each  neonatal  intensive  care  unit 
in  the  state.  Information  contained  in  these  logs  should 
provide  vital  data  on  neonatal  morbidity,  and  by  a review 
process  should  help  to  improve  the  neonatal  mortality. 
This  committee  feels  that  the  review  process  should  be 
extended  to  a state-wide  type  of  review,  and  will  contact 
the  appropriate  parties. 

(3)  OB-GYN  Perinatal  Report  - A one-page  OB- 
GYN  Perinatal  information  page  in  the  Journal  of  the 
Nebraska  Medical  Association  is  being  contemplated  by 
this  committee.  Much  pertinent  information  could  be 
delivered  to  the  physicians  of  this  state  on  a regular  basis. 
Five  articles  have  already  been  prepared  and  an  addi- 
tional five  are  in  the  works.  A member  of  this  committee 
will  contact  the  Editor  of  the  Journal  to  determine  the 
feasibility  of  such  a project. 

(4)  Sudden  Infant  Death  Syndrome  Grant  - The 
Nebraska  State  Department  of  Health  has  requested 
support  for  a third  year  extension  of  a grant  studying  the 
S.I.D.  syndrome.  This  study  includes  autopsies  for  all 
sudden  infant  deaths,  reports  of  autopsies  to  parents  or 
guardians,  counselling  for  parents  or  guardians,  public 
education  and  a data  collection  system.  This  committee 
wholeheartedly  supports  this  grant  extension  and  a letter 
will  be  sent  to  this  effect. 

WILLIAM  L.  RUMBOLZ,  M.D. 

Chairman 

SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  Stryker,  M.D.,  Omaha,  Chairman;  James  R.  Brown,  M.D., 
Omaha;  Richard  A.  Cottingham,  M.D.,  McCook;  Dale  W.  Ebers,  M.D., 
Lincoln;  Stuart  Embur>',  M.D.,  Holdrege;  Richard  A.  Hranac,  M.D., 
Kearney;  John  C.  Sage,  M.D.,  Omaha;  Bernard  F.  Wendt,  M.D.,  Lincoln. 

Since  June,  this  committee  has  been  actively  planning 
for  the  1980  Annual  Scientific  meeting,  to  be  held  at  the 
Omaha  Hilton  Hotel,  April  27-30,  1980.  The  majority  of 
the  program  is  already  completed  and  we  feel  it  will  be 
another  successful  CME  experience. 

In  place  of  exhibits,  the  NMA  solicited  grants  for  the 
1979  Session.  We  plan  the  same  grant/registration  fee 
mechanism  to  fund  the  1980  Session  as  the  financial 
result  is  comparable  and  the  format  of  the  meeting  is 
benefited. 

The  committee  contacted  the  medical  staffs  of  all 
Nebraska  hospitals  soliciting  input  on  subject  content. 
The  response  was  of  assistance  to  the  committee. 

Details  of  the  various  facets  of  the  1980  Annual  Session 
are  being  completed  and  will  be  reported  to  the 
membership  as  the  specifics  become  available. 

ROBERT  M.  STRYKER,  M.D. 

Chairman 

ANTABUSE  - RESOLUTION  #3 

This  Commission  was  referred  Resolution  #3,  “Use  of 
Antabuse  in  Treatment  of  Alcohol,”  introduced  by  the 
Northeast  Nebraska  County  Medical  Society,  and  passed 
by  the  House  of  Delegates  at  the  Spring  1979  Meeting. 

The  resolution  expresses  concern  of  the  recom- 
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mendation  by  judges  that  persons  convicted  of  driving 
under  the  influence  should  take  antabuse  in  lieu  of 
suspension  of  their  drivers  license.  In  many  cases,  the 
individual  is  not  receiving  associated  proper  counseling 
from  the  services  available  in  the  state.  Also,  physicians 
are  being  asked  to  prescribe  a potentially  dangerous  drug 
to  persons  who  are  not  their  patients,  and  who  may  not 
return  for  proper  follow-up. 

The  Association  was  requested  to  consult  with  the 
involved  legal  and  health  personnel  to  attempt  to  solve 
this  problem. 

It  was  decided  that  initially,  the  Association’s  legal 
counsel  should  contact  representatives  of  the  Nebraska 
Bar  Association,  the  District  Court  and  the  Municipal 
Court.  This  has  been  accomplished  and  we  are  awaiting 
their  responses.  The  Association  is  also  contacting  certain 
physicians  to  gain  more  specific  information  as  to  names  of 
judges  and  defendants/patients  that  brought  this  issue 
into  focus. 

This  matter  will  be  updated  at  the  Spring  1980 
Meeting. 

Respectfully  submitted, 

ROBERT  M.  STRYKER,  M.D. 

Chairman 


Board  of  Councilors 

The  Fall  meeting  of  the  Board  of  Councilors  was  held 
on  September  27,  1979,  at  the  Hilton  Hotel,  Lincoln, 
Nebraska. 

Roll  call  showed  the  following  members  present;  Drs. 
Carlyle  E.  Wilson,  Jr.,  Louis  J.  Gogela,  Myron  E. 
Samuelson,  James  G.  Carlson,  Warren  R.  Miller,  Richard 
M.  Pitsch,  Clarence  Zimmer,  Thomas  H.  Wallace,  Joel  T. 
Johnson,  Fred  J.  Rutt,  Berl  W.  Spencer,  Calvin  M.  Oba, 
Charles  W.  Landgraf,  Jr.,  and  Houtz  G.  Steenburg. 

The  meeting  was  called  to  order  by  Dr.  Wilson, 
Chairman. 

Election  of  the  Chairman  of  the  Board  of  Councilors 
was  called  for,  and  the  Board  re-elected  Dr.  Wilson  as 
Chairman. 

Election  of  the  Secretary  of  the  Board  of  Councilors 
was  called  for,  and  the  Board  re-elected  Dr.  Carlson  as 
Secretary. 

The  Annual  Session  minutes  of  the  Board  of  Councilors 
were  approved  as  printed  in  the  July,  1979,  issue  of  the 
Nebraska  Medical  Journal. 

Dr.  Wilson  called  for  approval  of  the  requests  for  Life 
Memberships,  and  these  were  approved  as  printed  in  the 
Handbook. 

The  reports  and  resolutions  in  the  Handbook  were 
considered.  The  Board  discussed  the  item  on  National 
Health  Insurance  in  the  report  of  the  Commission  on 
Governmental  Affairs  and  Resolution  #5  from  Omaha.  It 
was  the  recommendation  of  the  Board  that  Resolution  #5 
be  supported  and  that  the  word,  “not,”  second  paragraph 
under  National  Health  Insurance  of  the  Commission 
report,  be  deleted.  This  was  approved  by  the  Board. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  Fall  meeting  of  the  House  of 
Delegates  was  held  on  September  28,  1979,  at  the  Hilton 
Hotel,  Lincoln,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
McFadden.  Roll  call  showed  85  delegates  present  and  the 
meeting  was  declared  in  session. 

Dr.  McFadden  called  for  approval  of  the  Annual  Sesson 
minutes  of  the  House  of  Delegates,  as  printed  in  the  July, 
1979,  issue  of  the  Nebraska  Medical  Journal  and  these 
were  approved  as  printed. 

An  oral  report  was  presented  to  the  House  by  Dr. 
Alastair  M.  Connell,  Dean  of  the  University  of  Nebraska 
College  of  Medicine. 

The  House  of  Delegates  recognized  Mr.  Kenneth  Neff, 
Executive  Director,  for  his  25  years  of  service  with  the 
Nebraska  Medical  Association. 

Dr.  Landgraf,  President,  presented  the  following 
addendum  report  of  the  Board  of  Directors: 

“Dues  for  Residents  Entering  Practice  — For  your 
information,  the  American  Medical  Association  now  offers 
a 50%  one-year  reduction  in  AMA  membership  dues  to 
physicians  first  leaving  a residency  program  to  establish 
practice. 

“This  dues  reduction  does  not  apply  to  physicians  who 
leave  practice  and  return  for  a second  residency  and  then 
come  back  into  practice.  Also,  this  reduction  does  not 
apply  to  the  physician  who  enters  practice  following 
residency  and  does  not  join  for  a year  or  more  after 
establishing  his  practice.  The  only  exemption  to  this 
would  be  the  physician  who,  following  residency,  enters 
military  service  to  fulfill  this  obligation  prior  to 
establishing  his  practice. 

“This  reduction  in  dues  would  mean  that  the  physician 
who  establishes  his  practice  after  July  1,  may  join  the 
AMA  at  a dues  rate  of  $62.50  for  the  balance  of  the  year, 
and  then  would  pay  $125.00  the  following  year  for  a full- 
year  AMA  membership.  If  his  practice  was  established 
prior  to  the  July  1 date,  he  would  be  required  to  join  at  the 
$125.00  rate  for  the  full  year.  Following  this  one-year 
reduction,  the  physician  would  then  be  billed  at  the  full 
$250.00  rate  for  AMA  membership. 

“Your  Board  recommends  that  the  same  approach 
being  used  by  the  AMA,  as  stated  above,  be  implemented 
by  the  state  medical  association.  Also  your  Board 
recommends  that  County  Medical  Societies  adopt  this 
same  procedure. 

“Blue  Cross-Blue  Shield  — Your  Board  is  aware  of 
and  discussed  the  matter  regarding  the  question  of 
assignment  of  patient  benefits  under  the  ‘voluntary  cost 
containment’  policy  of  this  company. 

“Your  Board  is  also  aware  that  litigation  on  this 
question  has  been  initiated  by  a group  of  Nebraska 
physicians.  Because  the  issue  has  been  of  concern  to  the 
membership,  the  Board  has  concluded  that  the  question 
should  be  answered.  Therefore,  the  Board  recommends 
that  the  House  concur  with  this  opinion.” 

The  following  Reference  Committee  assignements  were 
made  by  Dr.  McFadden; 

REFERENCE  COMMITTEE  #1 

Life  Membership  Requests  - Fifty  Year  Practitioners 

Report  of  the  Executive  Director 

Report  of  the  Board  of  Directors  - Items  #1,  #3,  #9 
and  #10 
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Report  of  the  Delegate  to  the  AMA  - Membership  and 
Long  Range  Planning  AMA 
Addendum  Report  of  the  Board  of  Directors  - Dues  for 
Residents  Entering  Practice 
Minutes,  Board  of  Councilors  - Life  Membership 
Requests 

REFERENCE  COMMITTEE  #2 
Report  of  the  Commission  on  Clinical  Medicine 
Report  of  the  Board  of  Directors  - Items  #2  and  #5 
Resolution  #8  - Lancaster  County  - Nebraska  State- 
wide CPR  Campaign 

REFERENCE  COMMITl'EE  #3 
Report  of  the  Delegate  to  the  AMA  - NHI-Catastrophic 
Health  Insurance,  Medical  Ethics,  Peer  Review  and 
FTC,  Limited  Licensed  Practitioners,  Items  #1,  #2, 
#4,  #5,  #6  and  #9  under  Other  Actions 
Report  of  the  Board  of  Directors  - Item  #6-Peer 
Review  and  FTC,  and  Item  #7-Medical  Ethics 
Report  of  the  Commission  on  Governmental  Affairs  - 
Item  on  NHI  only 

Resolution  #2  - \letropolitan  Omaha  - FTC  Inter- 
ference 

Resolution  #4  - Metropolitan  Omaha  - Proposed  New 
Code  of  Ethics  of  AMA 

Resolution  #5  - Metropolitan  Omaha  - NHI- 

Catastrophic 

Minutes  of  Board  of  Councilors  - Except  Life 
Membership  Requests 

REFERENCE  COMMITTEE  #4 
Report  of  the  Commission  on  Medical  Education 
Report  of  the  Delegate  to  AMA-RPS 
Report  of  the  Editor,  Nebraska  Medical  Journal 
Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  Delegate  to  the  AMA  - Continuing 
Medical  Education  Re:  Nebraska's  Resolutions  #13 
and  #14,  and  Items  #7  and  #8  under  Other  Actions 
Resolution  #7  - Buffalo  County  - Medicare  Regulations 

REFERENCE  COMMITTEE  #5 
Report  of  the  Commission  on  Public  Affairs 
Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Board  of  Directors  - Item  #4  - Auxiliar>' 
Resolution  #1  - Scotts  Bluff  County  - Right  of  Privacy 
in  Health  Care  Facility 

Resolution  #3  - Metropolitan  Omaha  - Misleading 
Press  Articles  and  Reports 

REFERENCE  COMMITTEE  #6 
Report  of  the  Commission  on  Legislation  and  Legal 
Affairs 

Report  of  the  Board  of  Directors  - Item  #8-Certificate 
of  Need 

Report  of  the  Commission  on  Governmental  Affairs  - 
Health  Planning,  PSRO,  Referral  Patterns,  and 
Medicare-Medicaid  Amendments 
Resolution  #6  - Seward  County  - Recognition  of  MLM 
of  Nebraska 

Addendum  Report  of  the  Board  of  Directors  - Blue 
Cross-Blue  Shield 

No  resolutions  from  the  floor  or  other  business  was 
presented  to  the  House. 

Following  announcements,  the  meeting  was  recessed 
until  Saturday  morning. 

SECOND  SESSION 

The  second  session  of  the  Fall  Meeting  of  the  House  of 
Delegates  was  held  on  September  29,  1979,  at  the  Hilton 
Hotel,  Lincoln,  Nebraska.  Roll  call  showed  67  delegates 
present,  and  the  meeting  was  declared  in  session. 


The  meeting  was  called  to  order  by  the  Vice  Speaker, 
Dr.  Armstrong. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session  and  these  were  approved  as  printed. 

Dr.  Armstrong  called  for  reports  of  the  Reference 
Committees  and  the  following  were  presented: 

Reference  Committee  #1 

Your  Committee  considered  two  reports  and  portions 
of  four  other  reports  with  the  addendum  to  the  Report  of 
the  Board  of  Directors  as  added  at  the  first  session. 

(1)  LIFE  MEMBERSHIP  REQUESTS 
AND  FIFTY-YEAR  PRACTITIONERS 

The  Life  Membership  requests  and  the  list  of  Fifty- 
Year  Practitioners,  listed  below,  were  reviewed.  Neces- 
sary documentation  from  the  constituent  medical 
societies  has  been  received  and  the  lists  have  been 
approved  by  the  Board  of  Councilors. 

Life  Membership  Requests 
Hall  County  - Donald  C.  Mongeau,  M.D.,  Grand  Island 
Lancaster  County  - Robert  J.  Stein,  M.D.,  Lincoln 
Metropolitan  Omaha  - Donald  J.  Bucholz,  M.D.,  Omaha 
Irving  Shapiro,  M.D.,  Omaha 

Fifty-Year  Practitioners 

Adams  County  - Lloyd  S.  McNeill,  M.D.,  Hastings 
Box  Butte  County  - Omer  L.  Seng,  M.D.,  Alliance 
Buffalo  County  - F.  W.  Brewster,  M.D.,  Holdrege 
Gage  County  - W.  W.  Waddell,  M.D.,  Beatrice 
Lancaster  County  - Louis  E.  Marx,  M.D.,  San  Diego,  Calif. 

Horace  H.  Whitlock,  M.D.,  Vashon,  Wash. 
Metropolitan  Omaha  - Raymond  G.  Lewis,  M.D.,  Omaha 
Edmond  M.  Walsh,  M.D.,  Omaha 
Northwest  Nebraska  - Robert  L.  Hook,  M.D.,  Rushville 
Platte-Loup  Valley  - E.  G.  Brillhart,  M.D.,  Morro  Bay, 
Calif. 

Scotts  Bluff  County  - -William  J.  Gentry,  M.D.,  Gering 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  EXECUTIVE  DIRECTOR 
This  report  was  reviewed  with  Mr.  Neff  with  particular 

attention  to  the  membership  information  listed  in  the 
report.  Of  particular  interest  is  the  ongoing  stress  by  the 
Nebraska  Medical  Association  toward  participation  in  the 
AMA.  Mr.  Neff  noted  that  of  sixty-three  new  residents 
joining  the  Medical  Association,  fifty-three  had  also 
joined  the  AMA  which  was  thought  to  be  a noteworthy 
indication  of  participation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT,  AND  WISH  TO  ADD  A 
WELL  DESERVED  THANKS  TO  THE  EXECUTIVE 
DIRECTOR  AND  HIS  STAFF  FOR  AN  EXCELLENT 
JOB  WELL  DONE,  AND  CONGRATULATE  HIM  ON 
HIS  TWENTY-FIVE  YEARS  OF  SERVICE  TO  THE 
MEDICAL  ASSOCIATION.  This  was  approved  by  the 
House. 

(3)  PORTIONS  OF  THE  BOARD  OF  DIRECTORS 
REPORT  ASSIGNED  BY  THE  SPEAKER 

First,  the  section  dealing  with  finances  and  reserves 
were  reviewed  with  Mr.  Neff  and  Dr.  Gorthey.  The 
expressed  change  toward  a reserve  of  75%  of  the  current 
year’s  budget  would  seem  to  fulfill  the  desires  of  the 
Association  and  it  was  pointed  out  by  Mr.  Neff  that  this 
75%  reserve  figure  could  well  be  met  in  the  current  year. 
Incorporating  the  accrual  method  of  accounting  in  the 
Association  affairs  better  reflects  the  financial  position  of 
the  Association,  as  is  recommended  by  the  auditor. 
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The  section  of  the  report  dealing  with  service  to 
specialty  societies  has  worked  out  satisfactorily  for  the 
Medical  Association  as  well  as  the  Nebraska  Society  of 
Internal  Medicine,  and  the  service  is  currently  being 
offered  to  othei  specialty  societies.  Such  a plan  would 
seem  to  give  the  Nebraska  Medical  Associaton  a broader 
base  of  information  to  the  overall  benefit  of  the 
membership  as  a whole  as  well  as  helping  the  specialty 
societies. 

The  third  section  dealing  with  Nebraska  Medical 
Association  participation  in  the  Western  Physicians 
Purchasing  Association  was  reviewed.  It  was  mentioned 
that  such  participation  was  previously  approved  by  the 
House  of  Delegates  pending  legal  clarification.  The 
problems  described  with  FTC  approval  and  the  financial 
status  of  WPPA  are  being  monitored  by  the  Nebraska 
Medical  Association  and  further  reports  will  be  forth- 
coming at  future  meetings  of  the  House  of  Delegates. 

The  fourth  item  of  this  report  dealt  with  the  student 
and  house  officer  membership  and  the  aggressive 
encouragement  by  the  Medical  Association  to  encourage 
membership  by  house  officer  physicians  and  students  is 
underway.  This  is  wholeheartedly  supported  by  the  Board 
of  Directors  and  the  Subcommittee  of  the  Commission  on 
Association  Affairs  is  working  toward  this  end. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  PORTIONS  OF  THE  REPORT  OF  THE 
DELEGATE  TO  THE  AMA 

Section  one  dealing  with  membership  should  again 
stress  the  active  role  that  the  Nebraska  Medical 
Association  is  playing  to  encourage  membership  par- 
ticipation in  the  AMA.  Section  two  dealt  with  Recom- 
mendations 1,  2,  and  3,  under  Item  10,  Long  Range 
Planning  and  Development,  in  this  report.  It  was  pointed 
out  by  Dr.  Schenken  that  Recommendations  1 and  3, 
seemed  to  contradict  one  another.  The  first  endorsing  the 
concept  of  the  AMA  to  become  an  umbrella  organization 
for  various  physician  associations,  and  Recommendation 
3,  study  the  concept  of  the  AMA  being  an  organization  of 
various  American  Medical  organizations.  Recommenda- 
tion 2 deals  with  the  suggestion  that  the  AMA  be  free  to 
bill  the  physician  directly  after  the  medical  societies  have 
exhausted  their  efforts  to  recruit  membership  in  the 
AMA.  It  was  pointed  out  that  before  membership  in  the 
AMA  is  possible,  the  physician  must  be  a member  of  a 
state  medical  society  and  if  the  AMA  is  to  bill  the 
physician  directly,  proper  clearance  should  be  obtained 
from  the  state  medical  society  in  each  and  every  case.  If 
such  is  done,  there  was  no  objection  to  the  AMA  billing 
the  physician  after  the  state  society  had  exhausted  its 
efforts  to  encourage  membership  in  the  AMA.  Item  11, 
Resolution  138,  and  Item  12,  Resolution  83,  in  the  AMA 
Delegate’s  Report  was  supported  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  ADDENDUM  TO  THE  BOARD  OF  DIRECTOR’S 
REPORT 

The  American  Medical  Association  now  offers  a 50% 
one-year  reduction  in  AMA  dues  to  physicians  first 
leaving  a residency  program  to  establish  practice. 

This  dues  reduction  does  not  apply  to  physicians  who 
leave  practice  and  return  for  a second  residency  then 
come  back  into  practice.  Also,  this  reduction  does  not 
apply  to  physicians  who  enter  practice  following  residency 
and  do  not  join  for  a year  or  more  after  establishing 


practice.  The  only  exemption  to  this  would  be  the 
physician  who  following  residency  enters  military  service 
to  fulfill  this  obligation  prior  to  establishing  his  practice. 

This  reduction  in  dues  would  mean  that  the  physician 
who  established  his  practice  after  July  1st  may  join  the 
AMA  at  a dues  rate  of  $62.50  for  the  balance  of  that  year 
and  would  pay  $125.00  the  following  year  for  a full  AMA 
membership.  If  his  practice  was  established  prior  to  July 
1st,  he  would  be  allowed  to  join  at  a $125.00  rate  for  that 
first  full  year.  The  physician  would  then  subsequently  be 
billed  at  the  full  $250.00  rate  for  AMA  membership. 

The  Board  of  Directors  of  the  Nebraska  Medical 
Association  recommends  a similar  dues  reduction  along 
the  above  guidelines  for  membership  in  the  Nebraska 
Medical  Association.  It  is  further  recommended  that  the 
various  county  medical  societies  adopt  a similar  reduction 
in  dues  for  residents  entering  into  practice  along  the  same 
guideline. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
REFERENCE  COMMITTEE  #1  REPORT  AS  A 
WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

William  L.  Rumbolz,  M.D.,  Omaha, 
Chairman 

Robert  Benthack,  M.D.,  Wayne 
R.  C.  Weldon,  M.D.,  Nebraska  City 

Reference  Committee  #2 

Reference  Committee  #2  considered  two  reports  and 
one  resolution. 

(1)  REPORT  OF  THE  COMMISSION  ON  CLINICAL 
MEDICINE 

The  Ad-Hoc  Committee  on  Athletic  Medicine  - All 

testimony  heard  was  in  praise  of  the  activities  of  this 
subcommittee. 

The  Ad-Hoc  Committee  on  Emergency  Medical 
Services  - A great  deal  of  testimony  was  heard  on 
categorization  of  hospital  emergency  rooms,  none  of 
which  was  favorable  to  rigid  categorization.  The  American 
Medical  Association  has  requested  that  the  Joint  Com- 
mission on  the  Accreditation  of  Hospitals  revise  its 
standards  to  be  more  flexible.  The  Ad-Hoc  Committee 
will  continue  to  monitor  the  activities  in  this  area  with  an 
update  at  the  spring  meeting. 

The  Ad-Hoc  Committee  on  Maternal  and  Child 
Health  - The  bulk  of  the  testimony  that  was  heard 
regarded  initiation  of  a new  study  regarding  Perinatal 
Mortality.  Strict  confidentiality  will  be  stressed  in  the 
data  collection  and  the  objective  is  to  improve  perinatal 
health  care  in  the  state. 

Scientific  Sessions  Committee  - Testimony  was 
heard  regarding  the  planning  of  the  Annual  Session.  The 
membership  will  receive  specifics  of  the  1980  Annual 
Session  as  these  become  available.  Changes  in  the  format 
of  the  Annual  Session  as  recommended  by  the  Board  of 
Directors  were  discussed.  This  revolved  around  the 
consideration  of  more  involvement  of  the  state  specialty 
groups  at  the  Annual  Scientific  Sessions. 

Antabuse  - Testimony  was  heard  on  the  status  of 
antabuse.  Contact  has  been  made  with  the  Nebraska  Bar 
Association,  the  District  Court,  and  the  Municipal  Court 
and  responses  are  awaited.  There  is  continued  activity  by 
this  committee  and  an  update  on  this  matter  will  be 
presented  at  the  spring  meeting  in  1980. 
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Recommendations: 

1)  Your  Reference  Committee  recommends  that  a 
change  be  made  in  the  Perinatal  Mortality  Study  portion 
of  the  Report  of  the  Ad-Hoc  Committee  on  Maternal  and 
Child  Health.  In  #5  of  the  implementation  of  the  study, 
change  the  word  “charts”  to  “copies.” 

2)  Your  Reference  Committee  recommends  accep- 
tance of  the  Report  of  the  Commission  on  Clinical 
Medicine  as  amended. 

3)  Your  Reference  Committee  would  like  to  commend 
the  Commission  and  its  subcommittees  for  their  out- 
standing effort. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 

ITEM  2 - ANTABUSE 
ITEM  5 - NMA  ANNUAL  SESSION 
Both  of  these  items  were  discussed  in  conjunction  with 
a specific  subject  contained  within  the  Report  of  the 
Commission  on  Clinical  Medicine. 

Recommendation: 

1)  Your  Reference  Committee  recommends  the  ac- 
ceptance of  the  Report  of  the  Board  of  Directors,  Item  2 - 
Antabuse  and  Item  5 - NMA  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #8  — LANCASTER  COUNTY  — 
NEBRASKA  STATEWIDE  CPR  CAMPAIGN 

Testimony  was  heard,  all  of  which  was  favorable  to  the 
support  of  the  Statewide  CPR  Campaign.  This  resolution 
read  as  follows; 

WHEREAS,  the  lives  of  approximately  6,000 
Nebraskans  are  lost  annually  due  to  heart  attack  and 
other  causes  of  sudden  death,  and 

W’HEREAS,  Nebraska  is  working  hard  to  improve  its 
EMS  system  to  respond  to  emergencies,  and 

WHEREAS,  Nebraska  has  a statewide  CPR 
campaign  in  progress  which  is  designed  to  save  the  lives 
of  sudden  death  victims  by  training  one  out  of  every 
three  Nebraskans  in  CPR  by  the  end  of  1982,  and 

WHEREAS,  the  medical  profession  is  devoted  to 
saving  lives  and  promoting  health  and  wellbeing; 

THEREFORE  BE  IT  RESOLVED,  that  the  NMA 
hereby  endorses  and  supports  the  Nebraska  Statewide 
CPR  Campaign. 

Recommendation: 

1)  Your  Reference  Committee  recommends  the 
acceptance  of  Resolution  #8,  Lancaster  County, 
Nebraska  Statewide  CPR  Campaign. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Herbert  E.  Reese,  M.D.,  Lincoln, 
Chairman 

Richard  A.  Cottingham,  M.D., 
McCook 

John  Fitzgibbons,  M.D.,  Omaha 


Reference  Committee  #3 

Reference  Committee  #3  considered  four  reports, 
three  resolutions  and  the  minutes  of  the  Board  of 
Councilors.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  - 

NATIONAL  HEALTH  INSURANCE 

REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS  - NATIONAL 
HEALTH  INSURANCE 

MINUTES  OF  THE  BOARD  OF  COUNCILORS, 
SEPTEMBER  27,  1979 

RESOLUTION  #5  - METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - NHI-CATASTROPHIC 
The  Resolution  #5  read  as  follows: 

BE  IT  RESOLVED,  that  the  House  of  Delegates  of 
the  Nebraska  Medical  Association  reaffirm  and 
resubmit  Resolution  #16,  AMA  Annual,  1979,  re- 
garding National  Health  Insurance  and  in  addition 
reiterate  its  opposition  to  compulsory  Catastrophic 
National  Health  Insurance. 

The  Committee  considered  the  above  items  concerned 
with  the  issue  of  National  Health  Insurance.  Your 
Reference  Committee  heard  considerable  testimony  and 
comment  in  all  of  these.  It  became  apparent  to  the 
Committee  that  no  good  purpose  would  be  served  by 
reintroducing  Nebraska’s  resolution  at  the  AMA  House  of 
Delegates,  and  the  Committee  proposed  this  substitute 
resolution  to  summarize  its  deliberation  of  all  the  items 
mentioned: 

RESOLVED,  that  the  Nebraska  Medical  Association 
reaffirm  its  opposition  to  any  and  all  compulsory 
national  health  insurance,  including  catastrophic  health 
insurance,  and  that  the  Association  make  its  position 
known  again  to  the  Board  of  Trustees  of  the  American 
Medical  Association  as  soon  as  possible. 

MR.  SPEAKER,  I.MOVE  THE  ADOPTION  OF  THIS 
RESOLUTION  AND  THIS  SECTION  OF  OUR 
REPORT.  This  was  approved  by  the  House.  Dr.  Landgraf 
indicated  that  a letter  would  be  sent  by  him  as  President, 
to  the  Board  of  Trustees  of  the  AMA. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS  - 

ITEM  6 — AMA  RESOLUTION  ON  PEER 
REVIEW  AND  THE  FEDERAL  TRADE  COM- 
MISSION 

ITEM  7 — REVISION  OF  PRINCIPLES  OF 
MEDICAL  ETHICS 

REPORT  OF  THE  DELEGATE  TO  THE  AMA  — 
AMA  CODE  OF  PROFESSIONAL  ETHICS 

RESOLUTION  # 4 — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — PROPOSED  NEW 
CODE  OF  ETHICS  OF  AMA 
Resolution  #4  read  as  follows: 

WHEREAS,  the  Metropolitan  Omaha  Medical 
Society  has  studied  and  considered  the  proposed  new 
version  of  the  Principles  of  Medical  Ethics; 

THEREFORE  BE  IT  RESOLVED,  that  the  House 
of  Delegates  of  the  Nebraska  Medical  Association 
reaffirm  its  previous  position  (May,  1978)  and  recom- 
mend no  changed  or  alterations  in  the  present  code  of 
ethics  of  the  American  Medical  Association. 

Your  Reference  Committee  next  considered  the  issue  of 
the  AMA’s  Code  of  Professional  Ethics  as  referred  to  in 
the  above  reports.  Your  Committee  heard  considerable 
discussion  on  this  matter.  Your  Committee  perceives  two 
separate  sources  for  a need  to  consider  changes  in  the 
Principles  of  Medical  Ethics.  The  first  of  these  is  a need 
for  timely  review  and  evaluation  of  the  Principles, 
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responding  to  changes  in  the  role  of  the  physician  in 
providing  medical  care  and  in  guarding  the  public’s 
health.  The  development  of  medical  technology  poses 
serious  bio-ethical  problems,  which  must  be  considered  in 
a statement  of  principles.  The  development  of  other  kinds 
of  practitioners,  to  whom  the  physician  must  relate,  must 
also  be  considered  in  these  principles.  And  there  are,  of 
course,  other  changes  which  must  be  considered  seriously. 

The  second  reason  for  considering  a change  in  the 
Principles  of  Medical  Ethics  arises  out  of  judicial 
decisions  and  regulations  of  various  agencies,  which 
require  that  the  medical  profession  relate  professionally 
to  other  practitioners  in  a way  which  may  not  be  permitted 
by  the  present  principles.  The  physician  is  admonished  to 
“observe  all  laws,”  and  this  creates  an  urgent  dilemma.  It 
does  indeed  appear  that  some  restatement  of  principles 
may  become  necessary. 

Your  Committee  suggests  that  there  may  be  a need  for 
two  separate  statements:  One  statement  might  deal  with 
the  obligation  of  the  physician  under  civil  law;  the  other 
might  re-emphasize  the  principles  of  ethics  and  moral 
behavior  to  which  we  have  so  long  subscribed. 

To  give  the  House  of  Delegates  an  example  of  the  legal 
problems  now  imposed  upon  us,  I should  like  to  read  the 
changes  in  the  By-Laws  of  the  medical  staff  in  Pennsyl- 
vania which  resulted  from  the  settlement  of  a lawsuit 
brought  against  the  AMA,  AHA,  JCAH  and  others  in 
Pennsylvania: 

ARTICLE  VII.  SECTION  6 

Contrary  provisions  of  these  Bylaws  notwithstanding, 
the  staff  pathologist(s):  (a)  shall  when  accompanied  by 
written  application,  or  written  request  from  licensed 
chiropractors  on  behalf  of  their  patients,  accept 
laboratory  specimens,  perform  laboratory  tests  and 
provide  the  results  of  such  tests  to  said  licensed 
chiropractors  and  their  patients;  and  (b)  shall  make 
the  results  of  previously  taken  laboratory  tests  available 
to  licensed  chiropractors  and  their  patients.  The  staff 
radiologist(s):  (a)  shall  accept  referrals  when  accom- 
panied by  written  application  from  licensed  chiro- 
practors on  behalf  of  their  patients  to  take,  process  or 
produce  non-invasive  x-rays  and  x-ray , reports,  and 
accept  such  referrals  and  make  such  results  available  to 
licensed  chiropractors  and  their  patients;  and  (b) 
shall  accept  referrals  when  accompanied  by  written 
application  from  licensed  chiropractors  on  behalf  of 
their  patients  to  take,  process  or  produce  invasive  x- 
rays  and  x-ray  reports  after  consultation  with  and  with 
the  approval  of  the  staff  radiologist(s)  or  physician  in 
charge  of  administering  same,  and  accept  such  referrals 
and  make  such  results  available  to  licensed  chiro- 
practors and  their  patients;  and  (c)  shall  make 
previously  taken  x-rays  and/or  x-ray  reports  available  to 
licensed  chiropractors  and  their  patients. 

Recommendation: 

As  a summary  of  the  Committee’s  deliberations  and 
comments,  the  Committee  recommends  adoption  of 
Resolution  #4,  with  the  addition  of  the  word  “sub- 
stantive” and  the  substitution  of  “principles”  for  “code” 
in  the  RESOLVED  to  read,  “no  substantive  alterations  in 
the  present  principles.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #2  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — FTC  INTERFERENCE 
RELATED  PORTIONS  OF  THE  REPORT  OF 
THE  DELEGATE  TO  THE  AMA 


Your  Committee  next  considered  Resolution  #2,  which 
reads  as  follows: 

WHEREAS,  the  American  Medical  Association 
adopted  the  following  resolution  in  Chicago,  July,  1979, 
and 

WHEREAS,  this  resolution  reflects  the  intent  and 
spirit  of  the  resolution  from  the  Nebraska  Medical 
Association,  designed  to  aid  the  public  in  resolution  of 
alleged  excessive  physicians  fees, 

“RESOLVED,  that  the  American  Medical  Associa- 
tion seek  legislation  which  would  permit  constituent 
medical  societies  of  the  American  Medical  Association  to 
review  the  reasonableness  of  physicians’  charges  to 
protect  the  public,  and 

BE  IT  FURTHER  RESOLVED,  that  the  AMA  seek 
legislation  if  necessary  to  protect  the  role  of  constituent 
and  component  medical  societies  in  the  discipline  of 
members  who  charge  excessive  fees  or  exploit  their 
patients.” 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  endorse  and  support  the 
position  so  taken  by  the  American  Medical  Association. 

Recommendation: 

Your  Committee  recommends  adoption  of  Resolution 

#2. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  — 
LICENSED  LIMITED  PRACTITIONER 
Your  Committee  calls  the  attention  of  the  House  of 
Delegates  to  this  action  by  the  AMA  House  of  Delegates 
as  another  example  of  the  manner  in  which  the  practice  of 
medicine  is  being  altered  by  judicial  decisions. 

MR.  SPEAKER,  YOUR  COMMITTEE  APOLO- 
GIZES TO  THE  HOUSE  FOR  THE  LENGTH  OF  THIS 
REPORT,  BUT  WE  BELIEVE  THE  ISSUES  OF 
NATIONAL  HEALTH  INSURANCE,  MEDICAL 
ETHICS  AND  RECOGNITION  OF  LIMITED  LI- 
CENSED PRACTITIONERS,  AND  COERCION  BY 
THE  FEDERAL  TRADE  COMMISSION  REQUIRE 
US  TO  GIVE  YOU  THIS  REPORT. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Warren  G.  Bosley,  M.D.,  Grand  Island, 
Chairman 

F.  F.  Paustian,  M.D.,  Omaha 
C.  N.  Sorensen,  M.D.,  Scottsbluff 

Reference  Committee  #4 
Reference  Committee  #4  considered  six  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
EDUCATION 

The  report  was  discussed  in  conjunction  with  those 
portions  of  the  Report  of  the  Delegate  to  the  AMA 
regarding  medical  education. 

Recommendation: 

1)  The  Report  of  the  Commission  on  Medical 
Education  be  approved  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 
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(2)  REPORT  OF  THE  DELEGATE  TO  THE  AMA- 
RPS 

Discussion  ensued  with  the  delegate. 
Recommendation: 

1)  The  Report  of  the  Delegate  to  the  AMA-RPS  be 
approved  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  EDITOR,  NEBRASKA 
MEDICAL  JOURNAL 

Discussion  ensued  with  Dr.  Cole. 

Recommendation: 

1)  The  Report  of  the  Editor  of  the  Nebraska  Medical 
Journal  be  approved  as  submitted. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

No  discussion  was  heard. 

Recommendation: 

1)  The  Report  of  the  University  of  Nebraska  Medical 
Center  be  received  as  information  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

No  discussion  was  heard. 

Recommendation: 

1)  The  Report  of  the  Creighton  University  School  of 
Medicine  be  received  as  information  as  submitted. 

MR.  SPEAKER.  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(6)  PORTIONS  OF  THE  REPORT  OF  THE 
DELEGATE  TO  THE  AMA  DEALING  WITH 
CONTINUING  MEDICAL  EDUCATION 

Much  discussion  was  heard  concerning  the  AMA’s  role 
in  continuing  education. 

Recommendation: 

1)  The  portions  of  the  Report  of  the  Delegate  to  the 
AMA  dealing  with  continuing  medical  education  be 
received  as  information  as  submitted. 

MR.  SPEAKER.  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(7)  RESOLUTION  #7  — BUFFALO  COUNTY 
MEDICAL  SOCIETY  - MEDICARE 
REGULATIONS 

Discussion  ensued  at  length  with  many  individuals 
concerning  the  regulations  “impeding”  medical  care.  The 
resolution  read  as  follows: 

WHEREAS,  there  have  been  retroactive  denials  of 
Medicare  payments  of  certain  preoperative  evaluations, 
and 

WHEREAS,  the  primary  goal  of  the  physicians  in  the 
hospital  is  to  provide  the  best  medical  care  while  still 
attempting  satisfactory  cost  containment  (subject  to 
utilization  review  and  peer  review  processes  and 


documented  to  be  on  a par  or  superior  with  other 
institutions),  and 

WHEREAS,  the  patients  may  reflect  different  needs 
demonstrated  by  both  their  age,  their  illness,  and  the 
other  factors  such  as  geography,  and 

WHEREAS,  the  physician’s  professional  judgment  is 
still  judged  the  best  in  attempting  to  practice  medicine; 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  oppose  further  intrusions  into  the  practice 
of  medicine  hy  arbitrary  policies  such  as  policies 
regarding  respiratory  therapy  treatments  and  minimum 
admission  time  prior  to  surgical  procedures,  where  this 
is  contrary  to  the  good  practice  of  medicine,  and 

BE  IT  FURTHER  RESOLVED,  the  Nebraska 
Medical  Association  communicate  its  opposition  to  the 
American  Medical  Association,  the  Governor  of  the 
State  of  Nebraska  and  the  Congressional  Delegation 
from  Nebraska. 

Recommendation: 

1)  The  resolution  be  accepted  as  written  except  the  last 
BE  IT  RESOLVED  be  re-written  to  read: 

BE  IT  FURTHER  RESOLVED,  the  Nebraska 
Medical  Association  forward  the  resolution  to  the 
AMA,  and  communicate  its  opposition  to  the  Governor 
of  the  State  of  Nebraska,  the  Director  of  the  Nebraska 
State  Department  of  Welfare,  and  the  Congressional 
Delegation  from  Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4, 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Kenton  L.  Shaffer,  M.D.,  Kearney, 
Chairman 

Earl  J.  Dean,  M.D.,  Hastings 
Thomas  H.  Wallace,  M.D.,  Gordon 


Reference  Committee  #5 

Reference  Committee  #5  considered  three  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Recommendations: 

1)  Your  Reference  Committee  recommends  the  Report 
of  this  Commission  be  accepted  as  printed. 

2)  Your  Reference  Committee  further  recommends 
and  encourages  the  medical  profession  use  of  Health  Tips 
as  a very  effective  means  of  communication  with  the 
public.  Although  192,000  billing  inserts  have  been  mailed 
in  the  past  year,  those  present  at  the  Reference 
Committee  meeting  and  the  Reference  Committee  feel 
that  this  could  be  greatly  expanded  in  the  State  of 
Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

There  was  considerable  discussion  regarding  the  Ad- 
Hoc  Liaison  Committee  being  appointed  concerning  close 
liaison  with  medical  students  and  house  officers.  Medical 
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students  and  house  officers  from  the  University  of 
Nebraska  were  present  for  the  discussion. 

Recommendations: 

1)  Your  Reference  Committee  recommends  and  en- 
courages that  this  Ad-Hoc  Committee  actively  com- 
municate with  medical  student  classes  and  house  officer 
organizations.  We  understand  that  this  will  be  done  under 
the  auspices  of  the  Commission  on  Association  Affairs. 

2)  Your  Reference  Committee  recommends  that  the 
Report  of  the  Commission  on  Association  Affairs  be 
accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #1  — SCOTTS  BLUFF  COUNTY 

MEDICAL  SOCIETY  — RIGHT  OF  PRIVACY  IN 

HEALTH  CARE  FACILITY 

This  resolution  read  as  follows: 

WHEREAS,  there  exists  a State  Department  of 
Health  memorandum,  dated  March  1,  1979,  entitled 
“Right  of  Health  Department  Inspector  to  Take 
Photographs  Within  a Health  Care  Facility”  wherein  it 
is  stated,  “Neither  patients  nor  residents  of  hospitals, 
nursing  homes,  or  other  health  care  facilities  in  the 
State  of  Nebraska  have  an  absolute  right  of  privacy  or  a 
right  to  bar  photographs  being  taken  of  them  by  an 
authorized  health  inspector,”  and 

WHEREAS,  “licensed  health  care  facility”  might  be 
interpreted  to  apply  to  physicians’  offices,  and 

WHEREAS,  physicians  have  been  very  careful  to 
protect  the  identity  of  their  patients  in  the  area  of 
photographs  (signed  permission,  etc.)  and  are,  in  fact, 
mandated  by  law  to  protect  the  confidentiality  of  their 
patients’  privileged  communications,  and 

WHEREAS,  it  would  appear  that  said  memorandum 
will  permit  the  photography  of  any  procedure  and/or 
examination  of  personal  body  care  without  protecting 
the  identity  of  the  patient,  and 

WHEREAS,  the  Legislature  of  Nebraska  has  passed 
LB  394  (1979  Session),  a “right  to  privacy  law,”  which 
has  been  interpreted  by  the  Nebraska  Attorney 
General’s  office  by  letters  of  July  16,  1979,  and  August 
9,  1979,  not  to  apply  to  photographing  of  patients,  and 

WHEREAS,  the  people  of  the  State  of  Nebraska 
should  be  informed  that  they  apparently  do  not  enjoy 
the  right  of  privacy  when  in  a health  care  facility; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  House  of  Delegates 
scrutinize  said  memorandum  for  the  purpose  of  acting 
thereon  or  comment  if  indicated,  and  taking  the 
appropriate  action  to  have  said  memorandum  re- 
scinded. 

There  was  considerable  discussion  on  this  resolution. 
Most  of  those  present  were  quite  surprised  and  rather 
appalled  that  such  a practice  could  be  undertaken  by  a 
Health  Department  Inspector.  Those  present  felt  that  the 
people  of  the  State  of  Nebraska  had  a right  to  know  that 
they  do  not  in  fact  have  a right  to  privacy  when  admitted 
to  a hospital  or  other  licensed  health  care  facility.  This 
fact  has  apparently  been  determined  by  the  Attorney 
General  of  the  State  of  Nebraska  subsequent  to  the 
implementation  of  LB  394  (1979  Session)  which  was 
enacted  in  August,  1979. 


Recommendations: 

1)  Your  Reference  Committee  recommends  that  this 
resolution  be  accepted  as  written  and  referred  to  the 
Commission  on  Legislation  and  Legal  Affairs. 

2)  And  further,  that  a copy  of  this  resolution  be  sent  to 
all  State  Senators  forthwith. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEM  4 — AUXILIARY 

The  discussion  on  this  report  was  entirely  positive  and 
reflected  much  praise  for  the  valuable  contribution  made 
by  the  Nebraska  Medical  Association  Auxiliary. 

Recommendation: 

1)  Your  Reference  Committee  recommends  the 
adoption  of  this  section  of  the  Report  of  the  Board  of 
Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #3  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — MISLEADING  PRESS 
ARTICLES  AND  REPORTS 

This  resolution  read  as  follows: 

WHEREAS,  the  private  practice  of  medicine  and 
accepted  medical  procedures  are  facing  increasingly 
critical  and  often  inaccurate  reporting  in  all  forms  of  the 
media,  and 

WHEREAS,  the  responses  of  individual  physicians 
to  these  reports  are  often  ignored  or  given  inappropri- 
ate, disproportionate  attention  by  the  media; 

THEREFORE  BE  IT  RESOLVED,  that  all  levels  of 
organized  medicine  (county,  state  and  national)  en- 
courage responses  from  their  public  relations  com- 
mittees to  correct  all  misleading  data  and  give  the 
general  populace  a more  balanced  perspective  of  the 
issues  involved  whenever  misleading,  unfounded  or 
untrue  articles  appear  in  the  media,  and 

BE  IT  FURTHER  RESOLVED,  that  this  action  be 
forwarded  to  the  American  Medical  Association 
through  the  Nebraska  Delegation. 

Discussion  on  this  resolution  was  very  much  in 
agreement  with  the  intent  of  the  resolution.  There  was 
considerable  discussion  indicating  that  the  word  “all”  in 
the  third  line  of  the  first  RESOLV’ED  should  be  deleted. 

Recommendation: 

1)  Your  Reference  Committee  recommends  that 
Resolution  #3  be  adopted  as  written  with  the  exception 
that  the  word  “all”  in  the  third  line  of  the  first 
RESOLVED  be  deleted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE. 

Respectfully  submitted, 

Allan  C.  Landers,  M.D.,  Scottsbluff, 
Chairman 

Bernard  F.  Wendt.  M.D.,  Lincoln 
R.  F.  Sievers,  M.D.,  Blair 
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Reference  Committee  #6 

Reference  Coinniittee  #6  considered  four  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  rp:poht  of  the  commiSvSion  on 

LEfilSLATION  AND  LEGAL  AFFAIRS 

Your  Reference  Committee  considered  the  report  of 
the  Commission  on  Legislation  and  Legal  Affairs  con- 
tained in  the  Handbook.  The  subject  items  in  this  report 
were  Legislation.  State  of  Nebraska;  Certificate  of  Need 
Legislation;  and  Report  of  the  Medical  Legal  Advice 
Subcommittee  (Medical  Liability  Insurance).  There  was 
considerable  support  for  continued  liaison  with  the  State 
Legislators. 

The  Certificate  of  Need  statute  came  under  con- 
siderable discussion.  It  was  recommended  to  continue 
involvement  in  the  Certificate  of  Need  activity  as  it  was 
pointed  out  there  is  some  tendency  in  certain  states  to  tie 
licensure  to  Certificate  of  Need.  Also,  some  states  exceed 
the  federal  guidelines  in  setting  up  their  Certificate  of 
Need  legislation,  and  although  Certificate  of  Need  is  now- 
law  in  the  State  of  Nebraska,  the  guidelines  are  in  the 
process  of  being  formulated  and  need  all  the  input  the 
State  Medical  Association  can  provide.  It  was  pointed  out 
that  there  may  soon  be  a federal  law  that  prevents  states 
from  exceeding  the  federal  guidelines. 

In  regard  to  the  Report  of  the  Medical  Legal  Advice 
Subcommittee,  it  was  pointed  out  that  Nebraska  phy- 
sicians should  not  be  lulled  by  their  experience  in  medical 
liability  as  there  is  evidence  that  medical  liability 
problems  are  increasing  in  Nebraska  as  they  are 
throughout  the  nation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEM  8 - CERTIFICATE  OF  NEED 

This  discussion  was  covered  by  the  Report  of  the 
Commission  on  Legislation  and  Legal  Affairs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON  GOVERN- 
MENTAL AFFAIRS  - HEALTH  PLANNING. 
PSRO  AND  REFERRAL  PATTERNS. 

Discussion  pointed  out  that  Health  Planning  in  the 
State  of  Nebraska  is  an  ongoing  proposition  and  as  many 
physicians  as  possible  should  become  involved  in  the 
HSA’s  health  planning  process  even  though  they  are  not 
necessarily  members  of  the  various  organized  health 
planning  committees.  There  seemed  to  be  strong  support 
for  the  formation  of  a new  committee  in  each  of  the  Health 
Service  Areas  as  recommended  by  the  Governmental 
Affairs  Commission.  The  activity  of  such  a committee 
could  be  beneficial  both  in  the  health  planning  process 
and  also  in  keeping  the  members  of  the  Association 
informed. 

Since  there  is  no  activity  on  PSRO  in  Nebraska  at  this 
time,  there  was  little  or  no  discussion. 

The  matter  of  referral  patterns  was  discussed,  recog- 
nizing it  has  been  about  five  years  since  the  last  survey  in 
the  state.  The  discussion  favored  a repeat  survey  of 
Nebraska  referral  patterns  recognizing  it  would  entail 
financial  backing  to  carry  this  out.  The  Committee  feels 
that  with  proper  specified  objectives,  a repeated  survey 
would  be  worth  the  effort. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  There 
was  discussion  as  to  the  value  and  cost  of  this  survey.  Dr. 
Retelsdorf  moved  to  amend  this  portion  of  the  Reference 
Committee  report  and  refer  this  matter  to  the  Board  of 
Directors  for  further  study  and  action  as  they  see  fit.  This 
was  approved,  and  this  section  of  the  Reference  Com- 
mittee report  was  approved  as  amended. 

(4)  RESOLUTION  #6  — SEWARD  COUNTY 

MEDICAL  SOCIETY  — RECOGNITION  OF  MLM 

OF  NEBRASKA 

This  resolution  read  as  follows: 

WHEREAS,  27  physician-sponsored  mutual  liability 
insurance  companies  are  established  in  24  states,  and 

WHEREAS,  experience  of  those  medical  liability 
mutual  companies  of  longest  duration  has  proven 
beneficial  to  physicians  of  those  states,  and 

WHEREAS,  in  most  instances  the  state  association 
recognizes  and  supports  that  states  mutual  liability 
company,  and 

WHEREAS,  the  MLM  of  Nebraska  is  now  an 
established  and  going  concern  insuring  297  Nebraska 
physicians,  and 

WHEREAS,  physicians  should  have  a choice  of 
carrier,  and 

WHEREAS,  Seward  County  Medical  Society  has 
five  doctors  out  of  seven  insured  by  MLM,  and 

WHEREAS,  there  is  emerging  evidence  that  a 
physician  controlled  company  is  beneficial  financially 
and  functionally; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
NMA  officially  and  publicly  recognize  MLM  of 
Nebraska  as  a viable  alternative  source  of  liability 
insurance,  and 

BE  IT  FURTHER  RESOLVED,  that  this  official 
recognition  be  publicized  to  all  members  of  the  NMA. 

Your  Committee  heard  testimony  pointing  out  that  the 
Commission  on  Legislation  and  Legal  Affairs  is  now  in  the 
process  of  reviewing  the  activities  of  MLM.  Most  of  the 
discussion  favored  the  Commission  reviewing  the  present 
status  and  reporting  to  our  next  session.  There  was  one 
suggestion  that  the  problem  be  resolved  at  this  House 
session. 

MR.  SPEAKER,  I MOVE  THAT  THIS  RESOLU- 
TION BE  REFERRED  TO  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS.  This  was 
seconded. 

Dr.  Osborne  said  the  intent  of  the  resolution  was  for 
recognition  of  MLM,  not  endorsement,  and  he  moved  to 
amend  this  by  accepting  the  resolution  and  referring  the 
resolution  to  the  Commission  on  Legislation  and  Legal 
Affairs  for  information. 

This  motion  failed. 

After  discussion,  this  section  of  the  Reference 
Committee  report  was  accepted  as  presented. 

(5)  BOARD  OF  DIRECTORS  ADDENDUM  REPORT 

- BLUE  CROSS-BLUE  SHIELD 

Since  many  have  not  seen  this  portion  of  the  Board  of 
Directors  report,  I will  quote  their  report  as  follows; 

“Your  Board  is  aware  of  and  discussed  the  matter 
regarding  the  question  of  assignment  of  patient  benefits 
under  the  ‘voluntary  cost  containment’  policy  of  this 
company.  Your  Board  is  also  aware  that  litigation  on 
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this  question  has  been  initiated  by  a group  of  Nebraska 
physicians.  Because  the  issue  has  been  of  concern  to 
the  membership,  the  Board  has  concluded  that  the 
question  should  be  answered.  Therefore,  the  Board 
recommends  that  the  House  concur  with  this  opinion.” 

Because  this  is  already  in  the  courts,  it  is  pointed  out 
that  action  must  be  curtailed,  but  it  is  proper  to  seek  an 
answer  or  ask  the  question  as  a matter  of  principle  only. 
So  the  problem  resolves  itself  into  the  question,  is  the 
matter  of  assignment  legal  or  not  legal?  Yes,  we  are 
interested  in  the  answer. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  A 
motion  was  made  by  Dr.  Malashock  to  amend  the  last 
sentence  of  this  report  by  adding,  “and  endorse  the  action 
that  has  been  taken  in  seeking  that  answer.”  This  would 
read:  “Yes,  we  are  interested  in  the  answer,  and  endorse 
the  action  that  has  been  taken  in  seeking  that  answer.” 
This  amendment  was  approved  by  the  House,  and  this 
section  of  the  Reference  Committee  report  was  approved 
as  amended. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
REPORT  AS  A WHOLE  AS  AMENDED.  This  was 
approved  by  the  House. 

Respectfully  submitted, 

Arnold  W.  Lempka,  M.D.,  Omaha, 
Chairman 

Wendell  Fairbanks,  M.D.,  Alliance 
Russell  Mclntire,  M.D.,  Hastings 


Dr.  Cornelius  asked  if  Dr.  Lempka  could  give  the  House 
a report  on  the  activities  of  his  Cost  Containment 
Committee.  Dr.  Lempka  stated  that  his  committee  had 
held  a joint  meeting  with  the  Hospital  Association.  Some 
of  the  possibilities  discussed  were  a cost  containment 
course  for  medical  students  and  residents,  a special  article 
in  the  Nebraska  Medical  Journal  and  communication  with 
the  media. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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WANTED:  Family  Practice  physician,  Board 
certified,  OB  experienced,  to  join  prepaid  group  of 
seven  FP’s.  Salary  mid-50’s  with  excellent  fringes. 
Send  curriculum  vitae  to:  J.  L.  Lucas,  M.D., 
Medical  Director,  17th  & N Street,  Lincoln, 
Nebraska  68508.  Phone:  (402)  475-7000. 


FULL  TIME  POSITION:  The  Department  of 
Correctional  Services  of  the  State  of  Nebraska  is 
seeking  a full-time  physician  to  work  in  health 
services  section.  Primary  responsibilities  will  be  the 
health  care  of  approximately  500-700  legal 
offenders  at  the  Nebraska  State  Penitentiary.  The 
institution  is  located  in  Lincoln,  Nebraska;  a very 
progressive,  clean  city  with  an  excellent  school 
system.  The  institution  is  in  the  process  of  major 
reconstruction  and  will  have  all  new  facilities  by 
1981.  The  state  has  excellent  state  benefits,  salary 
open  to  negotiation.  If  interested  please  contact  Mr. 
Gary  Burger,  Personnel  Officer,  Department  of 
Correctional  Services,  P.O.  Box  94661,  Lincoln, 
Nebraska  68509.  Telephone  (402)  471-2654. 


PHYSICIAN  OPPORTUNITIES  — Family 
Practice  - Internal  - Urology  - Oncology  - Neurology 
— Join  in  partnership  or  individual  practice  in 
professional  building  attached  to  350-bed  JCAH 
hospital.  Located  in  a northeast  Iowa  city  of 
100,000  population  with  a drawing  area  over 
275,000.  Presently  a large  segment  of  this 
population  is  without  complete  medical  care.  The 
hospital  provides  a minimum  fee  guarantee  for 
some  practice  openings.  All  specialties  are  cur- 
rently on  active  hospital  staff  and  relief  coverage  is 
available.  An  excellent  opportunity  for  family 
physician  and  urologist  to  assume  established 
practices.  Please  contact:  JAMES  T.  WALTER, 
PRESIDENT,  ALLEN  MEMORIAL  HOSPITAL, 
1825  LOGAN  AVENUE,  WATERLOO,  IOWA 
50703.  Telephone  No.  (319)  235-3987. 


OB-GYN:  Ten  man  group  with  two  OB-GYN’s 
seeks  another  OB-GYN  partner.  Attractive  offer 
now  with  promising  future.  Send  C.V.  We  will  call. 
Gordon  Rock,  M.D.,  The  Davenport  Clinic,  1820 
West  Third  Street,  Davenport,  Iowa  52802. 
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Librium 

chbrdiazepoxide  HO/Roche 


Proven  antianxiety  performance 

An  unsurpassed  safety  record 

Predictable  patient  response 

Minimal  effect  on  mental  acuity  at 
recommended  doses 

Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


5 mg,  10  mg, 
25  mg  capsules 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage:  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
rirst  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  rf  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e  g. . excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  ven/  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, BorlOmgt.i.d.  orq.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients;  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ®(chlordiazepoxide  HCI)  Capsules,  5 
mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose  ® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 
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Roche  Products  Inc. 
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Please  see  following  page. 
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